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Civil Money Penalty Reinvestment Program

About the Civil Money Penalty Reinvestment Program (CMPRP)

Overview

As part of its continued commitment to the nation’s most vulnerable populations, the Centers for Medicare & Medicaid
Services (CMS) has launched the Civil Money Penalty Reinvestment Program (CMPRP), a three-year effort to reduce
adverse events, improve staffing quality and improve dementia care in nursing homes.

To aid teams with this effort, the CMPRP offers several free resources and opportunities for nursing homes.

Ready to learn more about how toolkits can be used to assess, measure and improve quality in your nursing
home or a nursing home near you? Visit the toolkits under the downloads section here to learn more.

Think your nursing home or a nursing home near you could benefit from technical assistance from CMPRP staff
and subject matter experts?

Want to apply for Civil Money Penalty (CMP) funding to support quality improvement? Learn about the
application process here. 

Toolkit Resources (available under the downloads section of this page) are to aid nursing home teams in reducing
adverse events, improving staffing quality and improving dementia care. The CMPRP team offers several resources
and participation opportunities. Below are a series of toolkits meant to assist teams with improving staff competency
and employee satisfaction.

All toolkits are expected to be available to download on this website by next summer. See Toolkit 1 under downloads
now.

Toolkit 1: Nursing Home Staff Competency Assessment (Available Now)

PLEASE NOTE: Save documents to your Desktop in order to use all functions of the documents. If you have
questions, email the CMPRP team at CMP-info@cms.hhs.gov. 

Quality care is complex. That’s why the CMPRP competency assessment helps nursing homes break down and self-
examine some of the most important building blocks of quality care. Use the competency assessment to identify areas
where your nursing home is doing well, versus where your facility might need support. Once you know where you need
support, CMPRP can provide funding, technical assistance and learning opportunities to help address some of your
facility’s toughest challenges, in order to offer the best possible care to your residents.

There are three competency assessments in print and electronic formats:

1) Certified Nursing Assistants (CNA)/Certified Medication Technicians (CMT)

2) Licensed Practical/Vocational Nurses (LVN/LPN) and Registered Nurses (RN)

3) Assistant directors of nursing (ADON), directors of nursing (DON) and administrators.

The assessments pose questions about behavioral, technical and resident-based competencies and should be
completed as needed. This toolkit (Toolkit 1), which includes the competency assessment and supporting materials, can
support your nursing home’s existing learning and development standards of practice. The toolkit also includes an
Instruction Manual to support managers in implementing the assessment. The guide provides resources, including:
videos; talking points; an email memo; a poster; an assessment completion tracker; a manager’s guide to meeting one-
on-one with staff; and an assessment results worksheet to compile and analyze results.

Toolkit 2:  Nursing Home Employee Satisfaction Survey (Future Toolkit)

The employee satisfaction survey can help your nursing home to recruit, motivate and retain staff. After all, nursing
home employees are critical to better resident health and quality of life.

This free, anonymous survey, in electronic  and paper form , offers facility employees an opportunity to share their
perceptions about the nursing home workplace. Survey topics include:

Employee engagement and team building

Job satisfaction

Management and leadership

Scheduling and staffing
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Training

Free resources are available to support managers in implementing the survey, as well as aggregating and interpreting
survey results, including:

Instruction Manual : With videos, talking points, an email memo, poster and a Data Collection & Analysis Tool to
compile and analyze survey results

Strategic Guide : Including techniques to engage staff in survey participation and ways to prioritize and act on
survey results

Not sure if staff satisfaction is your facility’s biggest issue? Use CMPRP’s free competency assessment, coupled with
this survey, to find out.

Toolkit 3:  Guide to Improving Nursing Home Employee Satisfaction (Future Toolkit)

There are a lot of resources out there to help nursing facilities improve quality, but it can be overwhelming to identify
which are most relevant to your facility’s specific needs and to stay up-to-date on the latest guidance. This employee
satisfaction guide helps nursing homes determine the most appropriate and helpful resources to address challenges.

Once your facility completes the employee satisfaction survey, you will be ready to address the identified improvement
opportunities. The employee satisfaction guide is a repository of evidence-based approaches, solutions and
interventions to address challenging areas discovered through the survey.

If you have questions, email the CMPRP team at CMP-info@cms.hhs.gov.

Breakthrough Communities and Technical Assistance

 A Breakthrough Community is a voluntary and customized health care improvement program that is based on a model
designed by the Institute for Healthcare Improvement (IHI). Its goal is to achieve “breakthrough” improvement in nursing
homes that may be experiencing challenges in one of two program areas: reducing adverse events and/or improving
dementia care.

In Breakthrough Communities, nursing homes work with their peers to test interventions that will lead to improvement in
quality of life and quality of care for residents of nursing homes.

If you are interested and want to apply, please email CMP-info@cms.hhs.gov.

Technical Assistance To improve dementia care, CMS funds and provides one-to-one Technical Assistance (TA) to a
selection of nursing homes through the CMPRP. One-to-one TA will be customized to your nursing home to address
unique barriers in improving quality of life and quality of care for residents with dementia.

The purpose of one-to-one TA is to provide education and support to nursing homes’ quality improvement processes,
including root cause analysis and the development of a performance improvement plan framework for the improvement
of dementia care and ensuring the appropriate use of antipsychotic medications.

If you are interested and want to apply, please email CMP-info@cms.hhs.gov.

Civil Money Penalty (CMP) Funds

About Civil Money Penalty (CMP) Funds

A CMP is a monetary penalty the Centers for Medicare & Medicaid Services (CMS) may impose against nursing homes
for either the number of days or for each instance a nursing home is not in substantial compliance with one or more
Medicare and Medicaid participation requirements for long-term care facilities.

A portion of CMPs collected from nursing homes are returned to the states in which CMPs are imposed. State CMP
funds may be reinvested to support activities that benefit nursing home residents and that protect or improve their
quality of care or quality of life.

What CMP Funds Can Be Used For

CMP funds may be used for (but not limited to) the following:

Assistance to support and protect residents of a facility that closes or is decertified

Time-limited expenses incurred in the process of relocating residents to home and community-based settings or
another facility when a facility is closed or downsized pursuant to an agreement with the state Medicaid agency

Projects that support resident and family councils and other consumer involvement in assuring quality care in
facilities

Facility improvement initiatives, such as joint training of facility staff and surveyors, or technical assistance for facilities
implementing quality assurance and performance improvement programs.

How to Apply for CMP Funds

The application process for CMP funds is determined by the state in which the nursing home is located. The process for
each state may differ therefore states have their own applications for CMP funds and applicants should use their state
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specific application and instructions.

A list of CMP contacts by state and applicable websites are available in the “Downloads” section below.

A CMP Frequently Asked Questions (FAQ) is also available in the “Downloads” section below.

Have more questions? Email the CMPRP team at CMP-info@cms.hhs.gov.

INSTRUCTIONS FOR DOWNLOADS: Save documents to your Desktop in order to use all functions of the
documents. If you have questions, email the CMPRP team at CMP-info@cms.hhs.gov.

Downloads

CMPRP-Toolkit 1- Instruction Manual [PDF, 6MB]

CMPRP-Toolkit 1-All Answer Sheets [PDF, 7MB]

CMPRP-Toolkit 1-CNA Assessment Electronic - Updated 01/08/2019 [PDF, 3MB]

CMPRP-Toolkit 1-CNA Assessment Paper [PDF, 3MB]

CMPRP-Toolkit 1-Management Assessment Electronic - Updated 01/08/2019 [PDF, 3MB]

CMPRP-Toolkit 1- Management Assessment Paper [PDF, 2MB]

CMPRP-Toolkit 1- Nurse Assessment Electronic - Updated 01/08/2019 [PDF, 4MB]

CMPRP-Toolkit 1- Nurse Assessment Paper [PDF, 4MB]

CMP Contacts by State - Updated 01-18-2019 [PDF, 131KB]

CMP Frequently Asked Questions [PDF, 142KB]

Examples of CMP Funded Projects - Updated 05-03-2017 [PDF, 114KB]

For State Consideration Only: Example Application for the Use of CMP Funds [PDF, 1MB]

State CMP Reinvestment Projects funded in CY 2016 [PDF, 1001KB]

State CMP Reinvestment Projects Funded in CY 2017 [PDF, 1MB]

CMP Reinvestment State Plans [ZIP, 1MB]

Related Links

42 CFR Part 488 

State Operations Manual

Section 1819 of the Social Security Act

Section 1919 of the Social Security Act

The Affordable Care Act (Sec. 6111. Civil Money Penalties)

S&C 12-13-NH

Page last Modified: 01/18/2019 10:29 AM
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https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMP-Contacts-State.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMP-FAQs.pdf
mailto:CMP-info@cms.hhs.gov
mailto:CMP-info@cms.hhs.gov
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-Instruction-Manual.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-All-Answer-Sheets.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-CNA-Assessment-Electronic.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-CNA-Assessment-Paper.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-Management-Assessment-Electronic.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-Management-Assessment-Paper.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-Nurse-Assessment-Electronic.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMPRP-Toolkit-1-Nurse-Assessment-Paper.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMP-Contacts-State.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMP-FAQs.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Examples-CMP-Funded-Projects.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Example-Application-For-Use-of-CMP-Funds.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/State-CMP-Reinvestment-Projects-funded-CY-2016.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/State-CMP-Reinvestment-Projects-Funded-CY-2017.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/CMP-Reinvestment-State-Plans.zip
http://www.ecfr.gov/cgi-bin/text-idx?SID=05de4fb9fefcb16c6086b978744e7455&mc=true&node=pt42.5.488&rgn=div5
http://www.cms.gov/About-CMS/Agency-Information/Aboutwebsite/External-Link-Disclaimer.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS1201984.html
https://www.ssa.gov/OP_Home/ssact/title18/1800.htm
https://www.ssa.gov/OP_Home/ssact/title19/1900.htm
https://www.gpo.gov/fdsys/pkg/PLAW-111publ148
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-and-Memos-to-States-and-Regions-Items/CMS1255117.html?DLPage=1&DLEntries=10&DLFilter=12-13&DLSort=3&DLSortDir=descending
https://www.cms.gov/About-CMS/Agency-Information/Aboutwebsite/Help.html
https://www.hhs.gov/


1 

Instruction Manual

Nursing Home Staff 
Competency Assessment

Improve quality of care by empowering your team 
to build a stronger nursing home foundation 

Disclaimer: Use of this tool is not mandated by CMS, nor does its completion ensure regulatory compliance.  



The Nursing Home Staff Competency Assessment toolkit was created by professional caregivers like you to help 
you continue to build a culture of quality in your nursing home. The following instruction manual will help you 
understand and implement the competency assessment in your facility. 

How to Use the Nursing Home Staff Competency Toolkit .........................................................

 Competency Assessment Process 
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How to Use the Nursing Home Staff 
Competency Assessment Toolkit

Competency Assessment Process

1) Review instruction manual
Read this instruction manual to understand how to implement the Nursing Home Staff
Competency Assessment in your facility.

2) Decide implementation strategy
Through conversations with your management team, decide how you will implement the
assessment in your facility.

3) Execute implementation strategy
Communicate with your staff and administer the assessment in your facility.

4) Address competency growth areas
Aggregate your facility-wise assessment results and hold one-on-on meetings with staff.
Decide how to address competency growth areas across your facility.
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Nursing Home Staff Competency 
Assessment Toolkit

What are the CMPRP toolkits?

The Centers for Medicare & Medicaid Services (CMS) Civil Money Penalty 
Reinvestment Program (CMPRP) offers several toolkits to assist long-term 
care facilities with staffing competency, sufficiency and performance in 
order to improve the quality of care and life for residents.

What is the Nursing Home Staff Competency Assessment 
toolkit?

The Nursing Home Staff Competency Assessment toolkit helps facilities 
evaluate the competencies of frontline and management staff. The toolkit 
includes competency assessments that measure staff understanding of 
behavioral, technical and resident-based competencies. These assessments 
do not take the place of the CMS requirement to complete a Facility 
Assessment. However, competencies assessed through this toolkit can be 
helpful in beginning to assess staff competency, but are not exhaustive. 
Click on the video to the right for an overview of the Nursing Home Staff 
Competency Assessment.

What is a competency?

A competency is a set of knowledge, skills and abilities (KSAs) needed for an 
individual to successfully perform various job duties. The Nursing Home 
Staff Competency Assessment includes frontline assessments (that evaluate 
behavioral, technical and resident-based competencies), as well as a 
management assessment (that measures behavioral and technical 
competencies). Click on the video to the right to learn more about 
competency assessments.

Why are competency assessments important for your 
facility?

Competency assessment results identify strengths and growth areas among 
staff. This information can help you identify priorities and develop goals for 
improvement at both the individual and facility-wide levels. Moreover, 
management can use assessment results during one-on-one conversations 
with staff to discuss learning and development needs and other topics of 
concern.

Click on the video above 
for an overview of the 

Nursing Home Staff 
Competency Assessment 

Click on the video 
above to learn about 

competency 
assessments
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Nursing Home Staff Competency Assessment

Frontline and management staff competency assessments 

Competency assessments are available for both frontline and management staff. The assessment can be 
completed in 45 minutes to one hour, or it can be broken up and completed in three 15 to 20 minute 
sections. It is available for use in two formats: 1) electronic, interactive PDF or 2) printed, hard-copy. 

There are two frontline competency assessments. These assessments are used to evaluate behavioral, 
technical and resident-based competencies for these positions:

1) Certified Nursing Assistants (CNAs) and Certified Medication Aides/Technicians (CMAs/CMTs)
2) Registered Nurses (RNs), Licensed Practical Nurses (LPNs) and Licensed Vocational Nurses (LVNs)

There is one management competency assessment. This assessment is used to evaluate behavioral 
and technical competencies for these positions:

1) Administrator
2) Director of Nursing (DON)
3) Assistant Director of Nursing (ADON)

Implementing the assessment in your facility

Through conversations with your management team, decide your strategy for implementing the Nursing 
Home Staff Competency Assessment in your facility. This includes determining how you will communicate 
with your staff about the assessment, which format you will use (electronic, interactive PDF or printed, hard-
copy), and a process for administering the assessment. These options are detailed on the following pages. 
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Communicating with Your Staff 

Communication options

When you are ready to execute your implementation strategy, make sure to communicate with your staff 
about the assessment. 

Tell your staff that the assessment will:

Poster

Use the documents below to inform your staff and help encourage them to take the assessment. 
Click on the video below to learn more about options for sharing the news with staff.

1) Display the news in your facility

• Print and display the poster (to the right) in
break rooms, near time clocks, or in other staff
gathering places.

2) Share the news via email or display

• Send the email memo (to the right) to tell your
staff about the competency assessment.

• Print and display the email memo if your staff
does not have access to email.

3) Explain during staff meetings or huddles

• Use the talking points (to the right) ito inform
your staff about the assessment and to discuss
the process.

Email memo

Talking points

Click on the video above 
to learn about options 
for sharing the news 

with staff
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Administering the Assessment

Implementation options

We encourage your staff to complete the electronic, interactive PDF assessment using Adobe Acrobat. This 
version is easy to use and automatically totals individual competency scores. However, facilities with 
limited computer availability may print the assessment and provide a hard-copy to each staff member. 

Choose from either the interactive PDF or paper-based process, and follow the steps below to administer 
the assessment across your facility. Click on the video below to learn more about implementation.

Interactive PDF Assessment Process 
PREPARE

1. Confirm you have Adobe Acrobat on your computer(s). If not, you
 can download it for free here. 

2. Download the PDF assessment(s) from the CMS CMPRP website.

3. Save the PDF assessment(s) to your facility computer(s).

4. Identify a method for staff to save and submit the completed
assessment (such as a desktop folder, shared drive, flash drive, email). 

5. Identify a deadline for staff to submit the completed assessment.

6. Introduce the assessment during an all-staff meeting using the
communication options on page 6. 

COMPLETE

Paper-Based Assessment Process 
PREPARE

7. Administer the assessment.

8. Make sure to remind staff where to save and submit the completed assessment.

1. Identify a secure location where the completed assessments will be submitted.

2. Download the paper-based assessment(s) from the CMS CMPRP website.

3. Print the paper-based assessments for staff completion.

4. Identify a deadline for staff to submit the completed assessment.

5. Introduce the assessment during an all-staff meeting using the communication options on page 6. 

COMPLETE

6. Administer the assessment.

7. Remind staff to submit the completed assessment to the secure location. 

Click on the video above 
to learn more about 

administering the 
assessment

t 
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Next Steps

facility results 

Track, compile and address your facility's results

Keep track of your staff's submission of completed assessments (and score paper-based assessments, if 
applicable). In order to understand the competency growth areas for your facility, aggregate your facility-wide 
assessment results and review the data. Next, conduct one-on-one meetings with staff to discuss their 
assessment results and address competency growth areas at both the individual and facility-wide levels.

Use the tools below to assist you in this process, and click on the 
video below to the right to learn more.

1) Track and Score

• Track the submission of completed assessments
using the Tracker (to the right).

Score (if applicable) the paper-based assessments
using the Answer Sheets on the 

•
CMS CMPRP

website.

Tracker

2) Aggregate and Review Results

• Use the Excel Assessment Results Template (click
the paper clip to the right) to combine facility results.

• Review results to help you identify the competency
growth areas for your facility.

Assessment
Results Template

3) Conduct One-on-One Conversations

• Use the One-on-One Meeting Guide (to the right) to
prepare for one-on-one discussions with staff.

• Discuss competency strengths and growth areas
during the one-on-one meeting.

• Empower your staff's career growth by establishing
an individualized learning and development plan.
Use the resources in the Answer Sheets to help you
address competency growth areas.

• Utilize your facility's assessment results on a
continual basis to track the progress of competency
growth areas and to support staff development,
facility performance and overall quality of care and
quality of life for residents.

One-on-One 
Meeting Guide

Click on the video 
above to learn 

about compiling 
and addressing 

Click on the video 
above to learn 

about future toolkits 

What happens next?

The Nursing Home Staff Competency Assessment is designed to be continually utilized to improve quality of care 
and quality of life for residents. In the coming months, CMPRP will release another tool, the Nursing Home 
Employee Satisfaction Survey, which will support management with staff retention, turnover, engagement, 
training, satisfaction, hiring, scheduling and more. Click on the video above to learn about future toolkits.
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Frequently Asked Questions (FAQ)

What is the Civil Money Penalty Reinvestment Program (CMPRP)? 

CMPRP is a three-year effort to aid improvements in quality of care for nursing home residents. The 
program aims to reduce adverse events, improve dementia care and strengthen staff sufficiency, 
competency and performance to help nursing homes improve quality of care and quality of life.

Do I need to report the Nursing Home Staff Competency Assessment results to CMS and surveyors? 
No, you do not need to report assessment results to CMS and surveyors. The assessment scores are there 
to help you understand knowledge gaps and empower your staff to improve their knowledge, skills and 
abilities to provide quality care to residents. In the event that a surveyor asks how you are assessing your 
staff’s competencies, you may want to share the assessment results and your follow-up on the results.  

How is this competency assessment relevant to Requirements of Participation (RoP) and Facility 
Assessment?

This competency assessment is designed to help you begin to assess staff competency in order to address 
competency growth areas. However, this competency assessment is not mandated by CMS, and using it 
does not guarantee compliance with the Requirements of Participation (RoP) and the Facility Assessment.

How long does it take to complete the competency assessment?

It should take about 45 minutes to one hour for a staff member to complete the entire assessment 
(15-20 minutes per section). This may vary based on how you choose to administer the assessment. 

Who takes the competency assessment? 

There are two competency assessment types. The first type assesses frontline staff competencies (one 
for CNA/CMA/CMT and one for RN/LPN/LVN), and the second assesses management staff  
(Administrator, DON and ADON) competencies. For each assessment, the competencies are tailored to 
the position's accompanying skills.

Is the competency assessment available in a web-based format?

The competency assessment is currently available in two formats: interactive PDF and paper.

What if I cannot view the videos in the instruction manual?

The videos can be accessed on the CMS YouTube channel by following this link.

What should I do if I have questions about the CMPRP toolkits?

If you have questions, please contact CMP-info@cms.hhs.gov.  
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Answer Sheets 
Nursing Home Staff Competency Assessment 

Answer Sheets  
Below you will find the answer sheets for the frontline and management competency assessments. Please 
use these to score the paper assessments and provide further detail to the electronic assessments. 

Certified Nursing Assistant (CNA), Certified Medication Aide/Techniciain (CMA/CMT) 

Behavioral Answer Sheet Technical Answer Sheet Resident-Based Answer Sheet

Nurses: Registered Nurse (RN), Licensed Practical Nurse (LPN) and Licensed Vocational Nurse (LVN) 

Behavioral Answer Sheet Technical Answer Sheet Resident-Based Answer Sheet

Leadership: Administrator, Assistant Director of Nursing (ADON) and Director of Nursing (DON) 

Behavioral and Technical Answer Sheet
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For Certified Nursing Assistant (CNA) and 

Certified Medication Technician (CMT) NEXT



Competency assessments are an important tool to:

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical Resident-Based

The assessment should take you about 1 hour to complete, and the results will: 

2

 HELP you share professional strengths and growth areas with management

 HELP your facility continue to build a culture of quality care for residents

X   NOT be used against you

X   NOT be shared with federal or state officials/surveyors

PREVIOUS NEXT
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x

COMPLETE COMPETENCY
ASSESSMENT

2

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

3

3

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

BEFORE YOU BEGIN

1. ASK where you should save the assessment file (such as desktop folder, shared drive, flash drive).

2. SAVE the file with your FIRST and LAST NAME as part of the file name.

3. CLICK “File,” then click “Save” as you complete each section of the assessment.

PREVIOUS NEXT
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x

COMPLETE COMPETENCY
ASSESSMENT

2

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

3

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

AFTER YOU FINISH
Your supervisor will meet with you to review your results, answer any 
questions you have, and identify how leadership can help you address 
your competency growth areas.

Helpful tips before you meet with your supervisor:
1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you.
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PREVIOUS NEXT



This gives you a brief description
of the section you are viewing. 

Click on the circle next to 
the answer you want to select. 

You will know the selection is complete
when the circle turns black.

 

Use this bar to
track your progress

through the assessment. 

5

Click the 'NEXT‘ and 
‘PREVIOUS’ buttons to 
move between pages,  

Do NOT use the scroll bar.
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1. READ each question carefully, and consider the topic and answer choices
before selecting your response.

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below:

Please select your position:

Certified Nursing Assistant (CNA) Certified Medication Aid/Technician (CMA/CMT)

6
PREVIOUS NEXT



7

Please SAVE the assessment 
if you have not done so already

Remember to:
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLICK “File,” then click “Save” as you complete each section of the assessment.

If you are in a web browser*: 
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLOSE the file in the web browser.

3. OPEN the file from the saved location.

*Responses will not be saved if you complete the assessment in the web browser.
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Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to access to 
information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident is not able to 
advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure services enhance 
care within the organization.

1. Your unit has received a new resident lift.  You have not
been in-serviced on how to safely use it. You:

A. Take it down to lift a resident because all lifts are
pretty much the same.

B. Ask another staff member to show you how to use it.

C. Let your charge nurse know you have not been
trained and ask for training before attempting to use
the lift to transfer a resident.

D. Use only the older lifts that you know how to use.

2. You notice that a new resident is not getting out of bed or
coming out of his room and seems depressed. You:

A. Spend some time encouraging him to come out but
respect his choice if he refuses. You report your
concerns to the charge nurse.

B. Tell him he has to come out and take him to the
activities room, even though he tells you he does
not want to go. You know that sometimes people
feel better if they just get out of their room.

C. Tell him he is only making it worse for himself and
that you are not going to do things for him that he can
do for himself.

D. Do nothing. Some people just like to stay in bed.

3. A resident insists on wearing a light dress out to lunch with her
daughter even though you have warned her it is cold outside. You:

A. Help her put on the dress she picked and help her pick a
sweater that looks nice with the dress.

B. Put a warm dress on her anyway; it is more important for her
to be warm than to wear what she wants.

C. Refuse to dress her and let her daughter convince her to wear
something warmer.

D. Tell her she cannot go out unless she dresses appropriately.

4. You know a resident has an appointment to go to an eye doctor this
morning. You:

A. Make sure the resident is clean and properly dressed.

B. Assist with toileting and personal needs so the resident is
comfortable on his/her transport.

C. Report any special needs to the transport assistant.

D. All of the above.

5. A pressure ulcer/injury caused by not turning and repositioning a
resident can be defined as:

A. Physical abuse.

B. Neglect.

C. Financial abuse.

D. Emotional abuse.
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills, such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

1. Which of the following strategies should NOT be used 
when communicating with people who have speech or 
language difficulties:

A. Sit or squat to be at eye level.

B. Allow extra time for communication.

C. Finish the person’s sentences so they don’t get 
frustrated. 

D. Use gestures or a pen and paper to draw or write.

2. What should you do if you feel your charge nurse does 
not listen to your reports of concern?

A. Locate the supervisor of the charge nurse and voice 
your concerns, then document the concern.

B. Document the resident’s situation in the medical 
record.

C. Tell the resident’s family member when he/she 
comes into the room.

D. All of the above.

3. What are proper ways to learn a new resident’s communication 
needs and preferences?

A. Ask his/her roommate.

B. Ask the family.

C. Review the communication section of the plan of care.

D. Observe the resident.

E. B, C and D.

4. Talking with respect can build better relationships with residents, 
their families and coworkers. Which of the sentences listed does 
NOT show respect while interacting? 

A. Making eye contact when culturally appropriate. 

B. Multi-tasking while maintaining communication. 

C. Restating what has been said to clarify understanding and 
validate that you’re listening. 

D. None of the above.

5. It is ____________ to make sure your beliefs and opinions do NOT 
affect the care and support you give residents and their families. 

A. Not very important.

B. Very important.

C. I don’t know.
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Handles complaints, arguments and conflicts as appropriate. Understands potential crises and behaviors. Takes the appropriate
steps to resolve the situation or reduce risk and/or danger.

1. You hear two residents threatening each other in the dining room. Which of the following is NOT an effective way to prevent
further conflict?

A. Approach the two and try to redirect by asking them a question.

B. Approach the two and make a joke about them arguing.

C. Remove one resident from the dining room.

D. B and C.

2. Mrs. Jones visits her husband every day. You see her slap his face through the open door as you approach the room. What should you
do first?

A. Knock and enter the room as you call for staff assistance.

B. Go get the nurse.

C. Shut the door to provide privacy.

D. None of the above.

3. To prevent a dangerous situation, you should watch for __________.

A. Resident-to-resident conflicts.

B. Unauthorized individual wandering in the facility.

C. An angry family member threatening staff with violence.

D. All of the above.

4. One good way for teams to share information and reach agreement is in care team “huddles” at the nurses’ station.

A. True.

B. False.
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Shows an interest in learning and applies new skills and knowledge learned. Creates learning plans using a basic understanding of 
methods of instruction. Understands that lifelong learning is key to gaining knowledge and competence needed to be successful in 
his/her position. Completes annual required trainings and learning hours to ensure continuing competence in field.

1. An example of how to assess your own skills includes:

A. Asking your supervisor about how you are doing in your
job and about ways you can improve.

B. Being upset by suggestions to improve performance.

C. Being too hard on yourself.

D. Avoiding changing when issues are pointed out.

2. Which of the following could be used to assess a
learner's needs, abilities and goals?

A. Request a demonstration of current skill capabilities.

B. Ask the learner what his/her goals are and what he/she
needs to learn to achieve those goals.

C. Rely on what has worked for other people in the past.

D. A and B.

3. A good way to teach a new skill is to show someone how to
do it and then ask him/her to teach the new skill back to you.

A. True.

B. False.

4. You were assigned to the memory care unit. During your first
day, you find out you do NOT know how to redirect a resident
who is upset or shows challenging behavior. You should:

A. Hope that as time goes on you will learn from other staff.

B. Demand to have your assignment changed.

C. Tell your supervisor about your concerns and ask for
more training.

D. B and C.

5. Going to trainings and in-services are the best way to learn
about facility rule changes and the way to do tasks.

A. True.

B. False.

6. Ways to continue learning about your role and improving
your skills may include:

A. Going to a workshop on pressure ulcer/injury prevention.

B. Attending a training on person-centered care.

C. Joining the professional organization for your role.

D. All of the above.
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Completes roles and responsibilities within the ethical structure of his/her profession and supports ethical decision-making by residents 
and their families consistent with the residents values and beliefs. Understands the importance of honesty and resident consent.

1. You come on shift and a resident who is usually a one-person gait belt transfer tells you that he had a bad night. The
resident says he needs to use the restroom, but he feels very weak. You:

A. Tell the resident to go to the bathroom in his/her brief and you will clean them up later.

B. Turn on the call light so that a coworker can come to assist with transfer to ensure safety.

C. Get your gait belt and tell the resident that you will go slowly and things will be ok.

D. Tell the resident that you will come back later when you have found someone to help you.

2. You have been assigned a new resident who does not speak English. You are sent by the nurse to find out health-related
information about the resident. The resident’s 7-year-old grandson is the only visitor in the room who can speak English. You:

A. Ask the resident’s grandson to translate to find out the answer.

B. Go down the hall to find another staff member who speaks the resident’s language, so that he/she can translate.

C. You tell the nurse that you cannot get the information because you do not speak the resident’s language and they do not
understand English.

D. You try to talk to the resident and draw pictures to figure out the answer.

3. You mention to another nursing assistant (CNA) that you are exhausted but need money to pay bills. The CNA tells you that
you should ask one of the residents you take care of for help. The resident lent her $200 the month before for her rent and
she paid him back when she got paid the following week. You should:

A. Thank her for the advice and decide to sleep on it.

B. Ask the resident for the money you need and make the same promise to pay  him back from your next paycheck.

C. Report the situation with the other CNA to facility administration immediately because you recognize it is
exploitation.

D. Sign up to work extra shifts to make the money you need.
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Influences the behavior of individuals and groups in his/her facility, helps establish shared goals and objectives and demonstrates 
leadership characteristics and abilities that promote person-centered care. Facilitates shared problem-solving, decision-making and 
planning with interdisciplinary team members.

1. You hear a housekeeper yelling for a nurse. You go to the room
and find a resident on the floor in the bathroom. You:

A. Tell the housekeeper to stop being so loud and go get
some help.

B. Start crying and run to find the nurse.

C. Turn the call light on, stay with the resident and
ask the housekeeper to notify the nurse.

D. Run down the hall to get the crash cart.

2. It is your first day assigned to a resident who fell 15
minutes before you clocked in for your evening shift. What
do you need to know about the resident?

A. Is the resident on fall precautions?

B. Are there specific interventions on the resident’s
plan of care related to fall prevention?

C. Why did the resident fall?

D. All of the above.

3. What is a positive way to deal with your frustration with a difficult
resident?

A. Privately talk to the charge nurse about your feelings.

B. Document your feelings in the resident’s medical record.

C. Ask your coworker if he/she has the same feelings as you.

D. All of the above.

4. A resident‘s plan of care says he/she requires mechanical lift
support for transfers. You see the nursing assistant (CNA) who
cares for the resident is about to transfer him/her without the lift.
You:

A. Continue down the hall because you have ADLs to document.

B. Ask the CNA if you can help to get the lift and transfer
the resident.

C. Immediately tell the charge nurse what the other CNA is
doing.

D. Tell the CNA he/she is neglecting the resident by not
following the plan of care.

5. A shift report is one way of sharing ideas and being part of
problem-solving.

A. True.

B. False.
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Applies critical thinking skills, knowledge of mathematics and ability to combine information to make conclusions. Detects and 
recognizes changes in residents. Collaborates with others to evaluate interventions. Makes recommendations to the care plan, 
deduces risk and improves care for resident.

1. You meet with your unit coworkers to decide what time each
person will leave for his/her lunch break. This is an example
of team decision-making.

A. True.

B. False.

2. A post-fall “huddle” is one example of a good way to solve a
problem together.

A. True.

B. False.

3. A resident who is normally wide awake and happy in the
mornings is suddenly very sleepy and difficult to wake-up.
You should:

A. Finish getting other residents ready and let the charge
nurse know when you see him/her..

B. Report to the charge nurse immediately.

C. Obtain vital signs after notifying the charge nurse.

D. All of the above.

4. Useful steps to address a problem include defining the
problem, looking for ways to fix the problem, picking the best
one, and checking that the problem is solved.

A. True.

B. False.

5. Which of the following is an example of a barrier to person-
centered care?

A. Hold interdisciplinary team meetings to update resident
plan of care.

B. Respecting a resident’s wish to remain in bed later in the
morning.

C. Not communicating a resident’s food preferences to the
rest of the team.

D. Night shift getting a resident up and showered to respect
lifelong pattern of early rising in the morning.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal and ethical principles for 
his/her practice. Maintains a professional manner at work. Shares professional values, attitudes and thoughts related to person-
centered care for residents and their families.

1. It is acceptable to call in sick if you feel your supervisor is upset with you. This gives him/her time to cool off.

A. True.

B. False.

2. A resident’s daughter is angry. She approaches you and says, “None of you people know what you are doing.” You:

A. Tell her that she is upsetting the other residents and she should quiet down.

B. Calmly acknowledge her concerns. Find a private place to talk with her and notify your nurse or supervisor. Follow your
facility’s protocols regarding grievances or abuse and  neglect, if needed.

C. Walk away because no one should talk to you like that.

D. Tell her that her mother is not your resident.

3. Self-care is an important part of your professional responsibility. Some examples of self-care are:

A. Saying no to overtime shifts when you are already tired.

B. Calling in sick to go to a concert.

C. Learning to manage stress by getting enough sleep, exercise and nutritious foods.

D. A and C.

4. After your shift, several of your coworkers go out to eat. Some staff members begin to talk negatively about your new
manager. You:

A. Agree and state that you do not like the way things are going. You mention you are looking for a new job.

B. Take bets on how long the new manager will stay employed at your facility.

C. Change the conversation to something that is not facility-related.

D. Tell them the new manager is friends with some important people, so they should be careful about what they say.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal and ethical principles for 
his/her practice. Maintains a professional manner at work. Shares professional values, attitudes and thoughts related to person-
centered care for residents and their families.

5. Which of the following are ways you can learn about your role and improve your knowledge and skills.

A. Participate in in-service training.

B. Get information from Wikipedia.

C. Take a course to advance knowledge and skill.

D. A and C.

6. Your supervisor asks you to perform a task that you were not trained to do. You:

A. Do it because your supervisor gave you permission.

B. Say “no" and walk out because you have to protect yourself.

C. Read the facility policy and procedure before performing the task.

D. Respectfully explain to the supervisor that the task is not something you can do as a nursing assistant (CNA).

7. Documenting that you gave care before care has been given is okay if you complete the task by the end of your shift.

A. True.

B. False.
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Promotes interdisciplinary team collaboration through problem-solving and intervention planning that focuses on resident needs. 
Sees self as part of a team and values open communication, respect, shared decision-making, team learning and professional 
development.

1. What information should be given to another nursing assistant (CNA) at shift change?

A. Change in diet order.

B. The last time the resident was turned and repositioned.

C. Any change of condition.  

D. All of the above.

2. You are working in the dementia unit and are assigned to activities. You notice that your coworker who is assigned to showers is 
struggling with the residents. You know you are better at giving showers than supporting activities. You:

A. Go into the shower room and tell the other CNA you want to do showers today instead of supporting activities.

B. Say nothing and continue with your assignment.

C. Approach the other CNA and ask if she would like you to ask the charge nurse to swap assignments. You tell her you like to do 
the  showers and you know that she prefers to do activities.

D. Go to the charge nurse and ask if it would be acceptable to swap assignments with the CNA doing showers.

3. Which of the following are examples of times when the interdisciplinary team needs to share information?

A. Falls prevention.

B. Pressure ulcer/injury prevention and management.

C. Resident care plans discussions.

D. All of the above.
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Manages time and prioritizes tasks in order to safely complete responsibilities. Recognizes the importance of consistent caregivers 
for residents. Takes initiative, adjusts actions as prioritizes change and performs effectively.

1. You begin your shift at 7 a.m. What is the correct order to do
the tasks below?

a) Mrs. Palm has in-house therapy at 10 a.m.

b) Assist Mr. Jones for his doctor’s appointment at 8 a.m.

c) Pass snacks

d) Serve and assist with breakfast

A. d, a, b, c

B. b, d, a, c

C. b, c, a, d

D. c, d, a, b

2. Four nursing assistants (CNAs) are assigned to assist in the
dining room for lunch, but only two of them are there and
trays are stacking up. Your morning tasks are complete and
the resident you usually assist for lunch is out on pass. You:

A. Page the two missing CNAs to the dining room.

B. Tell the charge nurse the two CNAs are not in the dining
room.

C. Go to the dining room to assist until appropriate relief
arrives.

D. Mind your business and take a break at the nurses’
station.

3. You have a resident who has vomited and has a terrible
headache.  You:

A. Take the resident to the shower room.

B. Find a nurse and report it immediately.

C. Stay with the resident and pull the emergency call bell.

D. Lay the resident in bed and begin to clean up.

4. Your facility has a new Director of Nursing (DON) and he/she
gives you a new shower schedule. You have worked at the
facility for a long time and know the residents very well.
Should you try the new schedule and give it a real chance?

A. Yes.

B. No.

5. What should you consider when determining the best time to
take a break?

A. Facility policy.

B. The time you need to leave each day to pick up your kids.

C. Residents’ needs are met before I go and another CNA
has agreed to help if any of my residents need something
while I am on break.

D. A and C.
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Please complete the steps below to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.

2. Click “SUBMIT” to reveal your scores on the next page.

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.

Competency Your Score Total %

1) Advocacy

2) Communications

3) Conflict Resolution

4) Education and Training

5) Ethics

6) Leadership

7) Problem-Solving

8) Professionalism

9) Teamwork and Collaboration

10) Time Management and Adaptability

TOTAL

21

10

10

8

12

6

10

10

14

6

10

96
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Develops and follows a person-centered plan of care addressing each resident’s range in ability to perform activities of daily living 
(ADLs) (e.g., bathing, dressing, grooming, toileting, bed mobility, eating, transfer and locomotion). Supports residents in order to help 
them maintain their highest level of functioning.

1. What unwanted result can happen if a staff member 
completes all the ADLs for a resident who can perform 
some or all of the tasks without help?

A. Unused muscles can weaken.

B. The resident can lose the ability to do it without 
assistance.

C. Residents can become depressed.

D. All of the above.

2. You and another nursing assistant (CNA) are assisting a 
new resident. You realize the resident can stand to help 
complete the transfer if you give him/her a little time to 
gain his/her balance. The care plan states that the 
resident is a two-person transfer. What else could you 
share with the nurse for the care plan to be person-
centered for this resident?

A. Assist with meals as needed.

B. Resident is a fall risk.

C. Requires extra time to gain balance upon standing.

D. Provide safe environment.

3. Mealtime observations for a resident with weight loss can provide 
valuable information to help understand why a resident is losing 
weight. Which of the following is an example of important 
information to report? 

A. Resident is a slow eater and is rushed to finish meals before 
returning to his/her room.

B. The dining room is noisy and the resident appears distracted.

C. The resident values his/her independence and you observe 
him/her struggling to use utensils.

D. All of the above.

4. Incontinence can be embarrassing to a resident and may lead to 
isolation and depression. Some preventable causes of resident 
incontinence are:

A. Lack of access to toileting devices, such as bedside commode, 
bedpan, etc.

B. Lack of an individualized toileting plan.

C. Not responding to a resident’s call light in a timely manner.

D. All of the above.

5. Breaking tasks down into small steps, so that the resident can rest in 
between steps, can be help residents stay independent.

A. True.

B. False.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

1. You are working with a new resident who tells you that he has gotten up at 8:30 a.m. for the last 25 years. You know that
your facility strives to provide person-centered care. The best thing to do is:

A. Tell night shift nursing assistants (CNAs) only. The nurse doesn’t help with morning care.

B. You work the 3–11 p.m. shift so you pass it on in the report to the oncoming shift and let the nurse know so it can be
added to the care plan.

C. Tell the resident that it might be hard for the staff to get him up at that time because there are a lot of other residents to
consider.

D. Tell the resident that he is on the “early” list and it can’t be changed so night shift will help him get up at about 6:00 a.m.

2. Examples of important steps the CNA can take to assist the resident in feeling welcomed and reassured does NOT include:

A. Helping the resident get comfortable in the bed or chair and providing seating for family members.

B. Showing the resident how to call for help, demonstrating the use of the signal cord/call bell and telling the resident that
help is always available.

C. Let the resident know about the staffing issues on upcoming shifts so he/she understands when the call light is not
answered right away.

D. Explaining a typical daily routine and asking him/her if he/she has specific preferences.

3. Your role in the discharge process includes:

A. Completing the resident’s discharge assessment.

B. Looking through his/her medication list and teaching him/her how to take them.

C. Assisting him/her with activities of daily living (ADL) care and neatly packing his/her belongings.

D. B and C.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

4. Information that you would find on a baseline care plan to help keep the resident safe and prevent injuries that are most 
likely to happen right after admission includes:

A. Common safety risks, such as choking, falls and bleeding.

B. Transfer and mobility information and whether continent or incontinent.

C. Dietary orders.

D. All of the above.

5. During therapies, the resident and her daughter are trained about how to use a sliding/transfer board. They will use the 
sliding/transfer board for transfers when the resident returns home. On the day the resident is to go home, the daughter 
tells you she is worried that she cannot safely use the board with her mom once she is at home. The best way to respond is: 

A. Reassure her that it is very easy and that her mom can almost do it by herself.

B. Speak to the resident’s therapist so that the therapist can come and assist the daughter.

C. Offer to watch her and help her feel more comfortable.

D. Suggest she leave her mom in the facility.

6. A newly admitted resident has admission orders for dialysis on Tuesday, Thursday and Saturday. The resident leaves your 
facility after breakfast at 8 a.m. and is not scheduled to return until 1 p.m. You know that the resident is diabetic. The 
dietary department provided a bagged lunch. The resident tells you that she normally eats a snack at 10 a.m. to prevent her 
blood sugar from getting too low.  The safest course of action is to ask the dietary staff for an appropriate 10 a.m. snack to 
send with the resident.

A. True.

B. False.
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Knows the signs of illness in older adults and other nursing facility residents, and watches for and reports early changes in a 
resident's condition.

1. If you notice a dark red area on the bony part of a resident’s hip
when you are completing activities of daily living (ADL) care, you
should _____________.

A. Rub it to help it get circulation.

B. Report it immediately to the nurse.

C. Get the resident in his/her wheelchair to take the pressure off
his/her hip.

D. Check skin again in two hours when you change the resident’s
position and if it’s still there report to the nurse.

2. Which of the following are part of determining a change in a
resident's normal behavior patterns?

A. A resident who needs more help than normal in the morning.

B. A resident who seems more confused than normal.

C. A blood pressure that is different than normal (higher or lower,
either top or bottom number).

D. All of the above.

3. Which of the following would be important for you to report
immediately to the nurse?

A. Elevated temperature.

B. Increased hunger.

C. Increased confusion.

D. A and C.

4. Resident changes in condition are most easily found
when:

A. All facility staff are encouraged to know the
residents and report changes.

B. The nursing staff have sole responsibility for
monitoring and reporting changes.

C. Assignments frequently change so staff works with
different residents each week.

D. Only nursing supervisors are allowed to notify
medical practitioners about changes.

5. A resident who is normally happy and participates in
activities has an angry outburst and refuses to stay for
an activity he normally enjoys. The best action would be
to:

A. Return the resident to his room and leave him
alone for a bit to calm down.

B. Tell the oncoming nursing assistant (CNA) at shift
change that you think that this resident is upset
about something that happened and to watch him.

C. Take vitals and notify the nurse about the unusual
behavior, per facility policy.

D. Do nothing because this kind of thing is not
unusual for residents in your facility.
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Records important facts and observations about a resident’s health, including past and present illnesses, medical tests, treatments 
and outcomes. Establishes a resident’s history including treatment and response to treatment as a legal record. Uses 
documentation to serve as communication between health care professionals, patients, their families and health care 
organizations.

1. Accurate nursing assistant (CNA) documentation can lead to better resident care by identifying:

A. Changes in level of assistance needed over time.

B. Decreased nutritional and fluid intake.

C. Hypotension and hypertension.

D. All of the above.

2. Copying information from a previous shift is not only wrong but also illegal. 

A. True.

B. False.

3. Accurate and timely documentation and reporting of vital signs can help prevent incidents such as falls.

A. True.

B. False.

4. CNA documentation does NOT include information that needs to be protected under Health Insurance Portability and 
Accountability Act (HIPAA) guidelines.

A. True.

B. False.
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Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission based precautions, standard precautions, equipment and 
environmental cleaning, etc. 

1. What is the last step in correct handwashing?

A. Rinsing hands elbows down.

B. Drying hands with paper towel.

C. Turning off the faucet with a paper towel.

D. Putting on gloves.

2. What are good infection control practices a nursing assistant
(CNA) should follow when handling a resident’s linens?

A. Hold linen away from your body.

B. Drag heavy linen bags down the hall to avoid straining
your back.

C. Take extra linens out of a resident’s room and place it
back on the linen cart.

D. A and C.

3. The CNA’s role in promoting a prompt response to possible
infection is to:

A. Observe the residents on the unit for signs of infection.

B. Report resident signs of infection to the nurse.

C. Inform the nurse if visitors show signs of infection, such
as coughing or sneezing.

D. All of the above.

4. What practice can lead to the spread of infection?

A. Using the same equipment for all residents without
cleaning in between each resident.

B. Wearing the same uniform to work without laundering.

C. Bringing resident care equipment in from home (e.g.,
personal blood pressure cuff or bathing supplies).

D. All of the above.

5. Select the statements below that are considered good
personal health practices to help prevent the spread of
infection.

A. Stress management.

B. Healthy diet and exercise.

C. Receiving an annual influenza vaccine, unless medically
contraindicated.

D. None of the above.
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Has a basic understanding of medications and related diagnoses (i.e., prescription medications, over-the-counter medications, 
herbal remedies and supplements). Properly delivers medication as directed by the medical practitioner’s orders and consults nurse 
on any concerns about medication doses and availability. Follows safe medication administration practices, such as adhering to 
accepted processes around medication use and documentation, including the “Five Rights” or “10 Rights” of medication 
administration.

1. Which of the following could indicate a drug allergy?

A. Rash.

B. Swelling to lips and face.

C. Difficulty breathing.

D. All of the above.

2. Which is NOT one of the “Rights” of medication 
administration?

A. Dose.

B. Disease.

C. Resident.

D. Time.

3. You are preparing to administer a routine analgesic. Which of 
the following signs and symptoms would prompt you to 
consult the nurse prior to administering the medication?

A. Tremor.

B. Increased drowsiness with constipation.

C. Improved mobility.

D. B and C.

4. A resident with type 2 diabetes has had blood sugars over 250 
mg/dL for the past month. What resident data would you 
want to observe and report to the nurse?

A. Urine output.

B. Weight.

C. Elevated temperature.

D. All of the above.

5. You receive a personal emergency call during medication 
distribution and have to leave the facility. You are 100-percent
confident that the person taking your place will know where 
you left off because you always follow best practices around 
medication administration. Select the associated best practice 
below:

A. Set up/pre-pour my medications prior to administering.

B. Sign for medications immediately after administering. 

C. You always follow the “Five Rights” or “10 Rights” of 
medication administration.

D. Document that the medication is not available.
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Understands and recognizes the signs of acute and chronic pain and reports to the nurse, as appropriate. Follows resident-specific 
plan of care related to pain management interventions and approaches.

1. You work the day shift and have told your charge nurse more
than once that Ms. J is crying and rubbing her knees. The
nurse has not taken action. You:

A. Ask the other nursing assistant (CNA) to ask the charge
nurse to help Ms. J.

B. Report your concern about Ms. J’s pain to the nursing
supervisor on duty.

C. Call Ms. J’s daughter and tell her that her mother has
been hurting for hours.

D. Do nothing, as you have already reported the issue more
than once.

2. Select the interventions that can be helpful to relieve pain:

A. Proper pillow positioning.

B. Massage.

C. Seating device.

D. All of the above.

3. Which statement about pain in the elderly is TRUE?

A. Elderly persons often do not report pain because they
consider it a normal part of the aging process.

B. Pain is part of the aging process.

C. The elderly have a greater tolerance to pain than younger
adults.

D. Residents with dementia always cry when they are in
pain.

4. Possible results of untreated pain in older adults are:

A. Depression.

B. Weight loss.

C. Decline in activities of daily living (ADLs).

D. All of the above.
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Understands and recognizes the signs of acute and chronic pain and reports to the nurse, as appropriate. Follows resident-specific 
plan of care related to pain management interventions and approaches.

5. Which statement is FALSE?

A. Pain is what the resident says it is.

B. Residents with dementia do not feel pain.

C. Residents with unusual behaviors should be evaluated by a nurse for pain.

D. Residents with routine pain medication need regular, ongoing evaluation by a nurse.

6. Common side effects of opioid pain medication include:

A. Hypotension.

B. Constipation.

C. Drowsiness.

D. All of the above.

7. Common causes of acute pain that can be avoided include: 

A. Improper chair-to-bed transfer.

B. Bladder retention.

C. Long periods of immobility.

D. All of the above.
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Recognizes and supports the resident’s right to make decisions about his/her health care and maintain control over his/her daily life. 
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

1. Which of the following are examples of nursing assistant (CNA) assignments in a person-centered care environment?

A. Assigning the same number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

2. A resident tells you that they prefer to go to bed at 3 a.m. because he used to work the late shift. Providing person-centered
care for this resident might mean:

A. Providing late-night activities for the resident.

B. Asking if they prefer a shower before they go to bed.

C. Asking about preferred meal times to accommodate the schedule change.

D. All of the above.

3. A confused resident has recently started wearing several outfits on top of each other, including wearing multiple heavy
sweaters on hot days. You notice that she appears very hot wearing the sweaters, but she does not want to remove them.
What is the best course of action to support her right to make her own decisions while also keeping her safe?

A. Ask her family to take heavier clothing home until cooler weather arrives.

B. Remove all her clothing from her room and only take what she will wear that day to her in the morning.

C. Let her wear whatever she wants; it’s her right to choose her clothing.

D. None of the above.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs. 

4. A resident often saves snacks and food in her room. The family tells you that she has always saved food because she is afraid 
of being hungry. Which is a person-centered approach to this situation:

A. Explain that keeping food might attract bugs and insist you will get her anything she wants anytime she wants it.

B. Discard food only when resident is out of the room.

C. Report this to the charge nurse and suggest giving the resident a closed, covered container to store food and snacks that 
won’t spoil. 

D. Insist all food is dated and stored in the resident nourishment room.

5. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness. Those needs are 
not considered in the development of a person-centered plan of care.

A. True.

B. False.

6. Which factors may play a role in a resident, family and representative’s decision to use a feeding tube for a resident who has 
lost the ability to swallow?

A. Culture. 

B. Spiritual beliefs. 

C. Age.

D. All of the above.
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Understands the basics of Quality Assurance Performance Improvement (QAPI). Uses data to measure performance, looks for root 
causes of problems and tests changes to continuously improve the quality of care provided by engaging residents, families and staff 
in quality improvement activities. Participates in performance improvement projects and monitors performance over time.

1. As a member of a Performance Improvement Project (PIP)
focused on preventing weight loss, it would be important to
ask residents and families the following:

A. Is the food tasty?

B. Does the food look appetizing?

C. Are foods served at the right temperature?

D. All of the above.

2. Weight loss, falls, and pressure ulcers/injuries are examples
of information and adverse events which can be counted on
the unit and used to improve performance.

A. True.

B. False.

3. Why is it important to find the root cause of a problem?

A. To explain to the resident and family why the problem
happened.

B. To fix the process that led to the problem.

C. To document why the resident had a negative outcome.

D. None of the above.

4. Which of the following does quality improvement do?

A. Tells your facility what they do great.

B. Tells your facility what they can do better.

C. Tells your facility who needs to be fired.

D. A and B.

E. A, B and C.

5. The Director of Nursing (DON) posts a list for staff to sign up
to work on a PIP. You:

A. Sign up right away because you want your facility to be
the best.

B. Walk away feeling like things will never change so why
bother.

C. See the importance of getting involved with making
improvement.

D. A and C.

6. A PIP is focused on systems and not on individual
performance.

A. True.

B. False.
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Please complete the steps below to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.

2. Click “SUBMIT” to reveal your scores on the next page. 

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.

Competency Your Score Total %

1) Activities of Daily Living (ADLs)

2) Admission, Transfer and Discharge

3) Detecting Resident Change in Condition

4) Documentation

5) Infection Control and Prevention

6) Medication Administration

7) Pain Management

8) Person-Centered Care

9) Quality Assurance Performance
Improvement (QAPI)

TOTAL
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12

10

8

10

10

14

12

12
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Assists resident to manage day-to-day living with Chronic Obstructive Pulmonary Disease (COPD). Identifies and responds to changes 
in condition to prevent complications and acute exacerbations. Uses knowledge of appropriate COPD interventions, treatments, 
methods and modalities to improve the quality of life and care for the resident. Effectively uses an interdisciplinary approach to 
manage resident-specific needs.

1. How can you help the resident with COPD and his/her family?

A. Ask the family to leave when the resident is experiencing shortness of breath (SOB) to avoid increased anxiety in the
resident.

B. Be patient when working with the resident with SOB.

C. Speak to the resident in a calm and reassuring manner.

D. B and C.

2. Leaving a resident who is having increased periods of SOB could cause severe anxiety.

A. True.

B. False.

3. Which approach is important for the resident to understand and use when having increased SOB?

A. Deep breathing exercises.

B. Pursed lip breathing.

C. Mouth breathing.

D. All of the above.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT] and Speech-Language Pathology [SLP]) to maintain 
the highest practicable level of function and quality of life.

1. Which factor is important to know when making sure a 
resident’s weight is correct.

A. Time of day.

B. Clothing or other items worn by the resident (braces, 
splints and artificial limbs).

C. Wheelchair.

D. All of the above.

2. Swelling (edema) that should be reported to the nurse may 
occur in:

A. Lower extremities.

B. Sacrum.

C. Abdomen.

D. All of the above.

3. To prevent shortness of breath (SOB), it is important to 
provide rest periods during activities of daily living (e.g., 
dressing, grooming or walking).

A. True.

B. False.

4. If the nursing assistant (CNA) sees that a resident with CHF is 
drinking more fluids than the physician orders, the CNA 
should: 

A. Take fluids away from the resident and explain it is not 
on his/her order. 

B. Encourage the resident to follow the plan, but report the 
resident’s choices to the nurse and document the 
resident’s fluid intake correctly.

C. Tell the family that the resident is non-compliant.

D. Tell the resident that he/she is only harming 
himself/herself if he/she continues this bad behavior.

5. Knowing about the resident with CHF, you can help him/her 
by telling the team how well the resident can dress 
him/herself, how long it takes the resident to eat, and if the 
resident can ambulate safely. 

A. True.

B. False.
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Encourages adoption of interventions for quality assurance and performance improvement plans for residents with 
dementia/cognitive impairments. Advocates for quality and empowers residents with dementia/cognitive impairment and their 
caregivers to make informed decisions and advocates for quality. 

1. Some of the ways to reduce the effects of altered perception
may include:

A. Increasing the lighting.

B. Placing a colored towel at the bottom of a tub.

C. Evaluating the floor coverings.

D. All of the above.

2. The following constitutes abuse or neglect:

A. Making it difficult for a resident to request assistance.

B. Telling a resident to toilet in his/her diaper.

C. Ignoring a resident who is asking for help.

D. All of the above.

3. A resident with dementia always acts in an aggressive way
when he/she is upset.

A. True.

B. False.

4. A resident with dementia may show which of the following
behavior changes.

A. Fearful behavior.

B. Crying.

C. Wandering.

D. All of the above.

5. When a resident with dementia is upset, he/she may be in
pain caused by constipation, hunger or another unmet need.

A. True.

B. False.
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Demonstrates knowledge of the factors that affect blood glucose levels, the health implications and complications associated with 
diabetes. Works within the interdisciplinary team to teach and provide support and guidance to residents who have diabetes. 
Conducts comprehensive health evaluations, documents and reports findings, and consults with appropriate medical providers as
needed. Uses a holistic approach to the care of diabetic residents with the goal of enhancing quality of life and minimizing 
complications.

1. A resident who has an active infection may need additional 
monitoring of his/her blood sugar because: 

A. The resident who is sick may not eat enough.

B. The resident who is sick may not drink enough.

C. The resident who is sick may have increased pain.

D. A and B.

2. The signs and symptoms of low blood sugar are:

A. Increased thirst, headache, frequent urination.

B. Shakiness, excessive sweating, confusion.

C. Blurred vision and hyperactivity.

D. Swelling, ringing in the ears.
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3. Why is foot care important for diabetic residents?

A. Routine foot inspection can identify early skin problems.

B. Moisturizing feet during foot care can prevent cracks in 
the soles of feet, which can be a source of infection.

C. To alert the nurse when nails need to be trimmed.

D. All of the above.

4. If a resident with diabetes chose NOT to eat any of his/her 
evening snack, you would do all of the following, EXCEPT:

A. Offer an alternative snack.

B. Report the situation to the nurse.

C. Tell the resident he/she must eat his/her snack. 

D. Document no snack eaten.
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Understands the impact that impaired mobility has on the resident’s quality of life. Works with the interdisciplinary team to
promote the health and safety of the resident while empowering the resident to attain and/or maintain the highest practicable level 
of independence. 

1. As a nursing assistant (CNA), you know that

A. Pain can lead to decreased mobility, and decreased 
mobility can lead to pain.

B. Loss of muscle mass can lead to decreased mobility.

C. Decreased mobility can lead to a decrease in bone 
density and greater risk for fractures.

D. All of the above.

2. The Physical Therapist (PT) informs you that Mr. Jones will 
reach his skilled therapy goals within the next two weeks.  
Although progress has been made, safety with ambulation 
remains a long-term need. As the CNA assigned to his care, 
and in preparation for the transition off of skilled therapy, 
you: 

A. Attend the training provided to CNAs on the safe and 
appropriate ambulation assistance required for Mr. 
Jones.

B. Encourage Mr. Jones to ambulate following the safety 
guidelines provided in the training.

C. No CNA instruction is needed if the resident is going to a 
restorative program.

D. A and B.

3. Watching the resident to make sure he/she can properly use 
equipment, such as a cane or walker, is part of the CNA’s role 
in resident safety. Some residents who have had a Cerebral 
Vascular Accident (CVA), arthritis and other mobility issues 
can walk safely by using canes and walkers.

A. True.

B. False.

4. Assisting residents to take part in the Walk-to-Dine Program 
and helping them ambulate to the bathroom or to activities 
are ways that staff help residents stay independent and 
strong

A. True.

B. False.

5. As a member of the caregiving team, the CNA follows the 
therapy plan to encourage resident independence and safety 
while preventing undesired events. Examples of interventions
in the therapy plan may include: 

 

A. Sliding boards for transfers.

B. Geri-chairs.

C. Walk-to-Dine Program.

D. A and C.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

1. Routines and consistency can be important for residents who
suffer from Post-Traumatic Stress Disorder (PTSD). This
addresses which human need:

A. Caring.

B. Esteem.

C. Safety.

D. Love.

2. Out of the ordinary weather, such as thunderstorms or
sudden loud sounds, can trigger a post-traumatic stress
reaction.

A. True.

B. False.

3. Documenting behaviors as they occur can help the
interdisciplinary team identify behavior changes that may be
related to illness.

A. True.

B. False.

4. Alcoholism and drug addiction can be:

A. Treated, so there is no excuse for either one.

B. A problem of morality.

C. A sign of a weak personality.

D. Symptoms of an underlying mental health issue.

5. You notice a resident pacing and gesturing angrily in his room
by himself, which is not normal for this resident. A coworker
is nearby. The best thing to do is:

A. Stay just outside the resident room and ask the coworker
to get the nurse.

B. Enter the resident’s room; ask him to lie down and relax.

C. Leave the area to go get help.

D. Leave him alone for a while to see if he calms down.
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Demonstrates knowledge around different types of pneumonia, how they impact residents and appropriate treatment. Recognizes 
signs and symptoms of pneumonia and works with the interdisciplinary team to identify the cause, document findings, carry out the 
prescribed treatment plan and modify the plan of care as appropriate.

1. You have a family member at home with pneumonia, and you 
are starting to cough and sneeze. How can you protect your 
residents? 

A. Proper handwashing. 

B. Wear a mask while on duty.

C. Let your supervisor know about the situation before 
going to work.

D. All of the above.

2. For an older adult with pneumonia, it may take several weeks 
for he/she to fully recover his/her strength. He/she may need 
more help to complete tasks. 

A. True.

B. False.

3. What symptoms are you likely to see if a resident has 
pneumonia?

A. Swelling of feet or lower legs.

B. Shortness of breath (SOB).

C. Cough.

D. B and C.

4. When residents have pneumonia, which position can help 
them breathe better if they are short of breath? 

A. Side lying.

B. Elevated at a 45-degree angle.

C. Lying flat.

D. With feet dangling off the edge of the bed.
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Monitors, evaluates and manages risk factors to prevent pressure ulcers/injuries. Uses evidence-based best practices when 
managing the treatment of pressure ulcers/injuries. Works with the interdisciplinary team to develop and implement person-
centered plans of care to prevent and/or manage pressure ulcers/injuries. Identifies root causes when pressure ulcers/injuries 
develop to determine appropriate interventions for healing. Demonstrates competence in pressure ulcer/injury documentation. 

1. Which resident skin change(s) should be reported to the
nurse?

A. New discolored areas, or areas that are cooler or
warmer to the touch than surrounding skin.

B. Scars.

C. A and B.

D. None of the above.

2. A resident has been determined to be at high risk for
developing pressure ulcers/injuries. It is enough to
reposition the resident every two hours.

A. True.

B. False.

3. What can prevent shear and friction injuries?

A. Lifting rather than “pulling” a resident when
repositioning.

B. Properly fitting shoes.

C. Proper use of mechanical lifts.

D. All of the above.

4. One role a nursing assistant (CNA) might play in communicating the
importance of consistent pressure reduction strategies would be:

A. Encouraging a resident to eat lunch in his/her room while lying
in his/her bed.

B. Encouraging the resident to eat all of his/her lunch.

C. Helping a resident plan pressure reduction rest periods into
his/her day.

D. All of the above.

5. Pressure ulcers/injuries related to improper wheelchair sizing and
oxygen nasal cannulas or tubing are examples of ulcers related to:

A. Equipment.

B. Shearing.

C. Environment.

D. A and B.

6. A resident with a gel cushion in his wheelchair develops an open
area to his coccyx. Potentially avoidable contributing factors are:

A. Missed reddened area on skin check.

B. Failure to reposition per plan of care while in wheelchair.

C. Unidentified/unaddressed weight loss.

D. All of the above.
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Identifies risk factors associated with falls and minimizes risks by using best practices and proper techniques. If a fall does occur, 
investigates, determines the cause and documents findings. Works with the interdisciplinary team to develop an individualized plan 
of care to support the resident, and contributes to the development of a process to prevent and manage falls across one’s facility.

1. Which of the following is NOT a risk factor for falls?

A. Medications.

B. Dementia.

C. Daily strength exercises.

D. Gait and balance impairments.

2. Why does a resident try to stand up on his/her own, even if
he/she is weak?

A. Toileting need.

B. Hunger.

C. Pain.

D. All of the above.

3. Which environmental factors in a resident’s room can
contribute to falls?

A. Changes in furniture placement.

B. Hunger.

C. Pain.

D. All of the above.

4. Which of the following can be considered a physical restraint
and may cause a resident fall?

A. Geri-chair.

B. Placing a resident’s wheelchair at a table and locking the
brakes.

C. Chair alarm.

D. A and B.

5. Which of the following is NOT a precaution to prevent falls?

A. Keeping the resident's possessions within the resident’s
safe reach.

B. Keeping the resident care areas uncluttered.

C. Using a bed alarm.

D. Keeping the resident’s bed brakes locked.
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Understands the causes and complications associated with urinary incontinence (UI). Follows evidence-based practice guidelines with 
a person-centered approach that focuses on the prevention, early detection and appropriate treatment of UI.

1. Undesirable results of resident incontinence include: 

A. Increased risk for falls.

B. Embarrassment, depression and isolation.

C. Increased urination.

D. A and B.

2. What should be included in a voiding/patterning diary?

A. Time of toileting.

B. Fluids consumed.

C. Wet or dry at time of toileting.

D. All of the above.

3. Urinary incontinence is a normal part of aging.

A. True.

B. False.

4. When residents void large amounts of urine during 
incontinent episodes, it is wise to use a larger brief to contain 
the urine.

A. True.

B. False.

5. It is the nursing assistant’s (CNA’s) responsibility to provide 
the following care related to urinary incontinence.

A. Toilet residents according to the person-centered plan of 
care.

B. Report skin changes immediately.

C. Intermittently catheterize the resident.

D. A and B.

6. A resident is experiencing incontinent episodes related to 
extended periods of time spent in activities. As the CNA, you:

A. Quietly, while maintaining privacy, remind and assist the 
resident with toileting before, during and after activities 
as she allows.

B. Privately speak with the resident about the possible ways 
to prevent incontinent episodes.

C. Tell the resident she must toilet at specific times.

D. A and B.
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Understands the causes and complications associated with urinary tract infections (UTI) including Sepsis.  Follows evidence-based 
practice guidelines with a person-centered approach that focuses on the prevention, early detection, and appropriate treatment of 
UTI.

1. A UTI places residents at risk for sepsis. Signs of sepsis related
to a possible UTI that need to be immediately reported to the
nurse include

A. Difficult to awaken and increased confusion.

B. Foul smelling urine.

C. Respiratory rate higher than 20 breaths per minute and
heart rate higher than 90 beats per minute.

D. All of the above.

2. It is part of the nursing assistant’s (CNA’s) role to demonstrate
ways to help prevent UTIs when helping the resident.
Examples of common avoidable causes of UTIs among women
include:

A. Wiping from back to front.

B. Remaining in a soiled brief.

C. A and B.

D. None of the above.

3. Examples of factors that decrease the possibility of UTI or
trauma in a resident with a urinary catheter are:

A. Bag and tubing held above the level of the bladder.

B. Catheter bag properly hung on wheelchair.

C. Failing to anchor tubing to prevent pulling or tugging.

D. Changing from the leg bag to the drainage bag often.

4. Ways to make sure residents have adequate hydration include:

A. Offering residents fluids with every interaction.

B. Encouraging him/her to drink all of his/her fluids at
mealtimes.

C. Offering fruit.

D. A and B.

5. Examples of resident changes that may indicate an UTI and
should be reported to the nurse immediately include:

A. New episodes of incontinence.

B. Pain in lower abdomen or back.

C. Difficulty starting urine stream or changes in the urine
(e.g., color, odor, looks different or cloudy).

D. All of the above.
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Please complete the steps below to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.

2. Click “SUBMIT” to reveal your scores on the next page.

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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Competency Your Score Total %

1) Chronic Obstructive Pulmonary Disease (COPD)

2) Congestive Heart Failure (CHF)

3) Dementia/Cognitive Impairment

4) Diabetes Mellitus

5) Impaired Mobility

6) Mental Health

7) Pneumonia

8) Pressure Ulcers/Injuries

9) Resident Falls

10) Urinary Incontinence (UI)

11) Urinary Tract Infection (UTI)

TOTAL

The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify  competency gaps in 

order to provide the highest quality of care to residents.
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8

12
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12

10
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Behavioral Technical Resident-Based

Competency Your % Competency Your % Competency Your %

Advocacy Activities of Daily Living (ADLs)
Chronic Obstructive Pulmonary 
Disease (COPD)

Communications Admission, Transfer and 
Discharge

Congestive Heart Failure (CHF)

Conflict Resolution Detecting Resident Change in 
Condition 

Dementia/Cognitive 
Impairment

Education and Training Documentation Diabetes Mellitus 

Ethics Infection Control and Prevention Impaired Mobility

Leadership Medication Administration Mental Health

Problem-Solving Pain Management Pneumonia

Professionalism Person-Centered Care Pressure Ulcers/Injuries 

Teamwork and Collaboration Quality Assurance Performance 
Improvement (QAPI)

Resident Falls

Time Management and 
Adaptability Urinary Incontinence (UI)

Urinary Tract Infection (UTI)

TOTAL TOTAL TOTAL



For Certified Nursing Assistant (CNA) and 

Certified Medication Technician (CMT) 1



Competency assessments are an important tool to:

 HELP you share professional strengths and growth areas with management

 HELP your facility continue to build a culture of quality care for residents

X   NOT be used against you

X   NOT be shared with federal or state officials/surveyors

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical Resident-Based

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

The assessment should take you about 1 hour to complete, and the results will: 
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1. ASK where you should return the assessment when you’re done.
2. USE a blue or black ink pen to clearly mark your answers.
3. STAPLE all your pages together before you return the completed assessment.

BEFORE YOU BEGIN

COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2
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COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2

Your supervisor will meet with you to review your results, answer any 
questions you have and identify how leadership can help you address 
your competency growth areas.

AFTER YOU FINISH

Helpful tips before you meet with your supervisor:

1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you. 4



Fill in the circle next to 
the answer you want to select. 

Choose only one answer per 
question

This gives you a brief description
of the section you are viewing. 

Use this bar to
track your progress

through the assessment. 

5



1. READ each question carefully, and consider the topic and answer choices
before selecting your response.

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below:

Please select your position:

Certified Nursing Assistant (CNA) Certified Medication Aid/Technician (CMA/CMT)

6
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Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to access to 
information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident is not able to 
advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure services enhance 
care within the organization.

1. Your unit has received a new resident lift.  You have not
been in-serviced on how to safely use it. You:

A. Take it down to lift a resident because all lifts are
pretty much the same.

B. Ask another staff member to show you how to use it.

C. Let your charge nurse know you have not been
trained and ask for training before attempting to use
the lift to transfer a resident.

D. Use only the older lifts that you know how to use.

2. You notice that a new resident is not getting out of bed or
coming out of his room and seems depressed. You:

A. Spend some time encouraging him to come out but
respect his choice if he refuses. You report your
concerns to the charge nurse.

B. Tell him he has to come out and take him to the
activities room, even though he tells you he does
not want to go. You know that sometimes people
feel better if they just get out of their room.

C. Tell him he is only making it worse for himself and
that you are not going to do things for him that he can
do for himself.

D. Do nothing. Some people just like to stay in bed.

3. A resident insists on wearing a light dress out to lunch with her
daughter even though you have warned her it is cold outside. You:

A. Help her put on the dress she picked and help her pick a
sweater that looks nice with the dress.

B. Put a warm dress on her anyway; it is more important for her
to be warm than to wear what she wants.

C. Refuse to dress her and let her daughter convince her to wear
something warmer.

D. Tell her she cannot go out unless she dresses appropriately.

4. You know a resident has an appointment to go to an eye doctor this
morning. You:

A. Make sure the resident is clean and properly dressed.

B. Assist with toileting and personal needs so the resident is
comfortable on his/her transport.

C. Report any special needs to the transport assistant.

D. All of the above.

5. A pressure ulcer/injury caused by not turning and repositioning a
resident can be defined as:

A. Physical abuse.

B. Neglect.

C. Financial abuse.

D. Emotional abuse.
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills, such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

1. Which of the following strategies should NOT be used 
when communicating with people who have speech or 
language difficulties:

A. Sit or squat to be at eye level.

B. Allow extra time for communication.

C. Finish the person’s sentences so they don’t get 
frustrated. 

D. Use gestures or a pen and paper to draw or write.

2. What should you do if you feel your charge nurse does 
not listen to your reports of concern?

A. Locate the supervisor of the charge nurse and voice 
your concerns, then document the concern.

B. Document the resident’s situation in the medical 
record.

C. Tell the resident’s family member when he/she 
comes into the room.

D. All of the above.

3. What are proper ways to learn a new resident’s communication 
needs and preferences?

A. Ask his/her roommate.

B. Ask the family.

C. Review the communication section of the plan of care.

D. Observe the resident.

E. B, C and D.

4. Talking with respect can build better relationships with residents, 
their families and coworkers. Which of the sentences listed does 
NOT show respect while interacting? 

A. Making eye contact when culturally appropriate. 

B. Multi-tasking while maintaining communication. 

C. Restating what has been said to clarify understanding and 
validate that you’re listening. 

D. None of the above.

5. It is ____________ to make sure your beliefs and opinions do NOT 
affect the care and support you give residents and their families. 

A. Not very important.

B. Very important.

C. I don’t know.

9



Handles complaints, arguments and conflicts as appropriate. Understands potential crises and behaviors. Takes the appropriate
steps to resolve the situation or reduce risk and/or danger.

1. You hear two residents threatening each other in the dining room. Which of the following is NOT an effective way to prevent
further conflict?

A. Approach the two and try to redirect by asking them a question.

B. Approach the two and make a joke about them arguing.

C. Remove one resident from the dining room.

D. B and C.

2. Mrs. Jones visits her husband every day. You see her slap his face through the open door as you approach the room. What should you
do first?

A. Knock and enter the room as you call for staff assistance.

B. Go get the nurse.

C. Shut the door to provide privacy.

D. None of the above.

3. To prevent a dangerous situation, you should watch for __________.

A. Resident-to-resident conflicts.

B. Unauthorized individual wandering in the facility.

C. An angry family member threatening staff with violence.

D. All of the above.

4. One good way for teams to share information and reach agreement is in care team “huddles” at the nurses’ station.

A. True.

B. False.
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Shows an interest in learning and applies new skills and knowledge learned. Creates learning plans using a basic understanding of 
methods of instruction. Understands that lifelong learning is key to gaining knowledge and competence needed to be successful in 
his/her position. Completes annual required trainings and learning hours to ensure continuing competence in field.

1. An example of how to assess your own skills includes:

A. Asking your supervisor about how you are doing in your 
job and about ways you can improve. 

B. Being upset by suggestions to improve performance.  

C. Being too hard on yourself.

D. Avoiding changing when issues are pointed out.

2. Which of the following could be used to assess a 
learner's needs, abilities and goals?

A. Request a demonstration of current skill capabilities.

B. Ask the learner what his/her goals are and what he/she
needs to learn to achieve those goals.

C. Rely on what has worked for other people in the past.

D. A and B.

3. A good way to teach a new skill is to show someone how to 
do it and then ask him/her to teach the new skill back to you.

A. True.

B. False.

4. You were assigned to the memory care unit. During your first 
day, you find out you do NOT know how to redirect a resident 
who is upset or shows challenging behavior. You should:

A. Hope that as time goes on you will learn from other staff.

B. Demand to have your assignment changed. 

C. Tell your supervisor about your concerns and ask for 
more training.

D. B and C.

5. Going to trainings and in-services are the best way to learn 
about facility rule changes and the way to do tasks.

A. True.

B. False.

6. Ways to continue learning about your role and improving 
your skills may include:

A. Going to a workshop on pressure ulcer/injury prevention.

B. Attending a training on person-centered care.  

C. Joining the professional organization for your role.  

D. All of the above.
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Completes roles and responsibilities within the ethical structure of his/her profession and supports ethical decision-making by residents 
and their families consistent with the residents values and beliefs. Understands the importance of honesty and resident consent.

1. You come on shift and a resident who is usually a one-person gait belt transfer tells you that he had a bad night. The
resident says he needs to use the restroom, but he feels very weak. You:

A. Tell the resident to go to the bathroom in his/her brief and you will clean them up later.

B. Turn on the call light so that a coworker can come to assist with transfer to ensure safety.

C. Get your gait belt and tell the resident that you will go slowly and things will be ok.

D. Tell the resident that you will come back later when you have found someone to help you.

2. You have been assigned a new resident who does not speak English. You are sent by the nurse to find out health-related
information about the resident. The resident’s 7-year-old grandson is the only visitor in the room who can speak English. You:

A. Ask the resident’s grandson to translate to find out the answer.

B. Go down the hall to find another staff member who speaks the resident’s language, so that he/she can translate.

C. You tell the nurse that you cannot get the information because you do not speak the resident’s language and they do not
understand English.

D. You try to talk to the resident and draw pictures to figure out the answer.

3. You mention to another nursing assistant (CNA) that you are exhausted but need money to pay bills. The CNA tells you that
you should ask one of the residents you take care of for help. The resident lent her $200 the month before for her rent and
she paid him back when she got paid the following week. You should:

A. Thank her for the advice and decide to sleep on it.

B. Ask the resident for the money you need and make the same promise to pay  him back from your next paycheck.

C. Report the situation with the other CNA to facility administration immediately because you recognize it is
exploitation.

D. Sign up to work extra shifts to make the money you need.
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Influences the behavior of individuals and groups in his/her facility, helps establish shared goals and objectives and demonstrates 
leadership characteristics and abilities that promote person-centered care. Facilitates shared problem-solving, decision-making and 
planning with interdisciplinary team members.

1. You hear a housekeeper yelling for a nurse. You go to the room
and find a resident on the floor in the bathroom. You:

A. Tell the housekeeper to stop being so loud and go get
some help.

B. Start crying and run to find the nurse.

C. Turn the call light on, stay with the resident and
ask the housekeeper to notify the nurse.

D. Run down the hall to get the crash cart.

2. It is your first day assigned to a resident who fell 15
minutes before you clocked in for your evening shift. What
do you need to know about the resident?

A. Is the resident on fall precautions?

B. Are there specific interventions on the resident’s
plan of care related to fall prevention?

C. Why did the resident fall?

D. All of the above.

3. What is a positive way to deal with your frustration with a difficult
resident?

A. Privately talk to the charge nurse about your feelings.

B. Document your feelings in the resident’s medical record.

C. Ask your coworker if he/she has the same feelings as you.

D. All of the above.

4. A resident‘s plan of care says he/she requires mechanical lift
support for transfers. You see the nursing assistant (CNA) who
cares for the resident is about to transfer him/her without the lift.
You:

A. Continue down the hall because you have ADLs to document.

B. Ask the CNA if you can help to get the lift and transfer
the resident.

C. Immediately tell the charge nurse what the other CNA is
doing.

D. Tell the CNA he/she is neglecting the resident by not
following the plan of care.

5. A shift report is one way of sharing ideas and being part of
problem-solving.

A. True.

B. False.
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Applies critical thinking skills, knowledge of mathematics and ability to combine information to make conclusions. Detects and 
recognizes changes in residents. Collaborates with others to evaluate interventions. Makes recommendations to the care plan, 
deduces risk and improves care for resident.

1. You meet with your unit coworkers to decide what time each 
person will leave for his/her lunch break. This is an example 
of team decision-making.

A. True.

B. False.

2. A post-fall “huddle” is one example of a good way to solve a 
problem together. 

A. True.

B. False.

3. A resident who is normally wide awake and happy in the 
mornings is suddenly very sleepy and difficult to wake-up. 
You should:

A. Finish getting other residents ready and let the charge 
nurse know when you see him/her..

B. Report to the charge nurse immediately.

C. Obtain vital signs after notifying the charge nurse.

D. All of the above.

4. Useful steps to address a problem include defining the 
problem, looking for ways to fix the problem, picking the best 
one, and checking that the problem is solved. 

A. True.

B. False.

5. Which of the following is an example of a barrier to person-
centered care?

A. Hold interdisciplinary team meetings to update resident 
plan of care. 

B. Respecting a resident’s wish to remain in bed later in the 
morning.

C. Not communicating a resident’s food preferences to the 
rest of the team.

D. Night shift getting a resident up and showered to respect 
lifelong pattern of early rising in the morning.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal and ethical principles for 
his/her practice. Maintains a professional manner at work. Shares professional values, attitudes and thoughts related to person-
centered care for residents and their families.

1. It is acceptable to call in sick if you feel your supervisor is upset with you. This gives him/her time to cool off.

A. True.

B. False.

2. A resident’s daughter is angry. She approaches you and says, “None of you people know what you are doing.” You:

A. Tell her that she is upsetting the other residents and she should quiet down.

B. Calmly acknowledge her concerns. Find a private place to talk with her and notify your nurse or supervisor. Follow your
facility’s protocols regarding grievances or abuse and  neglect, if needed.

C. Walk away because no one should talk to you like that.

D. Tell her that her mother is not your resident.

3. Self-care is an important part of your professional responsibility. Some examples of self-care are:

A. Saying no to overtime shifts when you are already tired.

B. Calling in sick to go to a concert.

C. Learning to manage stress by getting enough sleep, exercise and nutritious foods.

D. A and C.

4. After your shift, several of your coworkers go out to eat. Some staff members begin to talk negatively about your new
manager. You:

A. Agree and state that you do not like the way things are going. You mention you are looking for a new job.

B. Take bets on how long the new manager will stay employed at your facility.

C. Change the conversation to something that is not facility-related.

D. Tell them the new manager is friends with some important people, so they should be careful about what they say.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal and ethical principles for 
his/her practice. Maintains a professional manner at work. Shares professional values, attitudes and thoughts related to person-
centered care for residents and their families.

5. Which of the following are ways you can learn about your role and improve your knowledge and skills.

A. Participate in in-service training.

B. Get information from Wikipedia.

C. Take a course to advance knowledge and skill.

D. A and C.

6. Your supervisor asks you to perform a task that you were not trained to do. You:

A. Do it because your supervisor gave you permission.

B. Say “no" and walk out because you have to protect yourself.

C. Read the facility policy and procedure before performing the task.

D. Respectfully explain to the supervisor that the task is not something you can do as a nursing assistant (CNA).

7. Documenting that you gave care before care has been given is okay if you complete the task by the end of your shift.

A. True.

B. False.
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1. What information should be given to another nursing assistant (CNA) at shift change?

A. Change in diet order.

B. The last time the resident was turned and repositioned.

C. Any change of condition.  

D. All of the above.

2. You are working in the dementia unit and are assigned to activities. You notice that your coworker who is assigned to showers is 
struggling with the residents. You know you are better at giving showers than supporting activities. You:

A. Go into the shower room and tell the other CNA you want to do showers today instead of supporting activities.

B. Say nothing and continue with your assignment.

C. Approach the other CNA and ask if she would like you to ask the charge nurse to swap assignments. You tell her you like to do 
the  showers and you know that she prefers to do activities.

D. Go to the charge nurse and ask if it would be acceptable to swap assignments with the CNA doing showers.

3. Which of the following are examples of times when the interdisciplinary team needs to share information?

A. Falls prevention.

B. Pressure ulcer/injury prevention and management.

C. Resident care plans discussions.

D. All of the above.

Promotes interdisciplinary team collaboration through problem-solving and intervention planning that focuses on resident needs. 
Sees self as part of a team and values open communication, respect, shared decision-making, team learning and professional 
development.
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Manages time and prioritizes tasks in order to safely complete responsibilities. Recognizes the importance of consistent caregivers 
for residents. Takes initiative, adjusts actions as prioritizes change and performs effectively.

1. You begin your shift at 7 a.m. What is the correct order to do
the tasks below?

a) Mrs. Palm has in-house therapy at 10 a.m.

b) Assist Mr. Jones for his doctor’s appointment at 8 a.m.

c) Pass snacks

d) Serve and assist with breakfast

A. d, a, b, c

B. b, d, a, c

C. b, c, a, d

D. c, d, a, b

2. Four nursing assistants (CNAs) are assigned to assist in the
dining room for lunch, but only two of them are there and
trays are stacking up. Your morning tasks are complete and
the resident you usually assist for lunch is out on pass. You:

A. Page the two missing CNAs to the dining room.

B. Tell the charge nurse the two CNAs are not in the dining
room.

C. Go to the dining room to assist until appropriate relief
arrives.

D. Mind your business and take a break at the nurses’
station.

3. You have a resident who has vomited and has a terrible
headache.  You:

A. Take the resident to the shower room.

B. Find a nurse and report it immediately.

C. Stay with the resident and pull the emergency call bell.

D. Lay the resident in bed and begin to clean up.

4. Your facility has a new Director of Nursing (DON) and he/she
gives you a new shower schedule. You have worked at the
facility for a long time and know the residents very well.
Should you try the new schedule and give it a real chance?

A. Yes.

B. No.

5. What should you consider when determining the best time to
take a break?

A. Facility policy.

B. The time you need to leave each day to pick up your kids.

C. Residents’ needs are met before I go and another CNA
has agreed to help if any of my residents need something
while I am on break.

D. A and C.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring. 

Make sure to double check all your answers. Your supervisor will score your 

assessment after you complete all three sections and will provide you with a final 

score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Advocacy x 2 = / 10 =

2) Communications x 2 = / 10 =

3) Conflict Resolution x 2 = / 8 =

4) Education and Training x 2 = / 12 =

5) Ethics x 2 = / 6 =

6) Leadership x 2 = / 10 =

7) Problem-Solving x 2 = / 10 =

8) Professionalism x 2 = / 14 =

9) Teamwork and Collaboration x 2 = / 6 =

10) Time Management and Adaptability x 2 = / 10 =

TOTAL / 96 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 

20



21



Develops and follows a person-centered plan of care addressing each resident’s range in ability to perform activities of daily living 
(ADLs) (e.g., bathing, dressing, grooming, toileting, bed mobility, eating, transfer and locomotion). Supports residents in order to help 
them maintain their highest level of functioning.

1. What unwanted result can happen if a staff member 
completes all the ADLs for a resident who can perform 
some or all of the tasks without help?

A. Unused muscles can weaken.

B. The resident can lose the ability to do it without 
assistance.

C. Residents can become depressed.

D. All of the above.

2. You and another nursing assistant (CNA) are assisting a 
new resident. You realize the resident can stand to help 
complete the transfer if you give him/her a little time to 
gain his/her balance. The care plan states that the 
resident is a two-person transfer. What else could you 
share with the nurse for the care plan to be person-
centered for this resident?

A. Assist with meals as needed.

B. Resident is a fall risk.

C. Requires extra time to gain balance upon standing.

D. Provide safe environment.

3. Mealtime observations for a resident with weight loss can provide 
valuable information to help understand why a resident is losing 
weight. Which of the following is an example of important 
information to report? 

A. Resident is a slow eater and is rushed to finish meals before 
returning to his/her room.

B. The dining room is noisy and the resident appears distracted.

C. The resident values his/her independence and you observe 
him/her struggling to use utensils.

D. All of the above.

4. Incontinence can be embarrassing to a resident and may lead to 
isolation and depression. Some preventable causes of resident 
incontinence are:

A. Lack of access to toileting devices, such as bedside commode, 
bedpan, etc.

B. Lack of an individualized toileting plan.

C. Not responding to a resident’s call light in a timely manner.

D. All of the above.

5. Breaking tasks down into small steps, so that the resident can rest in 
between steps, can be help residents stay independent.

A. True.

B. False.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

1. You are working with a new resident who tells you that he has gotten up at 8:30 a.m. for the last 25 years. You know that
your facility strives to provide person-centered care. The best thing to do is:

A. Tell night shift nursing assistants (CNAs) only. The nurse doesn’t help with morning care.

B. You work the 3–11 p.m. shift so you pass it on in the report to the oncoming shift and let the nurse know so it can be
added to the care plan.

C. Tell the resident that it might be hard for the staff to get him up at that time because there are a lot of other residents to
consider.

D. Tell the resident that he is on the “early” list and it can’t be changed so night shift will help him get up at about 6:00 a.m.

2. Examples of important steps the CNA can take to assist the resident in feeling welcomed and reassured does NOT include:

A. Helping the resident get comfortable in the bed or chair and providing seating for family members.

B. Showing the resident how to call for help, demonstrating the use of the signal cord/call bell and telling the resident that
help is always available.

C. Let the resident know about the staffing issues on upcoming shifts so he/she understands when the call light is not
answered right away.

D. Explaining a typical daily routine and asking him/her if he/she has specific preferences.

3. Your role in the discharge process includes:

A. Completing the resident’s discharge assessment.

B. Looking through his/her medication list and teaching him/her how to take them.

C. Assisting him/her with activities of daily living (ADL) care and neatly packing his/her belongings.

D. B and C.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

4. Information that you would find on a baseline care plan to help keep the resident safe and prevent injuries that are most 
likely to happen right after admission includes:

A. Common safety risks, such as choking, falls and bleeding.

B. Transfer and mobility information and whether continent or incontinent.

C. Dietary orders.

D. All of the above.

5. During therapies, the resident and her daughter are trained about how to use a sliding/transfer board. They will use the 
sliding/transfer board for transfers when the resident returns home. On the day the resident is to go home, the daughter 
tells you she is worried that she cannot safely use the board with her mom once she is at home. The best way to respond is: 

A. Reassure her that it is very easy and that her mom can almost do it by herself.

B. Speak to the resident’s therapist so that the therapist can come and assist the daughter.

C. Offer to watch her and help her feel more comfortable.

D. Suggest she leave her mom in the facility.

6. A newly admitted resident has admission orders for dialysis on Tuesday, Thursday and Saturday. The resident leaves your 
facility after breakfast at 8 a.m. and is not scheduled to return until 1 p.m. You know that the resident is diabetic. The 
dietary department provided a bagged lunch. The resident tells you that she normally eats a snack at 10 a.m. to prevent her 
blood sugar from getting too low.  The safest course of action is to ask the dietary staff for an appropriate 10 a.m. snack to 
send with the resident.

A. True.

B. False.
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Knows the signs of illness in older adults and other nursing facility residents, and watches for and reports early changes in a 
resident's condition.

1. If you notice a dark red area on the bony part of a resident’s hip
when you are completing activities of daily living (ADL) care, you
should _____________.

A. Rub it to help it get circulation.

B. Report it immediately to the nurse.

C. Get the resident in his/her wheelchair to take the pressure off
his/her hip.

D. Check skin again in two hours when you change the resident’s
position and if it’s still there report to the nurse.

2. Which of the following are part of determining a change in a
resident's normal behavior patterns?

A. A resident who needs more help than normal in the morning.

B. A resident who seems more confused than normal.

C. A blood pressure that is different than normal (higher or lower,
either top or bottom number).

D. All of the above.

3. Which of the following would be important for you to report
immediately to the nurse?

A. Elevated temperature.

B. Increased hunger.

C. Increased confusion.

D. A and C.

4. Resident changes in condition are most easily found
when:

A. All facility staff are encouraged to know the
residents and report changes.

B. The nursing staff have sole responsibility for
monitoring and reporting changes.

C. Assignments frequently change so staff works with
different residents each week.

D. Only nursing supervisors are allowed to notify
medical practitioners about changes.

5. A resident who is normally happy and participates in
activities has an angry outburst and refuses to stay for
an activity he normally enjoys. The best action would be
to:

A. Return the resident to his room and leave him
alone for a bit to calm down.

B. Tell the oncoming nursing assistant (CNA) at shift
change that you think that this resident is upset
about something that happened and to watch him.

C. Take vitals and notify the nurse about the unusual
behavior, per facility policy.

D. Do nothing because this kind of thing is not
unusual for residents in your facility.
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1. Accurate nursing assistant (CNA) documentation can lead to better resident care by identifying:

A. Changes in level of assistance needed over time.

B. Decreased nutritional and fluid intake.

C. Hypotension and hypertension.

D. All of the above.

2. Copying information from a previous shift is not only wrong but also illegal.

A. True.

B. False.

3. Accurate and timely documentation and reporting of vital signs can help prevent incidents such as falls.

A. True.

B. False.

4. CNA documentation does NOT include information that needs to be protected under Health Insurance Portability and
Accountability Act (HIPAA) guidelines.

A. True.

B. False.

Records important facts and observations about a resident’s health, including past and present illnesses, medical tests, treatments 
and outcomes. Establishes a resident’s history including treatment and response to treatment as a legal record. Uses 
documentation to serve as communication between health care professionals, patients, their families and health care 
organizations.
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Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission based precautions, standard precautions, equipment and 
environmental cleaning, etc. 

1. What is the last step in correct handwashing?

A. Rinsing hands elbows down.

B. Drying hands with paper towel.

C. Turning off the faucet with a paper towel.

D. Putting on gloves.

2. What are good infection control practices a nursing assistant 
(CNA) should follow when handling a resident’s linens?

A. Hold linen away from your body.

B. Drag heavy linen bags down the hall to avoid straining 
your back.

C. Take extra linens out of a resident’s room and place it 
back on the linen cart.

D. A and C.

3. The CNA’s role in promoting a prompt response to possible 
infection is to:

A. Observe the residents on the unit for signs of infection. 

B. Report resident signs of infection to the nurse.

C. Inform the nurse if visitors show signs of infection, such 
as coughing or sneezing. 

D. All of the above.

4. What practice can lead to the spread of infection?

A. Using the same equipment for all residents without 
cleaning in between each resident. 

B. Wearing the same uniform to work without laundering. 

C. Bringing resident care equipment in from home (e.g., 
personal blood pressure cuff or bathing supplies).

D. All of the above.

5. Select the statements below that are considered good 
personal health practices to help prevent the spread of 
infection. 

A. Stress management.

B. Healthy diet and exercise.

C. Receiving an annual influenza vaccine, unless medically 
contraindicated.

D. None of the above.
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Has a basic understanding of medications and related diagnoses (i.e., prescription medications, over-the-counter medications, 
herbal remedies and supplements). Properly delivers medication as directed by the medical practitioner’s orders and consults nurse 
on any concerns about medication doses and availability. Follows safe medication administration practices, such as adhering to 
accepted processes around medication use and documentation, including the “Five Rights” or “10 Rights” of medication 
administration.

1. Which of the following could indicate a drug allergy?

A. Rash.

B. Swelling to lips and face.

C. Difficulty breathing.

D. All of the above.

2. Which is NOT one of the “Rights” of medication
administration?

A. Dose.

B. Disease.

C. Resident.

D. Time.

3. You are preparing to administer a routine analgesic. Which of
the following signs and symptoms would prompt you to
consult the nurse prior to administering the medication?

A. Tremor.

B. Increased drowsiness with constipation.

C. Improved mobility.

D. B and C.

4. A resident with type 2 diabetes has had blood sugars over 250
mg/dL for the past month. What resident data would you
want to observe and report to the nurse?

A. Urine output.

B. Weight.

C. Elevated temperature.

D. All of the above.

5. You receive a personal emergency call during medication
distribution and have to leave the facility. You are 100-percent
confident that the person taking your place will know where
you left off because you always follow best practices around
medication administration. Select the associated best practice
below:

A. Set up/pre-pour my medications prior to administering.

B. Sign for medications immediately after administering.

C. You always follow the “Five Rights” or “10 Rights” of
medication administration.

D. Document that the medication is not available.
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Understands and recognizes the signs of acute and chronic pain and reports to the nurse, as appropriate. Follows resident-specific 
plan of care related to pain management interventions and approaches.

1. You work the day shift and have told your charge nurse more 
than once that Ms. J is crying and rubbing her knees. The 
nurse has not taken action. You:

A. Ask the other nursing assistant (CNA) to ask the charge 
nurse to help Ms. J.

B. Report your concern about Ms. J’s pain to the nursing 
supervisor on duty.

C. Call Ms. J’s daughter and tell her that her mother has 
been hurting for hours.

D. Do nothing, as you have already reported the issue more 
than once.

2. Select the interventions that can be helpful to relieve pain:

A. Proper pillow positioning.

B. Massage.

C. Seating device.

D. All of the above.

3. Which statement about pain in the elderly is TRUE?

A. Elderly persons often do not report pain because they 
consider it a normal part of the aging process.

B. Pain is part of the aging process.

C. The elderly have a greater tolerance to pain than younger 
adults.

D. Residents with dementia always cry when they are in 
pain.

4. Possible results of untreated pain in older adults are: 

A. Depression.

B. Weight loss.

C. Decline in activities of daily living (ADLs).

D. All of the above.
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Understands and recognizes the signs of acute and chronic pain and reports to the nurse, as appropriate. Follows resident-specific 
plan of care related to pain management interventions and approaches.

5. Which statement is FALSE?

A. Pain is what the resident says it is.

B. Residents with dementia do not feel pain.

C. Residents with unusual behaviors should be evaluated by a nurse for pain.

D. Residents with routine pain medication need regular, ongoing evaluation by a nurse.

6. Common side effects of opioid pain medication include:

A. Hypotension.

B. Constipation.

C. Drowsiness.

D. All of the above.

7. Common causes of acute pain that can be avoided include:

A. Improper chair-to-bed transfer.

B. Bladder retention.

C. Long periods of immobility.

D. All of the above.
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Recognizes and supports the resident’s right to make decisions about his/her health care and maintain control over his/her daily life. 
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

1. Which of the following are examples of nursing assistant (CNA) assignments in a person-centered care environment?

A. Assigning the same number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

2. A resident tells you that they prefer to go to bed at 3 a.m. because he used to work the late shift. Providing person-centered
care for this resident might mean:

A. Providing late-night activities for the resident.

B. Asking if they prefer a shower before they go to bed.

C. Asking about preferred meal times to accommodate the schedule change.

D. All of the above.

3. A confused resident has recently started wearing several outfits on top of each other, including wearing multiple heavy
sweaters on hot days. You notice that she appears very hot wearing the sweaters, but she does not want to remove them.
What is the best course of action to support her right to make her own decisions while also keeping her safe?

A. Ask her family to take heavier clothing home until cooler weather arrives.

B. Remove all her clothing from her room and only take what she will wear that day to her in the morning.

C. Let her wear whatever she wants; it’s her right to choose her clothing.

D. None of the above.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs. 

4. A resident often saves snacks and food in her room. The family tells you that she has always saved food because she is afraid 
of being hungry. Which is a person-centered approach to this situation:

A. Explain that keeping food might attract bugs and insist you will get her anything she wants anytime she wants it.

B. Discard food only when resident is out of the room.

C. Report this to the charge nurse and suggest giving the resident a closed, covered container to store food and snacks that 
won’t spoil. 

D. Insist all food is dated and stored in the resident nourishment room.

5. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness. Those needs are 
not considered in the development of a person-centered plan of care.

A. True.

B. False.

6. Which factors may play a role in a resident, family and representative’s decision to use a feeding tube for a resident who has 
lost the ability to swallow?

A. Culture. 

B. Spiritual beliefs. 

C. Age.

D. All of the above.
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Understands the basics of Quality Assurance Performance Improvement (QAPI). Uses data to measure performance, looks for root 
causes of problems and tests changes to continuously improve the quality of care provided by engaging residents, families and staff 
in quality improvement activities. Participates in performance improvement projects and monitors performance over time.

1. As a member of a Performance Improvement Project (PIP)
focused on preventing weight loss, it would be important to
ask residents and families the following:

A. Is the food tasty?

B. Does the food look appetizing?

C. Are foods served at the right temperature?

D. All of the above.

2. Weight loss, falls, and pressure ulcers/injuries are examples
of information and adverse events which can be counted on
the unit and used to improve performance.

A. True.

B. False.

3. Why is it important to find the root cause of a problem?

A. To explain to the resident and family why the problem
happened.

B. To fix the process that led to the problem.

C. To document why the resident had a negative outcome.

D. None of the above.

4. Which of the following does quality improvement do?

A. Tells your facility what they do great.

B. Tells your facility what they can do better.

C. Tells your facility who needs to be fired.

D. A and B.

E. A, B and C.

5. The Director of Nursing (DON) posts a list for staff to sign up
to work on a PIP. You:

A. Sign up right away because you want your facility to be
the best.

B. Walk away feeling like things will never change so why
bother.

C. See the importance of getting involved with making
improvement.

D. A and C.

6. A PIP is focused on systems and not on individual
performance.

A. True.

B. False.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring. 

Make sure to double check all your answers. Your supervisor will score your 

assessment after you complete all three sections and will provide you with a final 

score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Activities of Daily Living (ADLs) x 2 = / 10 =

2) Admission, Transfer and Discharge x 2 = / 12 =

3) Detecting Resident Change in Condition x 2 = / 10 =

4) Documentation x 2 = / 8 =

5) Infection Control and Prevention x 2 = / 10 =

6) Medication Administration (CMT Only)* x 2 = / 10 =

7) Pain Management x 2 = / 14 =

8) Person-Centered Care x 2 = / 12 =

9) Quality Assurance Performance
Improvement (QAPI)

x 2 = / 12 =

TOTAL / 98* =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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1. How can you help the resident with COPD and his/her family?

A. Ask the family to leave when the resident is experiencing shortness of breath (SOB) to avoid increased anxiety in the
resident.

B. Be patient when working with the resident with SOB.

C. Speak to the resident in a calm and reassuring manner.

D. B and C.

2. Leaving a resident who is having increased periods of SOB could cause severe anxiety.

A. True.

B. False.

3. Which approach is important for the resident to understand and use when having increased SOB?

A. Deep breathing exercises.

B. Pursed lip breathing.

C. Mouth breathing.

D. All of the above.

Assists resident to manage day-to-day living with Chronic Obstructive Pulmonary Disease (COPD). Identifies and responds to changes 
in condition to prevent complications and acute exacerbations. Uses knowledge of appropriate COPD interventions, treatments, 
methods and modalities to improve the quality of life and care for the resident. Effectively uses an interdisciplinary approach to 
manage resident-specific needs.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT] and Speech-Language Pathology [SLP]) to maintain 
the highest practicable level of function and quality of life.

1. Which factor is important to know when making sure a
resident’s weight is correct.

A. Time of day.

B. Clothing or other items worn by the resident (braces,
splints and artificial limbs).

C. Wheelchair.

D. All of the above.

2. Swelling (edema) that should be reported to the nurse may
occur in:

A. Lower extremities.

B. Sacrum.

C. Abdomen.

D. All of the above.

3. To prevent shortness of breath (SOB), it is important to
provide rest periods during activities of daily living (e.g.,
dressing, grooming or walking).

A. True.

B. False.

4. If the nursing assistant (CNA) sees that a resident with CHF is
drinking more fluids than the physician orders, the CNA
should:

A. Take fluids away from the resident and explain it is not
on his/her order.

B. Encourage the resident to follow the plan, but report the
resident’s choices to the nurse and document the
resident’s fluid intake correctly.

C. Tell the family that the resident is non-compliant.

D. Tell the resident that he/she is only harming
himself/herself if he/she continues this bad behavior.

5. Knowing about the resident with CHF, you can help him/her
by telling the team how well the resident can dress
him/herself, how long it takes the resident to eat, and if the
resident can ambulate safely.

A. True.

B. False.
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Encourages adoption of interventions for quality assurance and performance improvement plans for residents with 
dementia/cognitive impairments. Advocates for quality and empowers residents with dementia/cognitive impairment and their 
caregivers to make informed decisions and advocates for quality. 

1. Some of the ways to reduce the effects of altered perception 
may include: 

A. Increasing the lighting.

B. Placing a colored towel at the bottom of a tub.

C. Evaluating the floor coverings.

D. All of the above.

2. The following constitutes abuse or neglect:

A. Making it difficult for a resident to request assistance.

B. Telling a resident to toilet in his/her diaper.

C. Ignoring a resident who is asking for help.

D. All of the above.

3. A resident with dementia always acts in an aggressive way 
when he/she is upset.

A. True.

B. False.

4. A resident with dementia may show which of the following 
behavior changes.

A. Fearful behavior.

B. Crying.

C. Wandering.

D. All of the above.

5. When a resident with dementia is upset, he/she may be in 
pain caused by constipation, hunger or another unmet need. 

A. True.

B. False.
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Demonstrates knowledge of the factors that affect blood glucose levels, the health implications and complications associated with 
diabetes. Works within the interdisciplinary team to teach and provide support and guidance to residents who have diabetes. 
Conducts comprehensive health evaluations, documents and reports findings, and consults with appropriate medical providers as
needed. Uses a holistic approach to the care of diabetic residents with the goal of enhancing quality of life and minimizing 
complications.

3. Why is foot care important for diabetic residents?

A. Routine foot inspection can identify early skin problems.

B. Moisturizing feet during foot care can prevent cracks in
the soles of feet, which can be a source of infection.

C. To alert the nurse when nails need to be trimmed.

D. All of the above.

4. If a resident with diabetes chose NOT to eat any of his/her
evening snack, you would do all of the following, EXCEPT:

A. Offer an alternative snack.

B. Report the situation to the nurse.

C. Tell the resident he/she must eat his/her snack.

D. Document no snack eaten.

1. A resident who has an active infection may need additional
monitoring of his/her blood sugar because:

A. The resident who is sick may not eat enough.

B. The resident who is sick may not drink enough.

C. The resident who is sick may have increased pain.

D. A and B.

2. The signs and symptoms of low blood sugar are:

A. Increased thirst, headache, frequent urination.

B. Shakiness, excessive sweating, confusion.

C. Blurred vision and hyperactivity.

D. Swelling, ringing in the ears.
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Understands the impact that impaired mobility has on the resident’s quality of life. Works with the interdisciplinary team to
promote the health and safety of the resident while empowering the resident to attain and/or maintain the highest practicable level 
of independence. 

1. As a nursing assistant (CNA), you know that

A. Pain can lead to decreased mobility, and decreased 
mobility can lead to pain.

B. Loss of muscle mass can lead to decreased mobility.

C. Decreased mobility can lead to a decrease in bone 
density and greater risk for fractures.

D. All of the above.

2. The Physical Therapist (PT) informs you that Mr. Jones will 
reach his skilled therapy goals within the next two weeks.  
Although progress has been made, safety with ambulation 
remains a long-term need. As the CNA assigned to his care, 
and in preparation for the transition off of skilled therapy, 
you: 

A. Attend the training provided to CNAs on the safe and 
appropriate ambulation assistance required for Mr. 
Jones.

B. Encourage Mr. Jones to ambulate following the safety 
guidelines provided in the training.

C. No CNA instruction is needed if the resident is going to a 
restorative program.

D. A and B.

3. Watching the resident to make sure he/she can properly use 
equipment, such as a cane or walker, is part of the CNA’s role 
in resident safety. Some residents who have had a Cerebral 
Vascular Accident (CVA), arthritis and other mobility issues 
can walk safely by using canes and walkers.

A. True.

B. False.

4. Assisting residents to take part in the Walk-to-Dine Program 
and helping them ambulate to the bathroom or to activities 
are ways that staff help residents stay independent and 
strong

A. True.

B. False.

5. As a member of the caregiving team, the CNA follows the 
therapy plan to encourage resident independence and safety 
while preventing undesired events. Examples of interventions 
in the therapy plan may include: 

A. Sliding boards for transfers.

B. Geri-chairs.

C. Walk-to-Dine Program.

D. A and C.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

1. Routines and consistency can be important for residents who
suffer from Post-Traumatic Stress Disorder (PTSD). This
addresses which human need:

A. Caring.

B. Esteem.

C. Safety.

D. Love.

2. Out of the ordinary weather, such as thunderstorms or
sudden loud sounds, can trigger a post-traumatic stress
reaction.

A. True.

B. False.

3. Documenting behaviors as they occur can help the
interdisciplinary team identify behavior changes that may be
related to illness.

A. True.

B. False.

4. Alcoholism and drug addiction can be:

A. Treated, so there is no excuse for either one.

B. A problem of morality.

C. A sign of a weak personality.

D. Symptoms of an underlying mental health issue.

5. You notice a resident pacing and gesturing angrily in his room
by himself, which is not normal for this resident. A coworker
is nearby. The best thing to do is:

A. Stay just outside the resident room and ask the coworker
to get the nurse.

B. Enter the resident’s room; ask him to lie down and relax.

C. Leave the area to go get help.

D. Leave him alone for a while to see if he calms down.
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Demonstrates knowledge around different types of pneumonia, how they impact residents and appropriate treatment. Recognizes 
signs and symptoms of pneumonia and works with the interdisciplinary team to identify the cause, document findings, carry out the 
prescribed treatment plan and modify the plan of care as appropriate.

1. You have a family member at home with pneumonia, and you 
are starting to cough and sneeze. How can you protect your 
residents? 

A. Proper handwashing. 

B. Wear a mask while on duty.

C. Let your supervisor know about the situation before 
going to work.

D. All of the above.

2. For an older adult with pneumonia, it may take several weeks 
for he/she to fully recover his/her strength. He/she may need 
more help to complete tasks. 

A. True.

B. False.

3. What symptoms are you likely to see if a resident has 
pneumonia?

A. Swelling of feet or lower legs.

B. Shortness of breath (SOB).

C. Cough.

D. B and C.

4. When residents have pneumonia, which position can help 
them breathe better if they are short of breath? 

A. Side lying.

B. Elevated at a 45-degree angle.

C. Lying flat.

D. With feet dangling off the edge of the bed.
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Monitors, evaluates and manages risk factors to prevent pressure ulcers/injuries. Uses evidence-based best practices when 
managing the treatment of pressure ulcers/injuries. Works with the interdisciplinary team to develop and implement person-
centered plans of care to prevent and/or manage pressure ulcers/injuries. Identifies root causes when pressure ulcers/injuries 
develop to determine appropriate interventions for healing. Demonstrates competence in pressure ulcer/injury documentation. 

1. Which resident skin change(s) should be reported to the
nurse?

A. New discolored areas, or areas that are cooler or
warmer to the touch than surrounding skin.

B. Scars.

C. A and B.

D. None of the above.

2. A resident has been determined to be at high risk for
developing pressure ulcers/injuries. It is enough to
reposition the resident every two hours.

A. True.

B. False.

3. What can prevent shear and friction injuries?

A. Lifting rather than “pulling” a resident when
repositioning.

B. Properly fitting shoes.

C. Proper use of mechanical lifts.

D. All of the above.

4. One role a nursing assistant (CNA) might play in communicating the
importance of consistent pressure reduction strategies would be:

A. Encouraging a resident to eat lunch in his/her room while lying
in his/her bed.

B. Encouraging the resident to eat all of his/her lunch.

C. Helping a resident plan pressure reduction rest periods into
his/her day.

D. All of the above.

5. Pressure ulcers/injuries related to improper wheelchair sizing and
oxygen nasal cannulas or tubing are examples of ulcers related to:

A. Equipment.

B. Shearing.

C. Environment.

D. A and B.

6. A resident with a gel cushion in his wheelchair develops an open
area to his coccyx. Potentially avoidable contributing factors are:

A. Missed reddened area on skin check.

B. Failure to reposition per plan of care while in wheelchair.

C. Unidentified/unaddressed weight loss.

D. All of the above.
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Identifies risk factors associated with falls and minimizes risks by using best practices and proper techniques. If a fall does occur, 
investigates, determines the cause and documents findings. Works with the interdisciplinary team to develop an individualized plan 
of care to support the resident, and contributes to the development of a process to prevent and manage falls across one’s facility.

1. Which of the following is NOT a risk factor for falls?

A. Medications.

B. Dementia.

C. Daily strength exercises.

D. Gait and balance impairments.

2. Why does a resident try to stand up on his/her own, even if
he/she is weak?

A. Toileting need.

B. Hunger.

C. Pain.

D. All of the above.

3. Which environmental factors in a resident’s room can
contribute to falls?

A. Changes in furniture placement.

B. Hunger.

C. Pain.

D. All of the above.

4. Which of the following can be considered a physical restraint
and may cause a resident fall?

A. Geri-chair.

B. Placing a resident’s wheelchair at a table and locking the
brakes.

C. Chair alarm.

D. A and B.

5. Which of the following is NOT a precaution to prevent falls?

A. Keeping the resident's possessions within the resident’s
safe reach.

B. Keeping the resident care areas uncluttered.

C. Using a bed alarm.

D. Keeping the resident’s bed brakes locked.
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Understands the causes and complications associated with urinary incontinence (UI). Follows evidence-based practice guidelines with 
a person-centered approach that focuses on the prevention, early detection and appropriate treatment of UI.

1. Undesirable results of resident incontinence include: 

A. Increased risk for falls.

B. Embarrassment, depression and isolation.

C. Increased urination.

D. A and B.

2. What should be included in a voiding/patterning diary?

A. Time of toileting.

B. Fluids consumed.

C. Wet or dry at time of toileting.

D. All of the above.

3. Urinary incontinence is a normal part of aging.

A. True.

B. False.

4. When residents void large amounts of urine during 
incontinent episodes, it is wise to use a larger brief to contain 
the urine.

A. True.

B. False.

5. It is the nursing assistant’s (CNA’s) responsibility to provide 
the following care related to urinary incontinence.

A. Toilet residents according to the person-centered plan of 
care.

B. Report skin changes immediately.

C. Intermittently catheterize the resident.

D. A and B.

6. A resident is experiencing incontinent episodes related to 
extended periods of time spent in activities. As the CNA, you:

A. Quietly, while maintaining privacy, remind and assist the 
resident with toileting before, during and after activities 
as she allows.

B. Privately speak with the resident about the possible ways 
to prevent incontinent episodes.

C. Tell the resident she must toilet at specific times.

D. A and B.
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Understands the causes and complications associated with urinary tract infections (UTI) including Sepsis.  Follows evidence-based 
practice guidelines with a person-centered approach that focuses on the prevention, early detection, and appropriate treatment of 
UTI.

1. A UTI places residents at risk for sepsis. Signs of sepsis related
to a possible UTI that need to be immediately reported to the
nurse include

A. Difficult to awaken and increased confusion.

B. Foul smelling urine.

C. Respiratory rate higher than 20 breaths per minute and
heart rate higher than 90 beats per minute.

D. All of the above.

2. It is part of the nursing assistant’s (CNA’s) role to demonstrate
ways to help prevent UTIs when helping the resident.
Examples of common avoidable causes of UTIs among women
include:

A. Wiping from back to front.

B. Remaining in a soiled brief.

C. A and B.

D. None of the above.

3. Examples of factors that decrease the possibility of UTI or
trauma in a resident with a urinary catheter are:

A. Bag and tubing held above the level of the bladder.

B. Catheter bag properly hung on wheelchair.

C. Failing to anchor tubing to prevent pulling or tugging.

D. Changing from the leg bag to the drainage bag often.

4. Ways to make sure residents have adequate hydration include:

A. Offering residents fluids with every interaction.

B. Encouraging him/her to drink all of his/her fluids at
mealtimes.

C. Offering fruit.

D. A and B.

5. Examples of resident changes that may indicate an UTI and
should be reported to the nurse immediately include:

A. New episodes of incontinence.

B. Pain in lower abdomen or back.

C. Difficulty starting urine stream or changes in the urine
(e.g., color, odor, looks different or cloudy).

D. All of the above.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring.

Make sure to double check all your answers before handing in your completed 

assessment. Staple the pages together. Your manager will score your assessment 

and provide you with a final score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Chronic Obstructive Pulmonary Disease (COPD) x 2 = / 6 =

2) Congestive Heart Failure (CHF) x 2 = / 10 =

3) Dementia/Cognitive Impairment x 2 = / 10 =

4) Diabetes Mellitus x 2 = / 8 =

5) Impaired Mobility x 2 = / 10 =

6) Mental Health x 2 = / 10 =

7) Pneumonia x 2 = / 8 =

8) Pressure Ulcers/Injuries x 2 = / 12 =

9) Resident Falls x 2 = / 10 =

10) Urinary Incontinence (UI) x 2 = / 12 =

11) Urinary Tract Infection (UTI) x 2 = / 10 =

TOTAL / 106 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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Behavioral Technical Resident-Based

Competency Your % Competency Your % Competency Your %

Advocacy Activities of Daily Living (ADLs)
Chronic Obstructive Pulmonary 
Disease (COPD)

Communications Admission, Transfer and 
Discharge

Congestive Heart Failure (CHF)

Conflict Resolution Detecting Resident Change in 
Condition 

Dementia/Cognitive 
Impairment

Education and Training Documentation Diabetes Mellitus 

Ethics Infection Control and Prevention Impaired Mobility

Leadership Medication Administration Mental Health

Problem-Solving Pain Management Pneumonia

Professionalism Person-Centered Care Pressure Ulcers/Injuries 

Teamwork and Collaboration Quality Assurance Performance 
Improvement (QAPI)

Resident Falls

Time Management and 
Adaptability Urinary Incontinence (UI)

Urinary Tract Infection (UTI)

TOTAL TOTAL TOTAL
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For Administrator, Director of Nursing (DON) and

Assistant Director of Nursing (ADON)
NEXT
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Competency assessments are an important tool to:

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical

The assessment should take you about 30 to 40 minutes to complete, and the results will: 

 HELP you share professional strengths and growth areas with management

 HELP your facility continue to build a culture of quality care for residents

X  NOT be used against you

X  NOT be shared with federal or state officials/surveyors
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COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2

x

3

BEFORE YOU BEGIN

1. ASK where you should save the assessment file (such as desktop folder, shared drive, flash drive).

2. SAVE the file with your FIRST and LAST NAME as part of the file name.

3. CLICK “File,” then click “Save” as you complete each section of the assessment.
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COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2

x

AFTER YOU FINISH
Your supervisor will meet with you to review your results, answer any 
questions you have and identify how leadership can help you address 
your competency growth areas.

Helpful tips before you meet with your supervisor:
1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you.

4
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5

This gives you a brief description
of the section you are viewing. 

Click on the circle next to 
the answer you want to select. 

You will know the selection is complete 
when the circle turns black.

Click the 'NEXT‘ and 
‘PREVIOUS’ buttons to 
move between pages,  

Do NOT use the scroll bar.

Use this bar to
track your progress

through the assessment. 
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1. READ each question carefully, and consider the topic and answer choices
before selecting your response.

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below (REQUIRED):

Please select your position:

Administrator Director of Nursing (DON) Assistant Director of Nursing (ADON)

6
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*

7

Please SAVE the assessment 
if you have not done so already

Remember to:
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLICK “File,” then click “Save” as you complete each section of the assessment.

If you are in a web browser*: 
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLOSE the file in the web browser.  

3. OPEN the file from the saved location.  

Responses will not be saved if you complete the assessment in the web browser. 
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Behavioral 
Competencies 
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Uses effective strategies to facilitate organizational change initiatives and overcome resistance to change.

1. Building an interactive relationship with the medical staff will result in:

A. Improved understanding of challenges within the local health care market and how the facility is perceived by other
providers.

B. Input into new care initiatives for the facility.

C. A collaborative relationship that will benefit decision-making.

D. All of the above.

2. Gaining resident and family feedback prior to adjusting facility practices may lead to:

A. Valuable information and suggestions related to changes.

B. Complaints, dissatisfaction and rumors.

C. Problems with direct caregivers.

D. More priorities than can be addressed at this time.

3. A colleague informs you that one of your subordinates is voicing resistance and creating difficulties during critical group
meetings about electronic health record/electronic medical record (EHR/EMR) implementation. You should:

A. Investigate the performance issues and discipline the employee.

B. Schedule a time to speak with the employee so you can understand his/her concerns and assist him/her to better
present the concerns to the team.

C. Remind the team of how busy your subordinate is and suggest the team continue with their important work.

D. Do nothing because the team needs to collaborate to resolve issues within the group.

9

NEXTPREVIOUS



Uses effective strategies to facilitate organizational change initiatives and overcome resistance to change.

4. To promote person-centered care practices and facility-wide adoption, leaders may:

A. Complete rounds and observe resident-staff interactions.

B. Formally and informally talk with residents and their representatives to identify levels of satisfaction.

C. Provide interactive staff member education and seek feedback regarding challenges needing to be addressed.

D. All of the above.

5. You are presenting the facility’s philosophy of providing person-centered care to employees during orientation. An 
employee shares an experience about providing person-centered care and describes how “it works until you’re short staffed 
or there’s a really demanding resident or family member who is never satisfied.” How would you respond?

A. Take him/her to HR during the next break and suggest that maybe he/she is not a good fit for the facility.

B. Let him/her know that more information about person-centered care will be provided during the required online 
training. Tell him/her to come find you later if he/she has any further questions.

C. Use the information he/she shared as an example for the discussion of how to address the challenges of direct care 
while remaining focused on person-centered care.

D. Since general orientation is only scheduled for four hours, you need to keep presenting the agenda items so you can 
finish your task on time.

6. Following the annual review of the facility’s vision, values and mission statement, the team determines that moving to a 
holistic approach to dementia care will better meet the needs of residents with dementia. With so many resources and 
programs available, some of the best methods to identify which approach to use include:

A. Find an online tool to guide you through the process and help you prepare to implement the new program. Direct the 
departments to go online and look at the one you have chosen because you plan to implement it within 90 days.

B. Complete research of dementia care programs. Have an internal work group assist in review, planning and 
implementation to meet goals.

C. Develop approaches and timelines to meet the goals of the new program.

D. B and C. 
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Communicates effectively, clearly expresses ideas and disseminates information about decisions, plans and activities to a variety of 
stakeholder groups (e.g., medical practitioners, academics, nursing staff). Develops collaborative relationships with key stakeholders 
(e.g., the Centers for Medicare and Medicaid Services, state survey and certification agency, medical director, residents and families, 
facility employees and the community).

1. When developing a new service line, who should be involved in discussions, planning and decision-making with the
administrator?

A. Referral sources, medical director, director of nursing and admissions staff.

B. Community sources to identify future population statistics.

C. Social worker/discharge planner within the facility.

D. All of the above.

2. Conflicts between two senior members of your management team have started to impact staff’s ability to effectively
communicate when planning and providing care. The most effective way to address this issue is:

A. Approach the direct care staff members to handle the situation.

B. Meet separately with the senior members of management to learn the conflict causes and arrange to meet with them
together to resolve the issues. Set expectations for improvements needed to address direct care outcomes.

C. Facilitate a discussion between the entire senior management team to identify causes of the conflict, discuss the impacts
of the conflict and develop plans to overcome them.

D. Do nothing. They will work it out.

3. Your staff and resident population represent many cultures, religions and genders. Everyone gets along in this diverse
environment and respects one another. Therefore, you and your staff do NOT need additional cultural sensitivity training.

A. True.

B. False.
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Communicates effectively, clearly expresses ideas and disseminates information about decisions, plans and activities to a variety of 
stakeholder groups (e.g., medical practitioners, academics, nursing staff). Develops collaborative relationships with key stakeholders 
(e.g., the Centers for Medicare and Medicaid Services, state survey and certification agency, medical director, residents and families, 
facility employees and the community).

4. The hospital that has been your facility’s primary referral source has unexpectedly decreased referrals. The best way to
address this change would be to:

A. Call the discharge planner and complain he/she is being unfair.

B. Host a workgroup that includes the administrator, DON, admissions coordinator, rehabilitation director and social worker
to identify and respond to potential issues, such as communication and response to referrals, facility’s hospital
readmission rates, admission processes, resident satisfaction and outcomes.

C. Schedule a meeting between the administrator, admissions coordinator and the hospital discharge planners to discuss
the change in referrals, the types of services at the facility, the facility reputation and opportunities for improvement.

D. Schedule a meeting with the hospital discharge planners to identify communication gaps and other concerns and share
data from internal review.

E. B and D.

5. The goals of succession planning and mentoring may include:

A. Identifying and mentoring those nurses with the ability and desire to advance in their careers.

B. Providing for advancement opportunities within the facility by having prepared, mentored staff to step into leadership
roles when experiencing turnover.

C. Having only Bachelor of Science in Nursing (BSN) prepared staff in nursing leadership roles.

D. A and B.
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Demonstrates an ability to apply systems thinking as an approach to analysis and decision-making. Understands complex adaptive 
systems, definitions and applications.

1. Three residents suddenly develop symptoms of respiratory illness, which are confirmed by the medical practitioner as contagious.
Delay in implementing necessary precautions could result in:

A. Citation for failing to implement interventions to protect residents and employees.

B. Public health department involvement, facility quarantine and media coverage.

C. Further resident and employee illness, which could result in deaths.

D. All of the above.

2. One way to reinforce a systems approach to problem solving is:

A. Performance review.

B. Brainstorming of interventions for a Performance Improvement Project (PIP).

C. Assign auditing of medical records.

D. Disciplinary action.

3. Leadership has determined that a current best practice in the industry should be implemented at the facility. What steps
need to be taken to incorporate the best practice?

A. Plan: As a team, review the current policies and identify the needed changes to implement the best practice; determine
how, when and who will be responsible for each task (e.g., education, editing documents, etc.).

B. Do: Implement planned tasks.

C. Study and Act: Seek feedback from staff impacted by changes, analyze and make revisions as necessary.

D. All of the above.
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Demonstrates an ability to apply systems thinking as an approach to analysis and decision-making. Understands complex adaptive 
systems, definitions and applications.

4. When attending an external educational session, you learn about an alternate method to address quality management for 
your organization. It could lead to improved interdisciplinary-based processes and outcomes, which your facility has 
identified as an opportunity for improvement. How do you proceed?

A. Go online and gather additional information so you can mandate adoption of the updated process.

B. Realize this process will not work because no one will accept the change.

C. Gather additional information available and present the research to your facility’s QAPI committee for further 
discussion and direction.

D. Make copies of the presentation for your department managers and tell them to come up with a plan to switch as soon 
as possible.

5. Opportunities for coaching and establishing expectations of staff around the use of systems thinking are:

A. During QAPI meetings.

B. During general orientation and through periodic training.

C. During the pre-employment interview.

D. All of the above.

6. The organization has noted a decline in traditional skilled nursing facility admissions, resulting in census declines over time. 
As a facility leader, how will you begin to understand and address this issue with the quality assurance and performance 
improvement (QAPI) team?

A. Prepare to complete a Strengths-Weaknesses-Opportunities-Threats (SWOT) analysis with the QAPI team to identify 
specific census trends and population mix changes within the community.

B. Review census-related financial trends, capital and workforce needs; project the impact that future mix scenarios will 
have on financial viability and success.

C. Gather information from referral sources to identify projected changes in community needs.

D. All of the above.  
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Functions effectively with interprofessional teams to foster open communication, mutual respect and shared decision-making and 
to achieve quality resident care. Gathers information quickly, analyzes and offers decisive actions in critical situations. Develops 
long-term vision into objectives and realistic business strategies. 

1. You begin designing an action plan to implement a new process for your facility. To make sure the process of implementation 
is effective, you should: 

A. Review policies and assign a date to begin planning with your team so that if there are mistakes, there is time to correct 
them. 

B. Implement the plan using a pilot group and studying outcomes. Adjust and expand the plan based on feedback as 
appropriate.

C. Consult team members who have worked on prior projects.

D. All of the above. 

2. The expectation for ongoing professional growth is only for those professionals who have continuing education 
requirements.

A. True.

B. False.

3. When should you discuss opportunities to identify, address and support professional growth with a staff member?

A. During the annual performance review.

B. It’s up to the staff member to show his/her commitment to learning and provide plans on how to accomplish his/her 
goals. 

C. Through regular contact and by applying active listening in both formal and informal discussions to identify future goals 
and interests.

D. It is difficult to determine how to address professional growth because the budget only includes education for the 
administrator and the director of nursing (DON).
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Functions effectively with interprofessional teams to foster open communication, mutual respect and shared decision-making and 
to achieve quality resident care. Gathers information quickly, analyzes and offers decisive actions in critical situations. Develops 
long-term vision into objectives and realistic business strategies. 

4. As the organization moves into new or enhanced business opportunities, the leader’s role is to:

A. Identify desired outcomes and determine organizational strengths, weaknesses, opportunities and threats.

B. Engage the workforce to understand and support potential changes associated with the opportunity.

C. Determine ways to prevent the move into the new opportunity, fearing that it will lead to more challenges than benefits.

D. A and B.

5. When planning care for a short-term rehabilitative client, staff is informed the resident does not speak English. The family 
decision-maker offered to remain with the resident at all times during the resident’s admission to act as a liaison and 
translator between staff and the resident. This falls outside established policy. How would you approach this situation:

A. Prior to admission, let the family decision-maker know that the facility’s policy requires the use of a translation service to 
communicate with the resident.

B. Deny the admission because the team will be unable to communicate directly with the client.

C. Tell the family decision-maker that he/she cannot provide translation services because it is a violation of the Health 
Insurance Portability and Accountability Act (HIPAA).

D. Let the referral source know that since this is not an accepted practice within the organization, the facility cannot accept 
the referral for admission.

6. Which of the following is NOT a way leaders can assure staff are following ethical practices?

A. Establishing an ethics committee to oversee policies.

B. Providing ethics education only after an incident has occurred.

C. Providing a confidential resource for reporting.

D. Implementing measures to monitor activities by both employees and vendors.
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Demonstrates personal and professional accountability. Fosters a professional and productive environment.

17

1. As you begin your day, you are notified of staffing challenges and a survey and certification team arrives to follow up on a 
complaint. You specifically blocked off this morning to work on several high-priority reports. Your approaches to the day 
may include:

A. Assist the survey team to the designated work space. Let the facility staff know of the survey teams arrival. Review your 
calendar and delegate tasks appropriately.

B. Continue your planned day without interruption. If the survey team needs anything, they will let you know.

C. Drop everything and follow the survey team throughout their investigation.

D. None of the above.

2. Which of the following is an example of how you can ensure that educational growth is realistic and achievable?

A. Provide opportunities for staff members to attend seminars.

B. Offer times to complete online webinar sessions.

C. Provide staff members access to the organization’s scholarship program. 

D. All of the above.
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3. As a resident you approved for admission is arriving from the hospital, the transportation personnel informs the nurses that 
the resident only speaks Portuguese. This information was available in the referral packet you received, but it was 
overlooked. Which action is most appropriate? 

A. Return the resident to the hospital based on the realized language barrier and potential impact on care.

B. Proceed with the admission, not knowing any Portuguese and keeping the resident's information private.

C. Ask the hospital discharge planner which Culturally and Linguistically Appropriate Services (CLAS) approved translation 
service the hospital used and obtain the CLAS contact information.

D. Assign the resident to a CNA that is from Portugal and ask the CNA to help translate for the admission. 

4. Differing opinions and viewpoints benefit the facility in many ways. Which of the following statements is TRUE?

A. Different views can be dangerous because they may lead to dissatisfaction and chaos.

B. Through sharing different viewpoints in a collaborative manner, the facility can investigate ideas in a broader based way, 
which could lead to innovative change. 

C. Alternate opinions and divergent viewpoints may result in changes that interfere with facility functioning and  should 
therefore be limited.

D. Viewpoints that vary from accepted policy should be carefully reviewed and only leadership-informed. 

5. Following established processes to mentor a new administrator is not always needed if he/she has already completed an 
approved course of study and successfully passed a comprehensive examination.

A. True.

B. False.

Demonstrates personal and professional accountability. Fosters a professional and productive environment.
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Complete the REQUIRED steps to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.*

2. Click “SUBMIT” to reveal your scores on the next page.*

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Your Score Total %

1) Change Management 

2) Communications and Relationship 
Management

3) Critical Thinking 

4) Leadership

5) Professionalism

TOTAL

NEXTPREVIOUS

10

12

10

56

12

12
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Technical 
Competencies 
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Articulates business models for health care organizations and understands general accounting principles. Seeks broad business 
knowledge and understands the financial aspects of the business, as well as the implications of the business beyond own service 
area. 

1. Identifying who the stakeholders are within and outside of the organization is the first step in promoting the image of the 
facility and the care provided. Important stakeholders identified by the facility may include: 

A. Residents and families.

B. Community and referral sources.

C. A and B.

D. None of the above.

2. In a competitive hiring market, the facility needs to satisfy and retain current employees to prevent openings that affect 
resident care. Incentives and recognition programs may include:

A. Celebrations for years of service, meeting goals, individual performance, as well as random acts of kindness.

B. Competitive shift differentials and benefits compared to facilities in the geographic area.

C. Other resources available to employees, such as flexible scheduling options.

D. All of the above.

3. If an employee is called back to the unit during his/her required unpaid meal break or stays over into the next shift to 
complete his/her work, the facility is required to pay him/her for the meal time or the additional hours.

A. True.

B. False.
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Articulates business models for health care organizations and understands general accounting principles. Seeks broad business
knowledge and understands the financial aspects of the business, as well as the implications of the business beyond own service 
area. 

4. To monitor that the facility is properly paid for services provided and
to prevent collections issues, the administrator should:

A. Schedules weekly and as-needed reviews with the business office 
manager to discuss: days outstanding for resident accounts; the 
process for tracking and re-submitting claims and bills; and to 
strategize solutions for situations in which payments have lapsed.

B. Ensures the organization is billing residents and third-party payers 
properly and retaining supporting documentation.

C. Reviews accounts receivable on a monthly basis and relies on the 
staff to let him/her know of problems.

D. A and B.

5. Accounts payable reports there is an issue with providing supporting 
documentation for therapy charges. The department identifies that a 
portion of the bill calls for payment for which supporting 
documentation is not found. The administrator:

A. Pays the sum because there must be a reason for it.

B. Meets with the therapy provider and rehab manager to discuss 
the unusual charge and the requirement that there be supporting 
documentation for all charges.

C. Informs the therapy provider that billing without proper 
documentation is a potential ethical liability for the facility and 
monitors documentation for further concerns.

D. B and C. 

6. You receive the monthly financial statements and, 
although census has been strong and improving, 
revenue over expenses does not reflect the outcome 
you expected. To determine the reasons behind 
performance results, areas of concern may include:

A. Census and Resource Utilization Group (RUG) 
levels are lower than anticipated, and several 
private pay residents have converted to 
Medicaid.

B. Unplanned expenses, such as: additional supplies 
ordered to meet needs; labor cost increases 
because of overtime and several new hires going 
through orientation; increases in heating/cooling 
costs exceeding those planned for; and repairs 
that are not capital expenditures.

C. The planned boiler replacement was completed.

D. A and B.
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Delivers optimal health care outcomes by integrating current evidence with clinical expertise, resident/family preferences and values.

1. Who is responsible for: listening to residents and families; learning about their customary routines and treatment goals; 
working with them to create a joint plan for their care; and making sure the resident’s preferences are followed?

A. Director of social services.

B. Nurse.

C. Nursing assistant (CNA).

D. All facility staff.

2. Residents must proactively opt out of all experimental treatment or research participation as a condition of admission to a 
nursing facility. 

A. True.

B. False.

3. When reviewing research articles, it is important to determine the reliability. Reliable information has most likely been: 

A. Written by an RN.

B. Reviewed by peers.

C. Written by a physician.

D. All of the above.
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Delivers optimal health care outcomes by integrating current evidence with clinical expertise, resident/family preferences and values.

4. Which of the following is the best source for locating the most current evidence-based guidelines and best practices in the 
administration of pneumonia vaccines?

A. WebMD.

B. The facility infection control policy and procedure manual.

C. The Centers for Disease Control and Prevention (CDC).

D. Merck Manual.

5. Your facility has implemented new scheduling practices to provide consistent staffing. Several very vocal staff members are 
unhappy with the change. As you consider the change’s impact on your staff, you should: 

A. Design a confidential process for soliciting feedback from staff and evaluate the results.

B. Solicit feedback in an open forum meeting.

C. Adjust the schedules of the staff who are complaining in order to accommodate their needs.

D. B and C.

6. Creating a culture of learning and innovation where all staff contribute to the success of the organization may includes:

A. Encouraging all staff to share new ideas and information learned.

B. Including staff of varying positions to participate in improvement and auditing activities and provide leadership support 
and assistance.

C. Listening to staff input and developing their ideas into possible actions using evidence-based resources.

D. All of the above.
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Acts decisively and with fairness, from employee hiring through termination. Works respectfully with people of different races, 
genders, cultures, ages and backgrounds. Identifies and empowers others to use their unique talents to enhance organizational 
effectiveness.

1. Some things that may be discussed at performance review 
are:

A. Job performance.

B. Goals for professional development.

C. Accomplishments.

D. All of the above.

2. Performance improvement goals may include:

A. Seeking ways to assume responsibilities beyond your 
current job description.

B. Being on time for all meetings, which shows your respect 
for other employees’ time.

C. Building relationships among peers to promote 
collaboration and discussion of new ideas.

D. B and C.

3. The facility is required to give equal opportunity to all 
individuals, regardless of their:

A. Job history, skills or abilities.

B. Gender, race or age.

C. Disability, ethnicity or religious beliefs.

D. B and C.

4. Outcomes of using a standardized interview process can be: 

A. It limits the conversation and is not a good idea.  

B. Promotes consistency, allows for a better process of 
comparing applicants.

C. Does not allow for personal expression.

D. A and C.

5. Which of the following is NOT an effective way for you to 
show appreciation to staff?

A. Holding events for special recognition.

B. Assigning additional work because you know they can 
handle it.

C. Offering treats and snacks.

D. Saying thank you.

6. Developing specific policies and procedures for professional 
development will help guide employees to:

A. Meet their performance evaluation goals.

B. Advance their knowledge and remain current with skills, 
standards, rules and regulation.

C. Provide care within their scope of practice.

D. All of the above.
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Uses information and technology to communicate, manage knowledge, mitigate errors and support decision-making. Provides 
leadership and expertise when adopting and implementing information systems to improve resident care delivery.

1. You should review and update Electronic Health 
Records/Electronic Medical Records (EHR/EMR) policies and 
procedures:

A. Annually.

B. Whenever a regulation changes. 

C. When there is a change in functionality of the program.

D. All of the above.

2. Your facility has been asked to evaluate several different 
Electronic Health Record/Electronic Medical Record (EHR/EMR) 
systems. Important things to consider when evaluating these 
systems are: 

A. Ease of use for the staff. 

B. Reports and functions available. 

C. Personal preference of leadership. 

D. A and B.

3. An emergency backup plan for the Electronic Health 
Record/Electronic Medical Records (HER/EMR) should include 
the following:

A. Policies and procedures to follow.

B. Education and training of all departments for the EHR 
backup plan and roles and responsibilities.

C. Provision for the continuity of documentation of care. 

D. All of the above.
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4. Permitting the staff to do an internet-based search on 
computers at the nurses’ station for nursing information is risky 
because nurses may access internet-based information that 
does not accurately support best practices and it increases the 
risk that viruses and malware can infect the system. 

A. True.

B. False.

5. You may use a dashboard/informational pane, if available, to 
alert you of:

A. High risk/problem areas.

B. Changes/new orders from the previous day.

C. Admissions/return to the hospital.

D. All of the above.

6. Electronic Health Records/Electronic Medical Records 
(EHR/EMR) reports, if available, used to identify areas for 
improvement include: 

A. Weight variance, task completion, risk management 
reports.

B. Employee satisfaction reports.

C. Resident satisfaction reports.

D. All of the above.

NEXTPREVIOUS



Understands the nursing home’s role in the health care continuum and how it relates to other providers within the continuum of 
care. Knowledgeable of the functions of all departments in the nursing home and the services provided. Minimizes risk of harm to 
residents and providers through safety, system effectiveness and individual performance. 

1. The nursing home administrator ensures fire drills are completed, critiqued and documented as required.

A. True.

B. False.

2. During an inspection, a regulatory inspector can identify the value of the nursing home administrator, director of nursing 
services (DON/DNS) and staff in providing elder care services. Observations of value may include which of the following:

A. Residents are happy and well cared for.

B. Staff are responsive to residents.

C. Environment is clean and well maintained.

D. All of the above.

3. Contaminated laundry is defined as:

A. Laundry that was soiled with blood or other potentially infectious materials or may contain sharps.

B. Only laundry that has been soiled with visible blood.

C. Laundry that has stains that were not removed when washed.

D. I don’t know.

4. You must record information on the Occupational Safety and Health Administration (OSHA) log about every work-related 
death or injury/illness that involves loss of consciousness, restricted work activity or job transfer, days away from work or 
medical treatment beyond first aid.

A. True.

B. False. 
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5. You must keep the Occupational Safety and Health Administration (OSHA) log and summary for:

A. Five years following the year to which they pertain.

B. Two years following the year to which they pertain.

C. Seven years following the year to which they pertain.

D. Indefinitely.

6. Service animals could carry pathogens transmissible to humans. The risk for transmission is high, even with a healthy, clean,
vaccinated, well-behaved and well-trained service animal, the most common of which are dogs and cats.

A. True. 

B. False.

7. An external fire door is propped open, resulting in an unsafe condition. You should:

A. Remind staff to close the door by the end of their shift.

B. Instruct staff to correct the unsafe condition.

C. Instruct staff to correct the unsafe condition or correct it yourself if no one is around. 

D. Check the immediate outside environment for eloped residents, close the door and validate the safety and location of all 
residents. 

Understands the nursing home’s role in the health care continuum and how it relates to other providers within the continuum of 
care. Knowledgeable of the functions of all departments in the nursing home and the services provided. Minimizes risk of harm to 
residents and providers through safety, system effectiveness and individual performance. 
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Understands and maintains current knowledge of federal, state and local healthcare regulations and policies that affect care 
delivery, cost, quality and access.

1. You can find most federal documents related to nursing homes at www.cms.gov, under “Medicare” in the Quality, Safety & 
Oversight - Guidance to Laws & Regulations section.

A. True.

B. False.

2. Which document would you reference (online or via paper copy) when looking for guidelines on long-term care regulations?

A. Nursing Home Compare.

B. Chapter 7 of the State Operations Manual.

C. Appendix PP of the State Operations Manual.

D. Life and Safety Code.

3. The Survey and Enforcement Process for skilled nursing facilities is found in:

A. Appendix PP of the State Operations Manual.

B. Chapter 7 of the State Operations Manual.

C. Life and Safety Code.

D. Chapter 2 of the State Operations Manual.

4. Where can you find announcements concerning changes in long-term care regulations or policies?

A. Memos to state survey agency directors from the Centers for Medicare & Medicaid Services’ (CMS) Center for Clinical 
Standards and Quality, Safety & Oversight Group.

B. Chapter 4 of the State Operations Manual.

C. Appendix PP of the State Operations Manual.

D. I don’t know. 
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Understands and maintains current knowledge of federal, state and local healthcare regulations and policies that affect care 
delivery, cost, quality and access.

5. The information on Nursing Home Compare comes from 
these key sources: 

A. CMS's health inspection database and Payroll-Based 
Journal (PBJ) system.

B. The Minimum Data Set (MDS) national database and 
Medicare claims data.

C. A and B.

D. None of the above.

6. The Special Focus Facility Program is for nursing homes with a 
consistent history of serious quality issues. 

A. True.

B. False.

7. If skilled nursing facilities are not in substantial compliance 
with regulations, remedies that may be imposed by CMS are:

A. Civil Money Penalty (CMP).

B. Termination.

C. Denial of payment on new or all admissions.

D. Directed plans of correction or directed in-service.

E. Temporary management and/or state monitoring. 

F. All of the above.

8. The new Requirements of Participation (ROP) are being 
phased in over a three-year period. The final phase includes 
which major provision?

A. Inclusion of a designated infection preventionist role with 
evidence of completion of appropriate training.

B. Renumbering of federal tags.

C. Completion of a baseline care plan within 48 hours of a 
resident’s admission to the facility.

D. Dementia management and care of the cognitively 
impaired in-service training.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives. 
Uses this knowledge to support the staff in providing compassionate and coordinated care based on respect for the resident’s 
preferences, values and needs.

1. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness and those needs do
NOT need to be considered as part of the development of a person-centered plan of care.

A. True.

B. False.

2. Which of the following supports person-centered care when making nursing assistant (CNA) assignments in your facility?

A. Even distribution of the number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

3. In a person-centered care environment, the inclusion of resident, representative and family in decisions related to care, with
the resident being the source of control, means:

A. Including both the resident, family and representative in care planning decisions.

B. Recognizing the resident’s right to choose, even if the family or representative disagrees with his/her choice.

C. Offering choices that support the resident’s values, preferences and abilities.

D. All of the above.
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Recognizes and supports the resident’s right to make decisions about his/her health care and maintain control over his/her daily life. 
Uses this knowledge to support the staff in providing compassionate and coordinated care based on respect for the resident’s 
preferences, values and needs.

4. A resident often saves snacks and food in her room. The family tells you that the resident has always saved food because
he/she is afraid of being hungry. Which of the following is a person-centered approach to this situation?

A. Explain that keeping food might attract bugs and insist you will get her anything she wants, anytime she wants it.

B. Discard food only when resident is out of the room.

C. Provide her with individually wrapped non-perishable items and safe food storage containers.

D. Insist all food is dated and is stored in the resident nourishment room.

5. Which factors may play a role in a resident or representative’s decision to place a gastric-feeding tube in a resident who has
lost the ability to swallow?

A. Culture.

B. Spiritual beliefs.

C. Age.

D. All of the above.

6. A resident tells you he/she does NOT want to be kept alive by machines. By utilizing active listening to elicit the resident’s
values and preferences you might:

A. Restate what the resident said and ask if you understood it correctly.

B. Arrange to have the nurse begin the procedure to get a do not resuscitate (DNR) order.

C. Empathize with the resident’s concerns and allow him/her time to verbalize fears.

D. A and C.
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Complete the REQUIRED steps to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.*

2. Click “SUBMIT” to reveal your scores on the next page.*

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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SUBMIT



The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify  competency gaps in 

order to provide the highest quality of care to residents.
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Competency

1) Business Knowledge and Skills

Your Score Total %

2) Evidence-Based Practices

3) Human Resources

4) Informatics and Technology

5) Knowledge of the Health Care Environment

6) Knowledge of the Regulatory Environment

7) Person-Centered Care

TOTAL

NEXTPREVIOUS

12

12

12

12

12

14

90

16



Behavioral Technical

Competency Your % Competency Your %

Change Management Business Knowledge and Skills

Communications and Relationship Management Evidence-Based Practices

Critical Thinking Human Resources

Leadership Informatics and Technology

Professionalism Knowledge of the Health Care Environment

Knowledge of the Regulatory Environment

Person-Centered Care

TOTAL TOTAL
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For Administrator, Director of Nursing (DON) and

Assistant Director of Nursing (ADON) 1



Competency assessments are an important tool to:

 HELP you share professional strengths and growth areas with management

 HELP your facility continue to build a culture of quality care for residents

X   NOT be used against you

X   NOT be shared with federal or state officials/surveyors

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

The assessment should take you about 30 to 40 minutes to complete, and the results will: 

2



1. ASK where you should return the assessment when you’re done.
2. USE a blue or black ink pen to clearly mark your answers.
3. STAPLE all your pages together before you return the completed assessment.

BEFORE YOU BEGIN

COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2
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COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2

Your supervisor will meet with you to review your results, answer any 
questions you have and identify how leadership can help you address 
your competency growth areas.

AFTER YOU FINISH

Helpful tips before you meet with your supervisor:

1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you. 4



Fill in the circle next to 
the answer you want to select. 

Choose only one answer per 
question

This gives you a brief description
of the section you are viewing. 

Use this bar to
track your progress

through the assessment. 
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1. READ each question carefully, and consider the topic and answer choices 
before selecting your response. 

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below:

Please select your position:

Administrator Director of Nursing (DON) Assistant Director of Nursing (ADON)

6
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Uses effective strategies to facilitate organizational change initiatives and overcome resistance to change.

1. Building an interactive relationship with the medical staff will result in:

A. Improved understanding of challenges within the local health care market and how the facility is perceived by other
providers.

B. Input into new care initiatives for the facility.

C. A collaborative relationship that will benefit decision-making.

D. All of the above.

2. Gaining resident and family feedback prior to adjusting facility practices may lead to:

A. Valuable information and suggestions related to changes.

B. Complaints, dissatisfaction and rumors.

C. Problems with direct caregivers.

D. More priorities than can be addressed at this time.

3. A colleague informs you that one of your subordinates is voicing resistance and creating difficulties during critical group
meetings about electronic health record/electronic medical record (EHR/EMR) implementation. You should:

A. Investigate the performance issues and discipline the employee.

B. Schedule a time to speak with the employee so you can understand his/her concerns and assist him/her to better
present the concerns to the team.

C. Remind the team of how busy your subordinate is and suggest the team continue with their important work.

D. Do nothing because the team needs to collaborate to resolve issues within the group.
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Uses effective strategies to facilitate organizational change initiatives and overcome resistance to change.

4. To promote person-centered care practices and facility-wide adoption, leaders may:

A. Complete rounds and observe resident-staff interactions.

B. Formally and informally talk with residents and their representatives to identify levels of satisfaction.

C. Provide interactive staff member education and seek feedback regarding challenges needing to be addressed.

D. All of the above.

5. You are presenting the facility’s philosophy of providing person-centered care to employees during orientation. An 
employee shares an experience about providing person-centered care and describes how “it works until you’re short staffed 
or there’s a really demanding resident or family member who is never satisfied.” How would you respond?

A. Take him/her to HR during the next break and suggest that maybe he/she is not a good fit for the facility.

B. Let him/her know that more information about person-centered care will be provided during the required online 
training. Tell him/her to come find you later if he/she has any further questions.

C. Use the information he/she shared as an example for the discussion of how to address the challenges of direct care 
while remaining focused on person-centered care.

D. Since general orientation is only scheduled for four hours, you need to keep presenting the agenda items so you can 
finish your task on time.

6. Following the annual review of the facility’s vision, values and mission statement, the team determines that moving to a 
holistic approach to dementia care will better meet the needs of residents with dementia. With so many resources and 
programs available, some of the best methods to identify which approach to use include:

A. Find an online tool to guide you through the process and help you prepare to implement the new program. Direct the 
departments to go online and look at the one you have chosen because you plan to implement it within 90 days. 

B. Complete research of dementia care programs. Have an internal work group assist in review, planning and 
implementation to meet goals.

C. Develop approaches and timelines to meet the goals of the new program.

D. B and C. 
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Communicates effectively, clearly expresses ideas and disseminates information about decisions, plans and activities to a variety of 
stakeholder groups (e.g., medical practitioners, academics, nursing staff). Develops collaborative relationships with key stakeholders 
(e.g., the Centers for Medicare and Medicaid Services, state survey and certification agency, medical director, residents and families, 
facility employees and the community).

1. When developing a new service line, who should be involved in discussions, planning and decision-making with the
administrator?

A. Referral sources, medical director, director of nursing and admissions staff.

B. Community sources to identify future population statistics.

C. Social worker/discharge planner within the facility.

D. All of the above.

2. Conflicts between two senior members of your management team have started to impact staff’s ability to effectively
communicate when planning and providing care. The most effective way to address this issue is:

A. Approach the direct care staff members to handle the situation.

B. Meet separately with the senior members of management to learn the conflict causes and arrange to meet with them
together to resolve the issues. Set expectations for improvements needed to address direct care outcomes.

C. Facilitate a discussion between the entire senior management team to identify causes of the conflict, discuss the impacts
of the conflict and develop plans to overcome them.

D. Do nothing. They will work it out.

3. Your staff and resident population represent many cultures, religions and genders. Everyone gets along in this diverse
environment and respects one another. Therefore, you and your staff do NOT need additional cultural sensitivity training.

A. True.

B. False.
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Communicates effectively, clearly expresses ideas and disseminates information about decisions, plans and activities to a variety of 
stakeholder groups (e.g., medical practitioners, academics, nursing staff). Develops collaborative relationships with key stakeholders 
(e.g., the Centers for Medicare and Medicaid Services, state survey and certification agency, medical director, residents and families, 
facility employees and the community).

4. The hospital that has been your facility’s primary referral source has unexpectedly decreased referrals. The best way to
address this change would be to:

A. Call the discharge planner and complain he/she is being unfair.

B. Host a workgroup that includes the administrator, DON, admissions coordinator, rehabilitation director and social worker
to identify and respond to potential issues, such as communication and response to referrals, facility’s hospital
readmission rates, admission processes, resident satisfaction and outcomes.

C. Schedule a meeting between the administrator, admissions coordinator and the hospital discharge planners to discuss
the change in referrals, the types of services at the facility, the facility reputation and opportunities for improvement.

D. Schedule a meeting with the hospital discharge planners to identify communication gaps and other concerns and share
data from internal review.

E. B and D.

5. The goals of succession planning and mentoring may include:

A. Identifying and mentoring those nurses with the ability and desire to advance in their careers.

B. Providing for advancement opportunities within the facility by having prepared, mentored staff to step into leadership
roles when experiencing turnover.

C. Having only Bachelor of Science in Nursing (BSN) prepared staff in nursing leadership roles.

D. A and B.
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Demonstrates an ability to apply systems thinking as an approach to analysis and decision-making. Understands complex adaptive 
systems, definitions and applications.

1. Three residents suddenly develop symptoms of respiratory illness, which are confirmed by the medical practitioner as contagious.
Delay in implementing necessary precautions could result in:

A. Citation for failing to implement interventions to protect residents and employees.

B. Public health department involvement, facility quarantine and media coverage.

C. Further resident and employee illness, which could result in deaths.

D. All of the above.

2. One way to reinforce a systems approach to problem solving is:

A. Performance review.

B. Brainstorming of interventions for a Performance Improvement Project (PIP).

C. Assign auditing of medical records.

D. Disciplinary action.

3. Leadership has determined that a current best practice in the industry should be implemented at the facility. What steps
need to be taken to incorporate the best practice?

A. Plan: As a team, review the current policies and identify the needed changes to implement the best practice; determine
how, when and who will be responsible for each task (e.g., education, editing documents, etc.).

B. Do: Implement planned tasks.

C. Study and Act: Seek feedback from staff impacted by changes, analyze and make revisions as necessary.

D. All of the above.
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Demonstrates an ability to apply systems thinking as an approach to analysis and decision-making. Understands complex adaptive 
systems, definitions and applications.

4. When attending an external educational session, you learn about an alternate method to address quality management for
your organization. It could lead to improved interdisciplinary-based processes and outcomes, which your facility has
identified as an opportunity for improvement. How do you proceed?

A. Go online and gather additional information so you can mandate adoption of the updated process.

B. Realize this process will not work because no one will accept the change.

C. Gather additional information available and present the research to your facility’s QAPI committee for further
discussion and direction.

D. Make copies of the presentation for your department managers and tell them to come up with a plan to switch as soon
as possible.

5. Opportunities for coaching and establishing expectations of staff around the use of systems thinking are:

A. During QAPI meetings.

B. During general orientation and through periodic training.

C. During the pre-employment interview.

D. All of the above.

6. The organization has noted a decline in traditional skilled nursing facility admissions, resulting in census declines over time.
As a facility leader, how will you begin to understand and address this issue with the quality assurance and performance
improvement (QAPI) team?

A. Prepare to complete a Strengths-Weaknesses-Opportunities-Threats (SWOT) analysis with the QAPI team to identify
specific census trends and population mix changes within the community.

B. Review census-related financial trends, capital and workforce needs; project the impact that future mix scenarios will
have on financial viability and success.

C. Gather information from referral sources to identify projected changes in community needs.

D. All of the above.
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Functions effectively with interprofessional teams to foster open communication, mutual respect and shared decision-making and 
to achieve quality resident care. Gathers information quickly, analyzes and offers decisive actions in critical situations. Develops 
long-term vision into objectives and realistic business strategies. 

1. You begin designing an action plan to implement a new process for your facility. To make sure the process of implementation
is effective, you should:

A. Review policies and assign a date to begin planning with your team so that if there are mistakes, there is time to correct
them.

B. Implement the plan using a pilot group and studying outcomes. Adjust and expand the plan based on feedback as
appropriate.

C. Consult team members who have worked on prior projects.

D. All of the above.

2. The expectation for ongoing professional growth is only for those professionals who have continuing education
requirements.

A. True.

B. False.

3. When should you discuss opportunities to identify, address and support professional growth with a staff member?

A. During the annual performance review.

B. It’s up to the staff member to show his/her commitment to learning and provide plans on how to accomplish his/her
goals.

C. Through regular contact and by applying active listening in both formal and informal discussions to identify future goals
and interests.

D. It is difficult to determine how to address professional growth because the budget only includes education for the
administrator and the director of nursing (DON).
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Functions effectively with interprofessional teams to foster open communication, mutual respect and shared decision-making and 
to achieve quality resident care. Gathers information quickly, analyzes and offers decisive actions in critical situations. Develops 
long-term vision into objectives and realistic business strategies. 

4. As the organization moves into new or enhanced business opportunities, the leader’s role is to:

A. Identify desired outcomes and determine organizational strengths, weaknesses, opportunities and threats.

B. Engage the workforce to understand and support potential changes associated with the opportunity.

C. Determine ways to prevent the move into the new opportunity, fearing that it will lead to more challenges than benefits.

D. A and B.

5. When planning care for a short-term rehabilitative client, staff is informed the resident does not speak English. The family
decision-maker offered to remain with the resident at all times during the resident’s admission to act as a liaison and
translator between staff and the resident. This falls outside established policy. How would you approach this situation:

A. Prior to admission, let the family decision-maker know that the facility’s policy requires the use of a translation service to
communicate with the resident.

B. Deny the admission because the team will be unable to communicate directly with the client.

C. Tell the family decision-maker that he/she cannot provide translation services because it is a violation of the Health
Insurance Portability and Accountability Act (HIPAA).

D. Let the referral source know that since this is not an accepted practice within the organization, the facility cannot accept
the referral for admission.

6. Which of the following is NOT a way leaders can assure staff are following ethical practices?

A. Establishing an ethics committee to oversee policies.

B. Providing ethics education only after an incident has occurred.

C. Providing a confidential resource for reporting.

D. Implementing measures to monitor activities by both employees and vendors.
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1. As you begin your day, you are notified of staffing challenges and a survey and certification team arrives to follow up on a 
complaint. You specifically blocked off this morning to work on several high-priority reports. Your approaches to the day 
may include:

A. Assist the survey team to the designated work space. Let the facility staff know of the survey teams arrival. Review your 
calendar and delegate tasks appropriately.

B. Continue your planned day without interruption. If the survey team needs anything, they will let you know.

C. Drop everything and follow the survey team throughout their investigation.

D. None of the above.

2. Which of the following is an example of how you can ensure that educational growth is realistic and achievable?

A. Provide opportunities for staff members to attend seminars.

B. Offer times to complete online webinar sessions.

C. Provide staff members access to the organization’s scholarship program. 

D. All of the above.

Demonstrates personal and professional accountability. Fosters a professional and productive environment.
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3. As a resident you approved for admission is arriving from the hospital, the transportation personnel informs the nurses that
the resident only speaks Portuguese. This information was available in the referral packet you received, but it was
overlooked. Which action is most appropriate?

A. Return the resident to the hospital based on the realized language barrier and potential impact on care.

B. Proceed with the admission, not knowing any Portuguese and keeping the resident's information private.

C. Ask the hospital discharge planner which Culturally and Linguistically Appropriate Services (CLAS) approved translation
service the hospital used and obtain the CLAS contact information.

D. Assign the resident to a CNA that is from Portugal and ask the CNA to help translate for the admission.

4. Differing opinions and viewpoints benefit the facility in many ways. Which of the following statements is TRUE?

A. Different views can be dangerous because they may lead to dissatisfaction and chaos.

B. Through sharing different viewpoints in a collaborative manner, the facility can investigate ideas in a broader based way,
which could lead to innovative change.

C. Alternate opinions and divergent viewpoints may result in changes that interfere with facility functioning and  should
therefore be limited.

D. Viewpoints that vary from accepted policy should be carefully reviewed and only leadership-informed.

5. Following established processes to mentor a new administrator is not always needed if he/she has already completed an
approved course of study and successfully passed a comprehensive examination.

A. True.

B. False.

Demonstrates personal and professional accountability. Fosters a professional and productive environment.

17



Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring.

Make sure to double check all your answers. Your supervisor will score your 

assessment after you complete both sections and will provide you with a final score 

card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Change Management x 2 = / 12 =

2) Communications and Relationship
Management

x 2 = / 10 =

3) Critical Thinking x 2 = / 14 =

4) Leadership x 2 = / 12 =

5) Professionalism x 2 = / 10 =

TOTAL / 56 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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Articulates business models for health care organizations and understands general accounting principles. Seeks broad business 
knowledge and understands the financial aspects of the business, as well as the implications of the business beyond own service 
area. 

1. Identifying who the stakeholders are within and outside of the organization is the first step in promoting the image of the
facility and the care provided. Important stakeholders identified by the facility may include:

A. Residents and families.

B. Community and referral sources.

C. A and B.

D. None of the above.

2. In a competitive hiring market, the facility needs to satisfy and retain current employees to prevent openings that affect
resident care. Incentives and recognition programs may include:

A. Celebrations for years of service, meeting goals, individual performance, as well as random acts of kindness.

B. Competitive shift differentials and benefits compared to facilities in the geographic area.

C. Other resources available to employees, such as flexible scheduling options.

D. All of the above.

3. If an employee is called back to the unit during his/her required unpaid meal break or stays over into the next shift to
complete his/her work, the facility is required to pay him/her for the meal time or the additional hours.

A. True.

B. False.
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Articulates business models for health care organizations and understands general accounting principles. Seeks broad business
knowledge and understands the financial aspects of the business, as well as the implications of the business beyond own service 
area. 

4. To monitor that the facility is properly paid for services provided and
to prevent collections issues, the administrator should:

A. Schedules weekly and as-needed reviews with the business office
manager to discuss: days outstanding for resident accounts; the
process for tracking and re-submitting claims and bills; and to
strategize solutions for situations in which payments have lapsed.

B. Ensures the organization is billing residents and third-party payers
properly and retaining supporting documentation.

C. Reviews accounts receivable on a monthly basis and relies on the
staff to let him/her know of problems.

D. A and B.

5. Accounts payable reports there is an issue with providing supporting
documentation for therapy charges. The department identifies that a
portion of the bill calls for payment for which supporting
documentation is not found. The administrator:

A. Pays the sum because there must be a reason for it.

B. Meets with the therapy provider and rehab manager to discuss
the unusual charge and the requirement that there be supporting
documentation for all charges.

C. Informs the therapy provider that billing without proper
documentation is a potential ethical liability for the facility and
monitors documentation for further concerns.

D. B and C.

6. You receive the monthly financial statements and,
although census has been strong and improving,
revenue over expenses does not reflect the outcome
you expected. To determine the reasons behind
performance results, areas of concern may include:

A. Census and Resource Utilization Group (RUG)
levels are lower than anticipated, and several
private pay residents have converted to
Medicaid.

B. Unplanned expenses, such as: additional supplies
ordered to meet needs; labor cost increases
because of overtime and several new hires going
through orientation; increases in heating/cooling
costs exceeding those planned for; and repairs
that are not capital expenditures.

C. The planned boiler replacement was completed.

D. A and B.
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Delivers optimal health care outcomes by integrating current evidence with clinical expertise, resident/family preferences and values.

1. Who is responsible for: listening to residents and families; learning about their customary routines and treatment goals;
working with them to create a joint plan for their care; and making sure the resident’s preferences are followed?

A. Director of social services.

B. Nurse.

C. Nursing assistant (CNA).

D. All facility staff.

2. Residents must proactively opt out of all experimental treatment or research participation as a condition of admission to a
nursing facility.

A. True.

B. False.

3. When reviewing research articles, it is important to determine the reliability. Reliable information has most likely been:

A. Written by an RN.

B. Reviewed by peers.

C. Written by a physician.

D. All of the above.
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Delivers optimal health care outcomes by integrating current evidence with clinical expertise, resident/family preferences and values.

4. Which of the following is the best source for locating the most current evidence-based guidelines and best practices in the
administration of pneumonia vaccines?

A. WebMD.

B. The facility infection control policy and procedure manual.

C. The Centers for Disease Control and Prevention (CDC).

D. Merck Manual.

5. Your facility has implemented new scheduling practices to provide consistent staffing. Several very vocal staff members are
unhappy with the change. As you consider the change’s impact on your staff, you should:

A. Design a confidential process for soliciting feedback from staff and evaluate the results.

B. Solicit feedback in an open forum meeting.

C. Adjust the schedules of the staff who are complaining in order to accommodate their needs.

D. B and C.

6. Creating a culture of learning and innovation where all staff contribute to the success of the organization may includes:

A. Encouraging all staff to share new ideas and information learned.

B. Including staff of varying positions to participate in improvement and auditing activities and provide leadership support
and assistance.

C. Listening to staff input and developing their ideas into possible actions using evidence-based resources.

D. All of the above.
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Acts decisively and with fairness, from employee hiring through termination. Works respectfully with people of different races, 
genders, cultures, ages and backgrounds. Identifies and empowers others to use their unique talents to enhance organizational 
effectiveness.

1. Some things that may be discussed at performance review
are:

A. Job performance.

B. Goals for professional development.

C. Accomplishments.

D. All of the above.

2. Performance improvement goals may include:

A. Seeking ways to assume responsibilities beyond your
current job description.

B. Being on time for all meetings, which shows your respect
for other employees’ time.

C. Building relationships among peers to promote
collaboration and discussion of new ideas.

D. B and C.

3. The facility is required to give equal opportunity to all
individuals, regardless of their:

A. Job history, skills or abilities.

B. Gender, race or age.

C. Disability, ethnicity or religious beliefs.

D. B and C.

4. Outcomes of using a standardized interview process can be:

A. It limits the conversation and is not a good idea.

B. Promotes consistency, allows for a better process of
comparing applicants.

C. Does not allow for personal expression.

D. A and C.

5. Which of the following is NOT an effective way for you to
show appreciation to staff?

A. Holding events for special recognition.

B. Assigning additional work because you know they can
handle it.

C. Offering treats and snacks.

D. Saying thank you.

6. Developing specific policies and procedures for professional
development will help guide employees to:

A. Meet their performance evaluation goals.

B. Advance their knowledge and remain current with skills,
standards, rules and regulation.

C. Provide care within their scope of practice.

D. All of the above.

25



Uses information and technology to communicate, manage knowledge, mitigate errors and support decision-making. Provides 
leadership and expertise when adopting and implementing information systems to improve resident care delivery.

4. Permitting the staff to do an internet-based search on
computers at the nurses’ station for nursing information is risky
because nurses may access internet-based information that
does not accurately support best practices and it increases the
risk that viruses and malware can infect the system.

A. True.

B. False.

5. You may use a dashboard/informational pane, if available, to
alert you of:

A. High risk/problem areas.

B. Changes/new orders from the previous day.

C. Admissions/return to the hospital.

D. All of the above.

6. Electronic Health Records/Electronic Medical Records
(EHR/EMR) reports, if available, used to identify areas for
improvement include:

A. Weight variance, task completion, risk management
reports.

B. Employee satisfaction reports.

C. Resident satisfaction reports.

D. All of the above.

1. You should review and update Electronic Health
Records/Electronic Medical Records (EHR/EMR) policies and
procedures:

A. Annually.

B. Whenever a regulation changes.

C. When there is a change in functionality of the program.

D. All of the above.

2. Your facility has been asked to evaluate several different
Electronic Health Record/Electronic Medical Record (EHR/EMR)
systems. Important things to consider when evaluating these
systems are:

A. Ease of use for the staff.

B. Reports and functions available.

C. Personal preference of leadership.

D. A and B.

3. An emergency backup plan for the Electronic Health
Record/Electronic Medical Records (HER/EMR) should include
the following:

A. Policies and procedures to follow.

B. Education and training of all departments for the EHR
backup plan and roles and responsibilities.

C. Provision for the continuity of documentation of care.

D. All of the above.
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Understands the nursing home’s role in the health care continuum and how it relates to other providers within the continuum of 
care. Knowledgeable of the functions of all departments in the nursing home and the services provided. Minimizes risk of harm to 
residents and providers through safety, system effectiveness and individual performance. 

1. The nursing home administrator ensures fire drills are completed, critiqued and documented as required.

A. True.

B. False.

2. During an inspection, a regulatory inspector can identify the value of the nursing home administrator, director of nursing
services (DON/DNS) and staff in providing elder care services. Observations of value may include which of the following:

A. Residents are happy and well cared for.

B. Staff are responsive to residents.

C. Environment is clean and well maintained.

D. All of the above.

3. Contaminated laundry is defined as:

A. Laundry that was soiled with blood or other potentially infectious materials or may contain sharps.

B. Only laundry that has been soiled with visible blood.

C. Laundry that has stains that were not removed when washed.

D. I don’t know.

4. You must record information on the Occupational Safety and Health Administration (OSHA) log about every work-related
death or injury/illness that involves loss of consciousness, restricted work activity or job transfer, days away from work or
medical treatment beyond first aid.

A. True.

B. False.
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5. You must keep the Occupational Safety and Health Administration (OSHA) log and summary for:

A. Five years following the year to which they pertain.

B. Two years following the year to which they pertain.

C. Seven years following the year to which they pertain.

D. Indefinitely.

6. Service animals could carry pathogens transmissible to humans. The risk for transmission is high, even with a healthy, clean,
vaccinated, well-behaved and well-trained service animal, the most common of which are dogs and cats.

A. True.

B. False.

7. An external fire door is propped open, resulting in an unsafe condition. You should:

A. Remind staff to close the door by the end of their shift.

B. Instruct staff to correct the unsafe condition.

C. Instruct staff to correct the unsafe condition or correct it yourself if no one is around.

D. Check the immediate outside environment for eloped residents, close the door and validate the safety and location of all
residents.

Understands the nursing home’s role in the health care continuum and how it relates to other providers within the continuum of 
care. Knowledgeable of the functions of all departments in the nursing home and the services provided. Minimizes risk of harm to 
residents and providers through safety, system effectiveness and individual performance. 
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Understands and maintains current knowledge of federal, state and local healthcare regulations and policies that affect care 
delivery, cost, quality and access.

1. You can find most federal documents related to nursing homes at www.cms.gov, under “Medicare” in the Quality, Safety & 
Oversight - Guidance to Laws & Regulations section.

A. True.

B. False.

2. Which document would you reference (online or via paper copy) when looking for guidelines on long-term care regulations?

A. Nursing Home Compare.

B. Chapter 7 of the State Operations Manual.

C. Appendix PP of the State Operations Manual.

D. Life and Safety Code.

3. The Survey and Enforcement Process for skilled nursing facilities is found in:

A. Appendix PP of the State Operations Manual.

B. Chapter 7 of the State Operations Manual.

C. Life and Safety Code.

D. Chapter 2 of the State Operations Manual.

4. Where can you find announcements concerning changes in long-term care regulations or policies?

A. Memos to state survey agency directors from the Centers for Medicare & Medicaid Services’ (CMS) Center for Clinical 
Standards and Quality, Safety & Oversight Group.

B. Chapter 4 of the State Operations Manual.

C. Appendix PP of the State Operations Manual.

D. I don’t know. 
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Understands and maintains current knowledge of federal, state and local healthcare regulations and policies that affect care 
delivery, cost, quality and access.

5. The information on Nursing Home Compare comes from
these key sources:

A. CMS's health inspection database and Payroll-Based
Journal (PBJ) system.

B. The Minimum Data Set (MDS) national database and
Medicare claims data.

C. A and B.

D. None of the above.

6. The Special Focus Facility Program is for nursing homes with a
consistent history of serious quality issues.

A. True.

B. False.

7. If skilled nursing facilities are not in substantial compliance
with regulations, remedies that may be imposed by CMS are:

A. Civil Money Penalty (CMP).

B. Termination.

C. Denial of payment on new or all admissions.

D. Directed plans of correction or directed in-service.

E. Temporary management and/or state monitoring.

F. All of the above.

8. The new Requirements of Participation (ROP) are being
phased in over a three-year period. The final phase includes
which major provision?

A. Inclusion of a designated infection preventionist role with
evidence of completion of appropriate training.

B. Renumbering of federal tags.

C. Completion of a baseline care plan within 48 hours of a
resident’s admission to the facility.

D. Dementia management and care of the cognitively
impaired in-service training.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives. 
Uses this knowledge to support the staff in providing compassionate and coordinated care based on respect for the resident’s 
preferences, values and needs.

1. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness and those needs do
NOT need to be considered as part of the development of a person-centered plan of care.

A. True.

B. False.

2. Which of the following supports person-centered care when making nursing assistant (CNA) assignments in your facility?

A. Even distribution of the number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

3. In a person-centered care environment, the inclusion of resident, representative and family in decisions related to care, with
the resident being the source of control, means:

A. Including both the resident, family and representative in care planning decisions.

B. Recognizing the resident’s right to choose, even if the family or representative disagrees with his/her choice.

C. Offering choices that support the resident’s values, preferences and abilities.

D. All of the above.
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Recognizes and supports the resident’s right to make decisions about his/her health care and maintain control over his/her daily life. 
Uses this knowledge to support the staff in providing compassionate and coordinated care based on respect for the resident’s 
preferences, values and needs.

4. A resident often saves snacks and food in her room. The family tells you that the resident has always saved food because
he/she is afraid of being hungry. Which of the following is a person-centered approach to this situation?

A. Explain that keeping food might attract bugs and insist you will get her anything she wants, anytime she wants it.

B. Discard food only when resident is out of the room.

C. Provide her with individually wrapped non-perishable items and safe food storage containers.

D. Insist all food is dated and is stored in the resident nourishment room.

5. Which factors may play a role in a resident or representative’s decision to place a gastric-feeding tube in a resident who has
lost the ability to swallow?

A. Culture.

B. Spiritual beliefs.

C. Age.

D. All of the above.

6. A resident tells you he/she does NOT want to be kept alive by machines. By utilizing active listening to elicit the resident’s
values and preferences you might:

A. Restate what the resident said and ask if you understood it correctly.

B. Arrange to have the nurse begin the procedure to get a do not resuscitate (DNR) order.

C. Empathize with the resident’s concerns and allow him/her time to verbalize fears.

D. A and C.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring. 

Make sure to double check all your answers before handing in your completed 

assessment. Staple the pages together. Your manager will score your assessment 

and provide you with a final score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Business Knowledge and Skills x 2 = / 12 =

2) Evidence-Based Practices x 2 = / 12 =

3) Human Resources x 2 = / 12 =

4) Informatics and Technology x 2 = / 12 =

5) Knowledge of the Health Care
Environment

x 2 = / 14 =

6) Knowledge of the Regulatory
Environment

x 2 = / 14 =

7) Person-Centered Care x 2 = / 12 =

TOTAL / 90 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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Behavioral Technical

Competency Your % Competency Your %

Change Management Business Knowledge and Skills

Communications and Relationship Management Evidence-Based Practices

Critical Thinking Human Resources

Leadership Informatics and Technology

Professionalism Knowledge of the Health Care Environment

Knowledge of the Regulatory Environment

Person-Centered Care

TOTAL TOTAL
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1

For Registered Nurse (RN) and

Licensed Practical/Vocational Nurse (LPN/LVN) NEXT







X 
X 

Competency assessments are an important tool to:

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical Resident-Based

The assessment should take you about 1 hour to complete, and the results will: 

2

HELP you share professional strengths and growth areas with management

HELP your facility continue to build a culture of quality care for residents

  NOT be used against you

  NOT be shared with federal or state officials/surveyors

NEXTPREVIOUS



1

x

3

COMPLETE COMPETENCY
ASSESSMENT

BEFORE YOU BEGIN

1. ASK where you should save the assessment file (such as desktop folder, shared drive, flash drive).

2. SAVE the file with your FIRST and LAST NAME as part of the file name.

3. CLICK “File,” then click “Save” as you complete each section of the assessment.

2

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

3

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

NEXTPREVIOUS
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COMPLETE COMPETENCY
ASSESSMENT

2

x

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

3

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

AFTER YOU FINISH
Your supervisor will meet with you to review your results, answer any 
questions you have, and identify how leadership can help you address 
your competency growth areas.

Helpful tips before you meet with your supervisor:

1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you.

4
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5

This gives you a brief description
of the section you are viewing. 

Click on the circle next to 
the answer you want to select. 

You will know the selection is complete 
when the circle turns black.

Click the 'NEXT‘ and 
‘PREVIOUS’ buttons to 
move between pages,  

Do NOT use the scroll bar.

Use this bar to
track your progress

through the assessment. 

NEXTPREVIOUS



1. READ each question carefully, and consider the topic and answer choices
before selecting your response.

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below (REQUIRED):

Please select your position:

Registered Nurse (RN) Licensed Practical/Vocational Nurse (LPN/LVN)

6

NEXTPREVIOUS



7

Please SAVE the assessment 
if you have not done so already

Remember to:
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLICK “File,” then click “Save” as you complete each section of the assessment.

If you are in a web browser*: 
1. SAVE the file with your FIRST and LAST NAME as part of the file name.

2. CLOSE the file in the web browser.

3. OPEN the file from the saved location.

*Responses will not be saved if you complete the assessment in the web browser.

NEXTPREVIOUS
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Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to 
access to information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident
is not able to advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure 
services enhance care within the organization.

1. Your unit will begin using a new IV pump and the training is 
scheduled for 15 minutes before the end of your shift. You:

A. Complete your work in time to attend the training so that 
you fully understand the capabilities of the new equipment.

B. Ask your coworkers to tell you what they learn.

C. State that pumps are all the same and that you will figure it 
out when the pump gets to the unit.

D. Hope you never have to use it.

2. Professional standards include providing person-centered care. An 
example of person-centered care is:

A. Follow a plan of care that is the same for every person.

B. Follow a plan of care that respects the unique needs of 
each individual.

C. Follow a plan of care that makes work easy for the staff.

D. Follow the same plan of care for all residents, due to limited 
time. 

3. Development of a pressure ulcer/injury related to failure to turn 
and reposition a resident can be defined as:

A. Physical abuse.

B. Financial abuse.

C. Neglect.

D. Emotional abuse.

4. You notice a resident has started coming out of his room less 
and seems depressed (e.g., loss of interest, persistent sadness, 
isolation, etc.) since he moved to your unit from a unit where 
he lived for many years. He tells you he wants to go back to 
his old unit with his friends. You know his daughter requested 
the unit change. You: 

A. Believe in time the resident will adjust and do 
nothing for now.

B. Share the resident’s status with the interdisciplinary 
team and support finding a better solution for the 
resident.

C. Tell the daughter her father is depressed because 
she made him move.

D. Tell the resident the move was for his own good and 
that he will get better care on your unit.

5. As a professional nurse in an interdisciplinary team, you: 

A. Share information about a resident’s change in 
condition with a treating therapist.

B. Participate in making sure that the resident’s plan of 
care reflects the resident’s preferences, choices and 
goals.

C. Communicate orders for diet changes with the 
dietary team.

D. All of the above.
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Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to 
access to information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident
is not able to advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure 
services enhance care within the organization.

6. An alert and oriented resident wants to self-administer her medication. This requires completing a self-administration of medication 
assessment, changing medication storage, updating the care plan and involving the interdisciplinary team to make sure she is safely able 
to manage her medication. Additionally, you need to ensure it is documented daily that the medication is taken as prescribed. You:

A. Tell her it is easier on the staff if she allows the staff to manage her medication.

B. Support her decision and begin the process to make sure she can manage her medication safely.

C. Tell the Director of Nursing Services (DON/DNS) you do not want to do it because it is time consuming.

D. Ask the resident’s family member to convince her to change her mind. 

7. In your role as an advocate for residents, you:

A. Assist the resident in scheduling and getting to medical appointments.

B. Make sure to record resident’s medication information, including last dose and allergies. You include this information in 
transfer documents when the resident is sent to the hospital.

C. Help the resident understand information about new medications. 

D. All of the above.

8. The definition of nursing autonomy is: “The ability to act according to one's knowledge and judgment, providing nursing care within the 
full scope of practice as defined by existing professional, regulatory and organizational rules.” This means: 

A. You may administer an anti-hypertensive medication and monitor for effect if the resident’s blood pressure is elevated and 
meets the parameters of the physician’s order. 

B. You may order labs without a physician’s order for a resident with an elevated temperature.

C. You may administer two Tylenol tablets without an order to a resident with an elevated temperature, as long as you 
document in the nurse’s notes that the medication was administered using the “rights” of medication administration.

D. You may administer a one-time dose of Milk of Magnesia to a resident complaining of constipation without a physician’s 
order

10
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

1. Conversations regarding advanced directives should occur:

A. On admission.

B. During care plan meetings.

C. When there is a change of condition.

D. All of the above.

2. The following strategies should be used when communicating with people who have speech or language difficulties:

A. Sit or squat to be at eye level and make eye contact.

B. Allow extra time for communication.

C. Use gestures or a pen and paper to draw or write.

D. Finish the person’s sentences so they don’t get frustrated. 

E. A, B and C.

3. Your participation in interdisciplinary team meetings and documentation of medical records is: 

A. Very important.

B. Not Important.

C. Neutral.
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

4. How would you handle communicating with the emergency room during the transfer of care of a resident? Select the 
appropriate hand off method:

A. Tell the ambulance provider that you will fax the paperwork later.

B. Copy and provide documents based on your facility’s transfer protocols.

C. Give a verbal report to the accepting emergency department nurse before transferring the resident.

D. B and C.

5. What should you know when observing and interpreting a resident’s nonverbal communication?

A. Patients are usually aware of his/her nonverbal cues.

B. Verbal responses are more important than nonverbal cues.

C. Nonverbal cues provide important information and need to be acknowledged.

D. Nonverbal cues have obvious meaning and are easily interpreted.

6. My beliefs and opinions believe should not adversely affect the care I provide to residents or my communication with 
residents, families and coworkers.

A. True.

B. False.
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Handles complaints, arguments and conflicts as appropriate. Understands potential crises and behaviors. Takes the appropriate steps 
to resolve the situation or reduce risk and/or danger.

1. Which of the following is NOT a conflict resolution skill?

A. Negotiation.

B. Isolation.

C. Communication.

D. Validation.

2. A resident wants to sign a do-not-resuscitate (DNR) and is able to understand the meaning and outcome. However, the resident’s 
daughter is not allowing her parent’s wishes to be honored. Whom would you notify of the conflict?

A. Facility social worker.

B. The Director of Nursing Services (DON/DNS) and the administrator.

C. Resident’s medical practitioner.

D. All of the above.

3. One good way for teams to share information and reach agreement is in care team “huddles” at the nurses’ station.

A. True.

B. False.

4. To prevent a dangerous situation in the facility, you should watch for _____________.

A. Resident-to-resident conflicts.

B. Unauthorized individual wandering in the facility.

C. An angry family member threatening staff with violence.

D. All of the above.
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Shows an interest in learning and applies new skills and knowledge learned.1 Creates learning plans using a basic understanding of 
methods of instruction. Understands that lifelong learning is key to gaining knowledge and competence needed to be successful in
his/her position. Completes required annual trainings and learning hours to ensure continuing competence in field. 

1. The best way to learn about changes in facility policy and
procedure is through training and in-services.

A. True.

B. False.

2. Which of the following could be used to assess a learner’s 
needs, abilities and goals? 

A. Request a demonstration of current skill capabilities.

B. Ask the learner what his/her goals are and what he/she 
needs to learn to achieve those goals.

C. Rely on what has worked for other people in the past. 

D. A and B. 

3. A good way to teach a new skill is to show someone how to 
do it and then ask him/her to teach the new skill back to you. 

A. True.

B. False.

4. Professional development includes:

A. Going to a workshop on pressure ulcer/injury prevention.

B. Attending training on person-centered care.

C. Joining the professional organization for your role.

D. All of the above.

5. An example of how to assess your own skills includes:

A. Request feedback from a supervisor about job 
performance.

B. Be upset by suggestions to improve performance.

C. Be too hard on yourself.

D. Avoid changing when issues are pointed out.

6. A resident has a wound that requires complex 
dressing, which you do not understand. The facility has 
a wound care nurse who works Monday through 
Friday. You will be in charge of the dressing on the 
weekends. What is the best way to approach the 
complex wound dressing?

A. Wait until it is time to change the dressing and worry 
about it then.

B. Ask the wound nurse to train you on the correct way to 
apply the dressing.

C. Watch a YouTube video on how to change the dressing.

D. Ask a coworker to change the dressing for you.
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Completes roles and responsibilities within the ethical structure of their profession and supports ethical decision-making by residents 
and their families consistent with the residents values and beliefs. Understands the importance of honesty and resident consent.

15

1. A resident has end-stage esophageal cancer. She wants to continue to eat food with normal consistencies. The resident’s 
family members do not agree on the right course of action. You:

A. Request the resident’s physician participate in a special care plan meeting with the resident and her family members.

B. Ensure the resident fully understands the consequences of her choice.

C. Ensure the facility Director of Nursing Services (DON/DNS) and administrator are aware of the situation.

D. All of the above.

2. Which statement is TRUE?

A. Providing quality end-of-life care means not needing to consult with others.

B. Assessing for constipation is important in a dying person even if he/she is not eating.

C. Treating an infection with antibiotics may be inappropriate for someone who is actively dying.

D. Determining why a dying older person is confused would be an inappropriate use of resources.

3. In an hour, a new resident will be admitted to your facility from the hospital. The hospital nurse tells you the resident is from Spain 
and understands and speaks only Spanish. The resident has no family members accompanying him, only a neighbor. Which action is 
most appropriate?

A. Assign the resident to a nursing assistant (CNA) who is from Mexico and speaks Spanish fluently. Use the CNA to help 
translate for the admission.

B. Proceed with the admission, not knowing any Spanish and keeping the resident’s information private.

C. Ask the hospital nurse which Culturally and Linguistically Appropriate Services (CLAS) approved the translation service 
she used, and obtain the CLAS contact information.

D. Ask the resident’s neighbor to stay and help with the admission, since the neighbor knows the resident best.
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Influences the behavior of individuals and groups in his/her facility, helps establish shared goals and objectives, and demonstrates 
leadership characteristics and abilities that promote person-centered care. Facilitates shared problem-solving, decision-making 
and planning with interdisciplinary team members.

1. You hear a housekeeper yelling for a nurse. You go to the 
room and find a resident unconscious on the floor in the 
bathroom. You:

A. Begin to evaluate the resident while the housekeeper gets 
another nurse to respond with the resident’s chart and a 
crash cart. 

B. Ask the housekeeper to stay with the resident as you 
check the chart to see if the resident is a “Do Not 
Resuscitate” (DNR).

C. Run down the hall to get the crash cart.

D. B and C.

2. You overhear a nursing assistant (CNA) report a concern about a 
resident to her nurse. You notice that over the next 30 minutes, 
the charge nurse has not left the nurses’ station to check on the 
concern. What should you do? 

A. Stay out of it because the resident is not assigned to you.

B. Ask the CNA how the resident is doing.

C. Offer to go with the assigned charge nurse to assess the 
resident.

D. Go and tell the Director of Nursing Services (DON/DNS) 
your concern.

3. As a charge nurse, you have to modify the original CNA 
assignment due to staffing conflicts. Which leadership 
approach would you implement when dealing with frustrated 
staff?

A. Huddle with the staff to collaboratively reassign 
responsibilities.

B. Set the expectation that everyone must work as a 
team.

C. Active listening.

D. All of the above.

4. To contribute to your success as a nurse, you do the 
following:

A. Find a nurse who knows the facility well and has a 
leadership style from which you can learn.

B. Evaluate your team member’s skills, strengths and 
weaknesses.

C. Be open-minded to new ideas discussed in team meetings.

D. All of the above.
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Applies critical thinking skills, knowledge of mathematics, and ability to combine information to make conclusions. Detects and 
recognizes changes in residents. Collaborates with others to evaluate interventions. Makes recommendations to the care plan, 
deduces risk and improves care for residents.
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1. A new resident, Mr. Jones, has fallen three times on your 
shift. What would the first step be in finding a solution to 
this problem?

A. Put a fall mat by his bed. 

B. Move him closer to the nurses’ station.

C. Review the times, places and circumstances of his falls. 
Look for common contributing factors.

D. Continue the current care plan with no changes.

2. A post-fall “huddle” is one example of using an effective 
team strategy to address a problem.

A. True.

B. False. 

3. Which of the following is an example of a barrier to person-
centered care?

A. Failing to communicate resident’s preferences to the 
team who is caring for the resident.

B. Respecting the resident’s wish to remain in bed late in 
the morning.

C. Participating or hosting interdisciplinary team meeting 
to update the resident plan of care. 

D. Having night shift staff get a resident up and showered 
to honor lifelong pattern of early rising in the morning.

4. Mrs. Smith is complaining of sudden onset shortness of breath. 
What is your first step?

A. Review Mrs. Smith’s medical record for history, recent labs, 
medication changes or other factors that may help 
understand her change of condition.

B. Call Mrs. Smith’s medical practitioner and ask for an order 
for nebulizer treatments.

C. Obtain 02 saturation levels and vital signs for Mrs. Smith. 
Evaluate lung sounds. Check for lower extremity edema.

D. Ask the nursing assistant (CNA) to keep an eye on Mrs. 
Smith and report back to you if it gets worse. 

5. A recent swallow study indicates a resident is unable to swallow 
thin liquids safely, but he is refusing to drink the honey-thick 
liquid the speech therapist ordered. What is the best approach 
to this situation?

A. Supply thin liquids so he does not get dehydrated. Watch 
him carefully as he drinks them.

B. Continue to offer honey-thick liquids. Document his refusal 
to drink them.

C. Communicate the refusals to the speech therapist, medical 
practitioner and Director of Nursing Services (DON/DNS). 
Request to attend an interdisciplinary team meeting to 
support finding a solution the resident will accept.

D. Call the medical practitioner to inform him/her that the 
resident is noncompliant with his diet order.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal, and ethical principles for their 
practice. Maintains a professional manner at work. Shares professional values, attitudes, and thoughts related to person-centered 
care for residents and their families.

1. It is acceptable to call in sick if your supervisor is upset with you. This gives him/her time to cool off.

A. True.

B. False.

2. Select all the ways you can advance your professional knowledge. 

A. Participate in in-service training.

B. Get information from Wikipedia.

C. Take a course to advance your knowledge and skills.

D. A and C.

3. Self-care is an important part of your professional responsibility. Some examples of self-care are:

A. Saying no to overtime shifts when you are already tired.

B. Calling in sick to go to a concert.

C. Learning to manage stress by getting enough sleep, exercise and nutritious foods.

D. A and C.

4. A resident’s daughter is angry. She approaches you and says, “None of you people know what you are doing.” You:

A. Tell her that she is upsetting the other residents and she should quiet down.

B. Calmly acknowledge her concerns. Find a private place to talk with her. Follow your facility’s protocols regarding 
grievances or abuse and neglect, if needed.

C. Walk away, because no one should talk to you like that.

D. Tell her that her mother is not your resident.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal, and ethical principles for their 
practice. Maintains a professional manner at work. Shares professional values, attitudes, and thoughts related to person-centered 
care for residents and their families.

5. Your supervisor asks you to perform a task that is outside your scope of practice. You:

A. Do it because your supervisor gave you permission.

B. Say “no” and walk out because you have to protect yourself.

C. Respectfully explain to the supervisor that the task is outside of your responsibilities.

D. Read the facility policy and procedure before performing the task.

6. Documenting that you gave care when you have not given care is okay if you complete the task by the end of your shift.

A. True.

B. False.

7. After your shift, several coworkers go out to eat. Some staff members begin to talk negatively about your new manager. 
You:

A. Agree and state that you do not like the way things are going. You mention you are looking for a new job.

B. Change the conversation to something that is not facility-related.

C. Take bets on how long the new manager will be employed at the facility.  

D. Tell them the new manager is friends with important people, so they should be careful about what they say.
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Promotes interdisciplinary team collaboration through problem-solving and intervention planning that focuses on resident needs. 
Sees self as part of a team and values open communication, respect, shared decision-making, team learning and professional 
development.

1. Which of the following are examples of times when the 
interdisciplinary team needs to share information?

A. Fall prevention.

B. Pressure ulcer/injury prevention and management.

C. Resident care plan discussions.

D. All of the above.

2. A new nurse starts on your unit and you see that he is struggling with 
completing tasks on time. You:

A. Do nothing; he will figure it out, or he does not need to be here.

B. Share with him your challenges with the transition to a new 
facility and some of the techniques you use to complete tasks.

C. Tell the Director of Nursing Services (DON/DNS) that the new 
nurse is not going to make it in his role.

D. None of the above.

3. The risk(s) related to transferring the care of a resident to a 
different professional caregiver include:

A. Mistaken duplication of medication administration.

B. Critical lab results overlooked.

C. Unrecognized delirium in a resident with dementia.

D. All of the above.

4. During an interdisciplinary team (IDT) meeting, the team 
discusses a resident who has several comorbidities. The 
team strategizes how to meet the resident’s needs. You:

A. Listen to all perspectives.

B. Take the opportunity to catch up on your 
documentation and listen while the others share.

C. Openly share your knowledge of the resident, his 
challenges and goals.

D. A and C.

5. Snacks are consistently delivered 30 minutes late to the 
unit, which is the same time staff do positioning and 
toileting rounds. What is the best way to resolve this issue 
as a team?

A. Go to the kitchen and tell the staff that they need to 
deliver snacks on time. 

B. Tell your staff that dietary will never deliver them on 
time, so we need to adjust our tasks and activities.

C. Talk with the DON/DNS about scheduling an 
interdisciplinary team meeting to discuss and resolve.

D. Tell the nursing assistant (CNA) to take the snack cart 
back to the kitchen, since the time for snacks is over.
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Manages time and prioritizes tasks in order to safely complete responsibilities. Recognizes the importance of consistent caregivers 
for residents. Takes initiative, adjusts actions as prioritizes change, and performs effectively.

1. What should you consider when determining the best time to take a break?

A. Facility policy.

B. My daily personal obligations (e.g., picking my kids up from school).

C. My resident needs are met, residents are being supervised and a clinical peer 
agreed to be available if my staff or residents need something while I am away.

D. A and C.

2. The Minimum Data Set (MDS) nurse assigned to monitor the dining room during 
resident lunch is not present. Lunch is being served, and your morning tasks are 
complete. You:

A. Page the MDS nurse to the dining room.

B. Tell the administrator that no one from management is covering the dining room.

C. Go to the dining room to supervise and ensure safe dining until appropriate relief 
arrives.

D. Mind your business, and wait for your hall trays to arrive.

3. You are notified that a diabetic resident has a 12:30 p.m. medical appointment. You:

A. Notify the resident’s nursing assistant (CNA) of the appointment and the time the
resident needs to be ready.

B. Communicate with the resident’s usual caregivers about the timeframe in which 
the resident will be unavailable.

C. Notify the kitchen staff that the resident will need an early lunch tray and a snack 
today.

D. All of the above.

 

4. You are reviewing resident lab results 
and find that two INRs are critical. 
Prioritize the four activities below:

a) Notify the resident’s medical 
practitioner.

b) Inform the medication aide/nurse 
of the critical INR and tell him/her 
to hold the medication until further 
instructions are received from the 
medical practitioner.

c) Notify the resident/resident 
representative.

d) Ask the CNA if he/she saw any 
evidence of bleeding. Instruct 
him/her to report any new 
bleeding.

A. c, d, a, b

B. d, a, b, c

C. b, d, a, c

D. b, c, a, d
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Complete the REQUIRED steps to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.*

2. Click “SUBMIT” to reveal your scores on the next page*.

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Your Score Total %

1) Advocacy

2) Communications

3) Conflict Resolution

4) Education and Training

5) Ethics

6) Leadership

7) Problem-Solving

8) Professionalism

9) Teamwork and Collaboration

10) Time Management and Adaptability

TOTAL

16

12

8

12

6

8

10

14

10

8

104
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Develops and follows a person-centered plan of care addressing each resident’s range in ability to perform activities of daily living 
(ADLs) (e.g., bathing, dressing, grooming, toileting, bed mobility, eating, transfer and locomotion). Supports residents in order to help 
them maintain their highest level of functioning.

1. Mealtime observations for a resident with weight loss can 
provide valuable information to help understand why a 
resident is losing weight. Examples of observational clues 
would include:

A. Resident is a slow eater and is rushed to finish meals 
before returning to his/her room.

B. The dining room is noisy and the resident appears 
distracted.

C. The resident values his/her independence and you 
observe he/she is struggling to use utensils.

D. All of the above.

2. Task segmentation can be an effective intervention for 
residents who need frequent rest periods in order to 
participate in their ADLs and maintain their highest 
practicable level of functioning.

A. True.

B. False.

3. Incontinence can be a significant source of embarrassment to 
the resident and may contribute to isolation and depression. 
Preventable causes of resident incontinence might include: 

A. Lack of accessibility to devices, such as bedside 
commode, bedpan, etc.

B. Lack of individualized toileting plan.

C. Not responding to a resident’s call lights in a timely 
manner.

D. All of the above.

4. You have just completed an admission evaluation on a newly 
admitted resident and are preparing to add entries to the 
baseline plan of care. Important entries related to safe and 
appropriate person-centered care would include:

A. Provide two-person gait-belt transfer; requires extra 
time to gain balance upon standing.

B. Assist with meals as needed.

C. Resident is a fall risk.

D. Provide safe environment.

E. A, B and C.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

1. Examples of terms that a resident and resident 
representative would understand include:

A. PRN and QD.

B. SS and TX.

C. B & B and monitor for NAR.

D. None of the above.

2. Teaching an alert and oriented resident about home 
medication management is NOT important if the resident is 
discharging home with home health. It may confuse the 
resident.

A. True.

B. False.

3. Examples of important information to communicate to 
emergency room (ER) staff at the time of resident transfer 
include:

A. The resident’s advanced directives, choices and 
preferences regarding care.

B. Medical practitioner and family representative contact 
information.

C. Medication list and resident’s plan of care. 

D. All of the above.

4. Examples of important steps prior to verifying nursing home 
admission orders with the accepting medical practitioner 
include: 

A. Complete a medication reconciliation (the process of 
comparing a resident’s medication orders to all of the 
medication that the resident has been taking, including 
home medications).

B. Validate that the medication reconciliation is accurate by 
talking to the resident and/or resident representative.

C. Review all other admission orders with resident and/or 
responsible party, including advanced directives to 
validate accuracy in accordance with resident choice.

D. All of the above.

5. Examples of information that must appear on a baseline plan 
of care to promote safety and safeguard against adverse events 
that are most likely to occur right after admission include:

A. Common safety risks, such as choking, falls, bleeding and 
side effects of medications.

B. Initial goals based on admission orders.

C. Pre Admission Screening and Annual Resident Review 
(PASARR) recommendations if applicable.

D. Dietary orders.

E. All of the above.
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Knows the signs of illness in older adults and other nursing facility residents and watches for and reports early changes in a 
resident's condition.

1. Early signs of infection in older adults may be missed because the signs are often dismissed as being a normal part of aging.

A. True.

B. False.

2. Early detection of a possible change in condition and timely medical practitioner intervention may prevent which of the 
following? 

A. Need for new medication.

B. Avoidable transfer to the hospital.

C. Need to change the resident’s care plan.

D. A and B.

3. A resident who is normally happy and participates in activities becomes tearful and refuses to remain in an activity he/she 
normally enjoys. The best action would be to:

A. Return the resident to his/her room. Leave him/her alone to calm down.

B. Add the information to the shift report and ask the oncoming shift to monitor.

C. Take the resident back to his/her room to evaluate the situation, including possible underlying change of condition.

D. Administer an anxiolytic medication that is ordered on an as-needed basis.
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Knows the signs of illness in older adults and other nursing facility residents and watches for and reports early changes in a 
resident's condition.

4. You notice a stage 3 pressure ulcer/injury has shown no change over a two-week period. You should:

A. Ensure that pressure-relieving devices are appropriately used and the resident is properly positioned on a schedule that 
supports wound healing.

B. Evaluate the wound for signs of infection.

C. Notify the medical practitioner, the Director of Nursing Services (DON/DNS), the nursing assistant (CNA) who cares for 
the resident, as well as all members of the interdisciplinary team.

D. All of the above.

5. Resident changes in condition are most easily found when: 

A. All facility staff are encouraged to know the residents and report changes.

B. The nursing staff have sole responsibility for monitoring and reporting changes.

C. Assignments frequently change so staff works with different residents each week.

D. Only nursing supervisors are allowed to notify medical practitioners about changes.

6. Which of the following should be evaluated to determine if a resident has had a variation from baseline?

A. Ability to perform activities of daily living. 

B. Cognitive function, memory, speech pattern and clarity.

C. Review medical record, including new orders, medical practitioner notes and diagnostic studies.

D. All of the above.
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Records important facts and observations about a resident’s health including past and present illnesses, medical tests, treatments 
and outcomes. Establishes a resident’s history including treatment and response to treatment as a legal record. Uses 
documentation to serve as communication between health care professionals, patients, their families, and health care 
organizations.

1. Nurses may be called (subpoenaed) to testify to recall events 
and attest to the truthfulness and accuracy of their 
documentation in a court of law.

A. True.

B. False.

2. Which of the following is NOT considered an unsafe nursing 
documentation abbreviation?

A. PRN.

B. IU.

C. D/C.

D. MS.

3. Which should NOT be the focus when documenting goals and 
interventions in the resident plan of care?

A. Measurable.

B. Resident-directed.

C. Reasonable.

D. Reimbursable.

4. You receive a call from a vendor asking for a resident’s social 
security number. What should you do?

A. Verify that the vendor has a need to know the 
information (order for services).

B. Have the vendor tell you the resident’s full name.

C. Call the daughter to get permission.

D. A and B.

5. Where would you find the documented professional practice 
standards for your particular licensure?

A. Textbook from nursing school.

B. Department of Health for your state.

C. Board of Nurse Examiners for your state and for your 
licensure.

D. The Centers for Medicare & Medicaid Services (CMS).
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Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission-based precautions, standard precautions, equipment and 
environmental cleaning, etc.

1. The chain of infection includes six elements: infectious agent, 
reservoir, portal of exit, mode of transmission, portal of entry,
susceptible host. In clostridium difficile (CD) infections, the 
mode of transmission is most often:

 

A. Contaminated hand-to-mouth.

B. Airborne droplets.

C. Food borne.

D. Antibiotics.

2. When cleaning a heavily draining wound infected with MRSA,
where you might experience splashing or spray, what 
personal protection equipment would you use?

 

A. Gloves and gown.

B. Gloves, gown, mask and shoe covers.

C. Gloves, gown, mask and eye protection.

D. Gloves only.

3. Examples of when you should use soap and water instead of 
alcohol-based hand sanitizer are:

A. Hands are visibly soiled.

B. Caring for a resident with clostridium difficile.

C. When caring for a resident with a norovirus infection.

D. All of the above.

4. When cleaning surfaces and equipment that may be 
contaminated with clostridium difficile, it is important to use:

A. Anti-microbial cleaning agents that kill bacteria.

B. Environmental Protection Agency (EPA)-approved, spore-
killing disinfectants.

C. Alcohol-based cleaning products specifically designed for 
cleaning in health care facilities.

D. None of the above.

5. Residents who are age 65 or older should be administered 
two doses of pneumococcal vaccine.

A. True.

B. False.
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Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission-based precautions, standard precautions, equipment and 
environmental cleaning, etc.

6. A family member with a mild cold is visiting a resident with a low white blood cell count (leukopenia). In order to protect 
the resident, appropriate courses of action are:

A. The family is visiting from out of the area, so you cannot say anything.

B. Recommend that the family member come back to visit when his/her cold has resolved to protect the resident. 

C. Suggest the family member take cold medicine to prevent coughing and sneezing in the resident’s presence.

D. Tell the family member about the resident’s health care condition and hope they don’t visit.

7. The nurse’s role in infection surveillance includes:

A. Monitoring the residents and staff on the unit for signs and symptoms of infection.

B. Accurately identifying and reporting signs and symptoms of infection to the medical practitioner and nursing leadership.

C. Being aware and reporting if more than one person on a unit exhibits similar signs and symptoms.

D. All of the above.

8. The nurse’s responsibility as it relates to antibiotic stewardship includes:

A. Providing education to residents and families on the appropriate use of antibiotics.

B. Understanding the key components of antibiotic stewardship, which includes timely sharing of culture results with 
medical practitioners to prevent overutilization. 

C. Understanding the difference between bacterial and viral infections.

D. All of the above.
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Shows knowledge of disease states and conditions and medications commonly used to address them (i.e., prescription medications, 
over-the-counter medications, herbal remedies and supplements). Properly delivers medication as directed by the medical 
practitioner’s order, dialogues with ordering practitioner should the nurse question the appropriate dose or medication regardless of 
administration method (e.g., injectable, oral, subcutaneous, topical). Follows safe medication administration practices, such as
adhering to accepted processes around medication use and documentation including the “Five Rights” or “10 Rights” of medication 
administration.

1. Which of the following could indicate a drug allergy? 

A. Rash.

B. Swelling to lips and face.

C. Difficulty breathing.

D. All of the above.

2. A resident with type 2 diabetes has had blood sugars over 250 
mg/dL for the past month. What resident data would you want
to review and evaluate?

 

A. Urine output.

B. Weight.

C. Active infection.

D. All of the above.

3. What is NOT one of the “Rights” of medication administration?

A. Dose.

B. Disease.

C. Resident.

D. Time.

4. You receive a personal emergency call during medication 
distribution and have to leave the facility. You are 100-
percent confident that the person taking your place will 
know where you left off because you always follow best 
practices around medication administration. Select the best 
practice below:

A. Set-up/pre-pour my medications prior to 
administering.

B. Sign for medications immediately after administering. 

C. You always follow the “Five Rights” or “10 Rights” of 
medication administration.

D. Document that the medication is not available.

5. You observe a resident with a small skin discoloration and 
review his/her current medications. Which medication 
classes could contribute to skin discoloration?

A. Anti-platelets.

B. Anticoagulants.

C. Selective Serotonin Reuptake Inhibitors (SSRIs).

D. All of the above.
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Completes an evaluation of functional and cognitive abilities and pain treatment goals in order to develop and start an 
individualized treatment plan for managing resident’s pain. Uses valid and reliable instruments for evaluation for adults with 
and without cognitive impairment.

1. Common causes of acute pain that can be avoided include: 

A. Improper chair-to-bed transfer.

B. Bladder retention.

C. Long periods of immobility.

D. All of the above.

2. Select the possible consequences of untreated pain in older 
adults:

A. Depression.

B. Weight loss.

C. Decline in activities of daily living (ADLs).

D. All of the above.

3. Which statement about pain in the elderly is TRUE?

A. Pain is part of the aging process.

B. Opioid medications are inappropriate for the elderly.

C. Elderly persons often do not report pain because they 
consider it a normal part of the aging process.

D. The elderly have a greater tolerance to pain than younger 
adults.

4. Which statement is FALSE?

A. Pain is a subjective experience; it is what the resident 
says it is.

B. Residents with dementia do not feel pain.

C. Residents with unusual behaviors should be evaluated for 
pain. 

D. Residents with routine pain medication need regular, 
ongoing evaluation by a nurse.
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Completes an evaluation of functional and cognitive abilities and pain treatment goals in order to develop and start an 
individualized treatment plan for managing resident’s pain. Uses valid and reliable instruments for evaluation for adults with 
and without cognitive impairment.

5. Common side effects of opioid medication include:

A. Hypotension.

B. Constipation.

C. Drowsiness.

D. All of the above.

6. What is important to know when selecting a non-pharmacological approach?

A. Type of pain the resident is experiencing.

B. Source or history of the pain.

C. Medications that the resident is taking.

D. All of the above.

7. Your resident has an order for PRN pain medication and you notice that over the past two days you have had to administer 
the medication often. What actions should you take?

A. Contact the resident’s medical practitioner to report the increase in need for analgesic administration and request a 
possible change or routine order.

B. Talk to the resident about your concerns regarding the amount of pain medication taken.

C. Contact the family to report changes in pain and status of call to medical practitioner.

D. A and C.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

1. A resident tells you he/she does NOT want to be kept alive by machines. Utilizing active listening to elicit the resident’s 
values and preferences, you might:

A. Restate what the resident said and ask if you understood it correctly.

B. Ask probing questions to validate the resident’s understanding of advanced directives.

C. Empathize with the resident’s concerns and give the resident time to verbalize fears.

D. All of the above.

2. Which factors may play a role in a resident or representative’s decision to place a gastric-feeding tube in a resident who has 
lost the ability to swallow? 

A. Culture.

B. Spiritual beliefs.

C. Age.

D. All of the above.

3. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness. Those needs are 
not considered in the development of a person-centered plan of care.

A. True.

B. False.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

4. Which of the following supports person-centered care when making nursing assistant (CNA) assignments on your unit?

A. Even distribution of the number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

5. A resident often saves snacks and food in her room. The family tells you that the resident has always saved food because 
she is afraid of being hungry. A person-centered approach to this situation might be:

A. Explain that keeping food might attract bugs and insist you will get her anything she wants, anytime she wants it.

B. Discard food only when resident is out of the room.

C. Provide her with individually wrapped, non-perishable items and safe food storage containers.

D. Insist all food is dated and is stored in the resident nourishment room.

6. In a person-centered care environment, inclusion of resident, representative and family in care-making decisions with the 
resident being the source of control means:

A. Including both the resident, family and representative in care-planning decisions.

B. Recognizing the resident’s right to choose, even if the family or representative disagrees with his/her choice.

C. Offering choices that support the resident’s values, preferences and abilities.

D. All of the above.
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Understands the basics of Quality Assurance Performance Improvement (QAPI). Uses data to measure performance, and looks for 
root causes of problems and tests changes to continuously improve the quality of care provided by engaging residents, families and 
staff in quality improvement activities. Participates in performance improvement projects and monitors performance over time.

1. The “Model For Improvement” cycles are as follows:

A. Plan, Do, Study/Check, Act. 

B. Study, Plan, Do, Check, Act.

C. Do, Study, Plan, Act.

D. None of the above.

2. What kind of adverse events can be counted on the unit 
and used to improve performance?

A. Weight loss.

B. Falls.

C. Staff injuries.

D. All of the above.

3. From the list below, select tools used to determine root 
cause:

A. Fishbone diagram.

B. 5 Whys only.

C. Cause and effect and Fishbone only.

D. A, B and C.

4. The Director of Nursing (DON) posts a sign-up list for staff to 
participate in a Performance Improvement Project (PIP). You:

A. Wait to see who else is going to sign up so you know if the 
PIP is going to succeed.

B. Walk away feeling like things will never change so why 
bother.

C. See the importance of getting involved with making 
improvement so you sign up right away.  

D. Tell your coworkers that there is no reason for change and 
this is just another task to take up time.

5. A PIP is a focused effort on a particular adverse event or system 
(not individuals), which involves gathering data to clarify issues or 
problems and identify opportunities for improvement.

A. True.

B. False.

6. As a member of a PIP focused on preventing weight loss, it would 
be important to ask residents and their families the following:

A. Is the food tasty?

B. Does the food look appetizing?

C. Is the food served at the right temperature?

D. All of the above.
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Understands the first step of the nursing process. Gathers and analyzes data such as: physiological data, psychological, sociocultural, 
spiritual, economic and lifestyle factors.

1. Why is gathering information from a History and Physical (H&P) an important part of a resident evaluation?

A. To prevent an adverse event. 

B. To shorten the evaluation time required at the bedside.

C. Provides context for evaluation findings.

D. A and C.

2. When discussing advanced directives, it is important to understand:

A. The resident and family’s cultural beliefs about death.

B. The resident and family’s spiritual and religious beliefs.

C. The resident’s diagnoses.

D. A and  B.

3. A resident with chronic obstructive pulmonary disease (COPD) presents with shortness of breath (SOB) at rest. Safety 
considerations when assessing functional activities for this resident might include:

A. Having a second person available when gathering information about transfer and ambulation.

B. Having oxygen ready to apply if he/she becomes short of breath.

C. Allowing for rest periods (task segmentation) during and between components of the information gathering process.

D. A and C.

E. All of the above.
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Understands the first step of the nursing process. Gathers and analyzes data such as: physiological data, psychological, sociocultural, 
spiritual, economic and lifestyle factors.

4. Hospital notes prior to facility admission indicate the resident had a diagnosis of pulmonary embolism (PE) and right lower 
extremity deep vein thrombosis (DVT). As the admitting nurse, what physical and health information would you gather 
FIRST?

A. Musculoskeletal.

B. Circulatory.

C. Respiratory.

D. Integumentary.

5. Information about a resident may be shared with the resident’s representative under which circumstances?

A. If the resident gives consent to have the information shared with the identified party.

B. The resident is incapacitated and unable to provide information.

C. If the request comes from the resident’s representative’s attorney.

D. A and B.

6. Critical thinking involves making inferences from data, drawing correlations to develop approaches for a person-centered 
plan of care and:

A. Using evidence-based nursing approaches to reduce the risk of adverse events.

B. Outlining nursing tasks step-by-step.

C. Supporting the wishes of the resident’s representative.

D. None of the above.
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Complete the REQUIRED steps to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.*

2. Click “SUBMIT” to reveal your scores on the next page.*

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Your Score Total %

1) Activities of Daily Living (ADLs)

2) Admission, Transfer and Discharge

3) Detecting Resident Change in Condition

4) Documentation

5) Infection Control and Prevention

6) Medication Administration

7) Pain Evaluation and Management

8) Person-Centered Care

9) Quality Assurance Performance 
Improvement (QAPI)

10) Resident Evaluation

TOTAL

8

10

12

10

16

10

14

12

12

12

116
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Assists resident to manage day-to-day living with Chronic Obstructive Pulmonary Disease (COPD). Identifies and responds to changes 
in condition to prevent complications and acute exacerbations. Uses knowledge of appropriate COPD interventions, treatments, 
methods and modalities to improve the quality of life and care for the resident. Effectively uses an interdisciplinary approach to 
manage resident-specific needs.

1. COPD places residents at risk for sepsis. Signs that may 
indicate sepsis related to residents with COPD include:

A. Difficult to awaken and altered mental status.

B. Cough/shortness of breath – Heart rate > 90 bpm.

C. Blood Pressure > 120 systolic – Respiratory rate < 18.

D. A and B.

2. How can the care team support the resident with COPD and 
his/her family? 

A. Ask the family to leave when the resident is experiencing 
shortness of breath (SOB) to avoid increased anxiety in 
the resident.

B. Quickly respond to exacerbations and the need for 
ordered PRN respiratory medications.

C. Be patient when working with the resident with SOB.

D. B and C.

3. Which technique(s) can be valuable for the resident and 
family to understand and practice when experiencing 
increased SOB?

A. Deep breathing exercises.

B. Pursed lip breathing.

C. Mouth breathing.

D. None of the above.

4. If a resident under your care is experiencing increased 
shortness of breath (SOB), what should you evaluate and 
report?

A. Signs and symptoms of infection.

B. Amount of O2 use.

C. O2 Sat. (oxygen saturation)

D. All of the above.

5. A resident with COPD experiences air hunger because his/her 
lungs lose the ability to expel air. He/she can fill them up with 
oxygen, but cannot exhale carbon dioxide. Therefore, SOB can 
quickly become respiratory distress.

A. True.

B. False.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation, and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT], Speech-Language Pathology [SLP]) to maintain the
highest practicable level of function and quality of life.

1. All residents manifest the same signs and symptoms of CHF 
exacerbation.

A. True.

B. False.

2. When teaching a resident and his/her family about factors 
that can reduce exacerbation of CHF, which of the following 
are important to highlight? 

A. Limit sodium intake.

B. Regular exercise as tolerated.

C. Use good infection prevention practices.

D. All of the above.

3. Level of tolerance can be negatively impacted by:

A. Anxiety.

B. Lack of sleep.

C. Increased sodium intake.

D. All of the above.

4. Angiotensin Converting Enzyme (ACE) inhibitors are 
commonly prescribed for residents with CHF. One of the most 
common side effects of ACE inhibitors is:

A. Constipation.

B. Sub-normal temperature.

C. Cough.

D. Elevated blood pressure.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation, and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT], Speech-Language Pathology [SLP]) to maintain the
highest practicable level of function and quality of life.

5. Identification of early clinical symptoms of CHF can prevent adverse events and reduce the risk of re-hospitalization. 
Examples of early clinical symptoms of CHF include:

A. Dyspnea, orthopnea, cool pale skin, increased fatigue, jugular vein distension.

B. Diminished lung sounds, flushed skin, decreased skin turgor.

C. Inability to urinate, delirium, weight loss.

D. None of the above.

6. A resident with CHF, as diagnosed by his/her medical practitioner, develops a cough that produces frothy white or pink-
tinged sputum. They have expiratory wheezing and bubbling lung sounds, increased respiratory rate, increased pulse rate 
and extreme anxiety. These changes:

A. Are indicative of pulmonary edema and must be reported to the resident’s medical practitioner and facility leadership 
immediately.

B. Are all typical symptoms of CHF. They should be documented, but notification can wait until the medical practitioner 
visits or calls next.

C. Are life threatening if appropriate interventions are not prescribed and implemented quickly.

D. A and C.

45

NEXTPREVIOUS



Encourages adoption of interventions for quality assurance and performance improvement plans for residents with 
dementia/cognitive impairments. Advocates for quality and empowers the resident with dementia/cognitive impairment and 
his/her caregiver to make informed decisions. 

1. Which of the following statements about dementia is/are 
TRUE?

A. The most common causes of dementia in older adults 
are Alzheimer’s disease, vascular dementia, Lewy Body 
dementia and frontotemporal dementia.

B. An altered state of consciousness is present.

C. Cognitive decline is usually gradual.

D. A and C.

2. A resident with dementia may use uncharacteristic behavior 
to communicate with those around him/her.

A. True.

B. False.

3. If the cause of delirium goes untreated, the result may be 
fatal. 

A. True.

B. False. 

4. Why is a resident with cognitive impairment more vulnerable 
to abuse and neglect? 

A. He/she has difficulty making his/her needs known.

B. He/she may be aggressive towards staff.

C. He/she may be unable to report instances of neglect or 
abuse.

D. All of the above.

5. When evaluating possible causes of pain in a resident with 
dementia, it is important to consider:

A. Unmet needs (e.g., hunger, inability to empty bladder).

B. Social interaction.

C. Fear.

D. All of the above.

6. Supportive care strategies to minimize the effects of altered 
perception may include:

A. Increasing the lighting.

B. Placing a colored towel at the bottom of a tub.

C. Evaluating the floor coverings.

D. All of the above.
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Demonstrates knowledge of the factors that affect blood glucose levels, the health implications, and complications associated with 
diabetes. Works within the interdisciplinary team to teach and provide support and guidance to residents who have diabetes. 
Conducts comprehensive health evaluations, documents and reports findings, and consults with appropriate medical practitioners as 
needed. Uses a holistic approach to the care of diabetic residents with the goal of enhancing quality of life and minimizing 
complications.

1. When administering a routine morning dose of insulin, the 
nurse should be aware of all of the following factors EXCEPT:

A. Action Onset, Peak and Duration.

B. The differences among short-acting insulin, long-acting 
insulin and basal insulin.

C. Whether the resident had a snack the previous evening.

D. Expiration period after opening.

2. A resident with an active infection may need to have 
additional monitoring of his/her blood glucose because:

A. Residents who are sick may not eat adequately. 

B. Infectious processes can elevate blood glucose levels.

C. Antibiotics may have an impact on blood glucose levels.

D. All of the above.

3. Hemoglobin A1C measures the average level of glucose in the 
blood over three months.

A. True.

B. False.

4. The signs and symptoms of hypoglycemia are:

A. Increased thirst, headache, frequent urination.

B. Shakiness, excessive sweating, confusion.

C. Blurred vision and hyperactivity.

D. Edema, ringing in the ears.

5. Whose responsibility is it to confirm that a diabetic resident is 
adequately consuming his/her meals and snacks?

A. Nursing assistant (CNA).

B. Interdisciplinary team.

C. Nurse.

D. All of the above.

6. Which of the following body systems are NOT negatively 
affected by hyperglycemia?

A. Integumentary.

B. Renal.

C. Central nervous system (CNS).

D. None of the above.
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Understands the impact that impaired mobility has on the resident’s quality of life.  Works with the interdisciplinary team to promote 
the health and safety of the resident while empowering the resident to attain and/or maintain the highest practicable level of 
independence.

1. Watching to make sure the resident can properly use 
equipment, such as a cane or walker, is part of the nurses 
role in resident safety. Some residents who have had a 
Cerebral Vascular Accident (CVA), arthritis and other 
mobility issues can walk safely by using canes and walkers.

A. True.

B. False.

2. As a nurse, you know that:

A. Pain can lead to decreased mobility, and decreased 
mobility can lead to pain.

B. Loss of muscle mass can lead to decreased mobility. 

C. Decreased mobility can lead to a decrease in bone 
density and greater risk for fractures.

D. All of the above.

3. When evaluating person-centered interventions for a 
resident with impaired mobility, considerations include, 
but are not limited to type of impairment, resident 
preferences, resident goals and safety.

A. True.

B. False.

4. The Physical Therapist (PT) informs you Mr. Jones will reach his 
skilled therapy goals within the next two weeks.  Although progress 
has been made with Mr. Jones’s Parkinson-related impaired 
mobility, safety with ambulation remains a long-term need. In 
preparation for the transition off skilled therapy, and as the charge 
nurse assigned to his care, you: 

A. Work with the therapist to provide training to the nursing 
assistants (CNAs) on the safe and appropriate ambulation 
assistance required for Mr. Jones.

B. Work with the interdisciplinary team to develop a plan of care 
for safe transition from skilled therapy to a person-centered 
restorative nursing program.

C. No preparation is needed from nursing. 

D. A and B.

5. As a member of the interdisciplinary team, the nurse’s role is to 
make sure that the resident continues to use therapy-directed 
interventions, such as _____________. These practices will promote 
resident safety, prevent injury and maintain independence.

A. Sliding boards for transfers.

B. Walk-to-Dine Program.

C. Answering call lights in a timely manner.

D. A and B.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

1. Alcoholism and drug addiction can be:

A. Treated, so there is no excuse for either one.

B. Symptoms of an underlying mental health issue.

C. A problem of morality.

D. A sign of a weak personality.

2. When taking a mental health history, which factors are MOST important to evaluate?

A. Triggers for mental health exacerbations.

B. History of trauma.

C. Caregiver stress.

D. A and B.

3. Documenting behaviors as they occur can help medical practitioners understand behavioral changes that may be related to 
illness by: 

A. Identifying behavioral patterns and triggers.

B. Establishing what is “normal” behavior for the resident versus a change that may indicate the onset of acute illness.

C. Correlate behavioral changes with other changes, such as decline in activities of daily living (ADL) function or nutritional 
intake.

D. All of the above.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

4. Routines and consistency can be important for residents who suffer from Post-Traumatic Stress Disorder (PTSD). This 
addresses which human need:

A. Safety.

B. Caring.

C. Esteem.

D. Love.

5. Psychoactive medications can cause weight gain or loss. In explaining this to a family who is concerned about a weight gain 
that may be related to a recent medication change, it is important to share:

A. Risks versus benefits of not taking the medication.

B. Weight gain that is a side effect of medication cannot be controlled.

C. Methods to control weight gain while taking the medication.

D. A and C.

6. PASRR/PASARR (Preadmission Screening and Annual Resident Review) is a federally mandated program applied to all 
individuals seeking admission to a Medicaid-certified nursing facility, regardless of funding source. It makes sure that 
residents with mental health challenges and intellectual disabilities receive services needed to have the highest practicable
quality of life. 

A. True.

B. False.

50

NEXTPREVIOUS



Demonstrates knowledge around different types of pneumonia, how they impact residents and appropriate treatment. Recognizes 
signs and symptoms of pneumonia and works with the interdisciplinary team to identify the cause, document findings, carry out the 
prescribed treatment plan and modify the plan of care as appropriate.

1. What should you do if you hear abnormal breath sounds?

A. Turn up the resident’s oxygen.

B. Notify the medical practitioner immediately.

C. Ask another nurse to verify what you heard.

D. Turn the resident’s oxygen down.

2. What symptoms are you likely to see if a resident has 
pneumonia?

A. Shaking chills.

B. Shortness of breath (SOB).

C. Cough.

D. All of the above.

3. What respiratory equipment needs to be cleaned after every 
use?

A. Stethoscope.

B. Oxygen nasal cannula.

C. Nebulizer.

D. A and C.

4. Which of the following types of pneumonia is Legionella?

A. Primary.

B. Secondary.

C. Community-acquired.

D. None of the above.

5. When should residents who have NOT completed an 
immunization series be immunized against pneumonia?

A. Any time for someone older than the age of 65 who has 
not been immunized.

B. In the fall.

C. In the winter.

D. Annually.

6. When a nebulizer treatment is given, lung sounds should be 
evaluated.

A. Before.

B. After.

C. A and B. 

D. Not at all.
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Monitors, evaluates, and manages risk factors to prevent pressure ulcers/injuries. Uses evidence-based best practices when 
managing the treatment of pressure ulcers/injuries. Works with the interdisciplinary team to develop and implement person-
centered plans of care to prevent and/or manage pressure ulcers/injuries. Identifies root causes when pressure ulcers/injuries 
develop to determine appropriate interventions for healing. Demonstrates competence in pressure ulcer/injury documentation. 

1. What can prevent shear and friction injuries?

A. Lifting, rather than “pulling,” residents when
repositioning.

B. Proper fitting shoes.

C. Proper use of mechanical lifts.

D. All of the above.

2. A resident has been determined to be at high risk for
developing pressure ulcers/injuries. Repositioning the
resident every two hours is an adequate intervention.

A. True.

B. False.

3. Pressure ulcers/injuries related to leaving residents
sitting on mechanical lift slings, improper wheelchair
sizing, 02 nasal cannulas or tubing are examples of
ulcers related to:

A. Equipment use and staff training.

B. Staff training.

C. Environment.

D. A and B.

4. What standardized tools are available to determine pressure
ulcer/injury risk?

A. PUSH Tool.

B. Norton.

C. Braden.

D. B and C.

5. A resident with a stage 3 pressure ulcer/injury is planning a weekend
trip home with her daughter. What education would you provide for
the resident and her daughter to prevent damage to the pressure
ulcer/injury?

A. Pressure reduction strategies and safe transfer techniques.

B. Medication needed while on visit.

C. Proper dressing change information and supplies.

D. A and C.

6. A resident with a gel cushion in his wheelchair develops a stage II
pressure ulcer/injury to his coccyx. Potential avoidable contributing
factors for this are all EXCEPT:

A. Missed stage 1 on skin evaluation.

B. Advanced age.

C. Failure to reposition per person-centered plan of care while in
wheelchair.

D. Unidentified/unaddressed weight loss.
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Identifies risk factors associated with falls and minimizes risks by using best practices and proper techniques. If a fall does occur, 
investigates, determines the cause and documents their findings. Works with the interdisciplinary team to develop an individualized 
plan of care to support the resident, and contributes to the development of a process to prevent and manage falls across one’s 
facility. 

1. Which  of  the  following  is NOT  a  risk factor f or  falls? 

A. Medications. 

B.	 Dementia.
 

C.	 Daily strength exercises. 

D.	 Gait and balance impairments. 

2. Which of the following is NOT a precaution to prevent falls? 

A.	 Keeping the resident's possessions within the resident’s 
safe reach. 

B.	 Using a bed alarm. 

C.	 Keeping the resident care areas uncluttered. 

D.	 Keeping the resident’s bed brakes locked. 

3. Which of the following can be restraint-related? 

A.	 Wheelchair tipping. 

B.	 Strangulation. 

C.	 Pressure ulcer/injury development. 

D.	 All of the above. 

4. How  would  you  determi ne  if  a  resident’s plan  of  care i s 
individualized  for f alls? 

A.	 There is a person-centered  intervention to address every 
known  risk  factor.
 

B.	 It states that the resident is on the facility falls program. 

C.	 It lists every fall the resident has had. 

D.	 All of the above. 

5. When  completing  an  investigation  to determine i f 
environmental  factors contributed  to a  resident fall, it is 
important to: 

A.	 Interview  staff  on  duty at  the time of  the fall regarding 
the last  time the resident  was seen  and  whether  the call 
light  was on. 

B.	 Resident’s mental status. 

C.	 Review the environment exactly as it was when the 
resident fell, including furniture placement and floor 
condition. 

D.	 Recent medication taken by the resident. 
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Understands the causes and complications associated with urinary incontinence (UI). Follows evidence-based practice guidelines with 
a person-centered approach that focuses on the prevention, early detection and appropriate treatment of UI. 

1.	 Which of the common types of incontinence are avoidable? 

A. Urge.	 

B.	 Functional. 

C.	 Overflow. 

D.	 B and C. 

2.	 What should be included in a voiding/patterning diary? 

A.	 Time of toileting. 

B.	 Fluids consumed. 

C.	 A and B. 

D.	 None of the above. 

3.	 It is the nurse’s responsibility to validate the which of the 
following related to urinary incontinence: 

A.	 Nursing assistants (CNAs) are toileting residents 

according to the person-centered plan of care.
 

B.	 Moisture-associated skin damage is avoided. 

C.	 Incontinent care is provided timely and properly. 

D.	 All of the above. 

4. Evaluating  the p otential  effects of  hypnotics and  diuretics on  
a  resident’s continence status and  increased risk for  falls is an  
important part of  the n urse’s role; 

A.	 True. 

B.	 False. 

5. Barriers to implementing  an  incontinence program  may  
include: 

A.	 Lack of education regarding incontinence. 

B.	 Resident’s medication. 

C.	 Resident’s lack of desire to participate in the program. 

D.	 A and C. 

6.	 One of   the r esidents  is experiencing  overflow  incontinence 
related  to extended  periods of  time  spent in  activities.  As the  
nurse, you: 

A.	 Have the CNAs remind and assist her with toileting 
before, during and after activities, as she allows. 

B.	 Speak with the resident about the causes of overflow 
incontinence and discuss potential strategies for 
prevention. 

C.	 Tell the resident she must toilet at specific times. 

D.	 A and B. 
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Understands the causes and complications associated with urinary tract infections (UTI), including sepsis. Follows evidence-based 
practice guidelines with a person-centered approach that focuses on the prevention, early detection and appropriate treatment of 
UTI.
 

1. Antibiotic stewardship  is the r ole  of  the m edical 
practitioner  and  the  pharmacist,  who are  assisted  by 
nurses in  the  facility. 

A. True. 

 

B. False. 

2. A  UTI  places residents  at risk for  sepsis.  Signs that may 
indicate sepsi s related  to UTI  include: 

A.	 Difficult to arouse – altered mental status. 

B.	 Foul smelling urine – Heart rate > 90 bpm. 

C.	 Blood Pressure > 120 systolic – Respiratory 
rate < 18. 

D.	 A and B. 

3.	 It is the nurse’s responsibility to educate residents and 
staff on appropriate perineal care procedures. An 
example of common avoidable causes of UTI among 
women that can be addressed through education is: 

A.	 Fecal contamination of urethra caused by wiping 
from back to front. 

B.	 Remaining in a brief soiled with feces. 

C.	 Use of inappropriate products for perineal care. 

D.	 All of the above. 

4. When a UTI is suspected, the nurse should evaluate the resident’s  
vital signs, urine color, odor, presence of pain and acute dysuria3,  and
know the facility’s protocol regarding antibiotic stewardship  prior to 
contacting the medical practitioner. 

A. True. 

B. False. 

5. Improper insertion of an indwelling catheter can lead to infection if: 

A.		 Pain or discomfort to the resident occurs during insertion. 

B.		 Bacteria is deposited directly into the bladder from an 
improperly cleaned urethra. 

C.		 Improper hand washing and/or glove changing techniques occur 
prior to or during the procedure. 

D.		 B and C. 

6. An example of the appropriate use of an indwelling urinary catheter 
may include: 

A.		 As a substitute for nursing care for the management of 
incontinence. 

B.		 Stage 1 pressure ulcer on coccyx. 

C.		 Stage 4 pressure ulcer on a resident’s coccyx. 

D.		 For prolonged post-operative duration without appropriate 
indications. 
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Complete the REQUIRED steps to reveal your assessment scores. 

1. Type your FIRST and LAST name in the box below.*

2. Click “SUBMIT” to reveal your scores on the next page.*

After clicking “SUBMIT,” you will not be 

able to change your answers. Review 

responses before clicking “SUBMIT.”
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The scores below will not appear until you have clicked “SUBMIT” on the previous page. 

You will not be penalized for your scores. Your scores are here to help you identify  competency gaps in 

order to provide the highest quality of care to residents.

57

Competency Your Score Total %

1) Chronic Obstructive Pulmonary Disease (COPD)

2) Congestive Heart Failure (CHF)

3) Dementia/Cognitive Impairment

4) Diabetes Mellitus 

5) Impaired Mobility

6) Mental Health

7) Pneumonia

8) Pressure Ulcers/Injuries

9) Resident Falls

10) Urinary Incontinence (UI)

11) Urinary Tract Infection (UTI)

TOTAL

12

12

12

10

12

12

12

10

12

12

126

NEXTPREVIOUS

10



Behavioral Technical Resident-Based

Competency Your % Competency Your % Competency Your %

Advocacy Activities of Daily Living (ADLs)
Chronic Obstructive Pulmonary 
Disease (COPD)

Communications Admission, Transfer, and 
Discharge

Congestive Heart Failure (CHF)

Detecting Resident Change in Conflict Resolution
Condition 

Dementia/Cognitive 
Impairment

Education and Training Documentation Diabetes Mellitus 

Ethics Infection Control and Prevention Impaired Mobility

Leadership Medication Administration Mental Health

Pain Evaluation and Problem-Solving
Management

Pneumonia

Professionalism Person-Centered Care Pressure Ulcers/Injuries 

Teamwork and Collaboration Quality Assurance Performance 
Improvement (QAPI)

Resident Falls

Time Management and 
Adaptability Resident Evaluation Urinary Incontinence (UI)

Urinary Tract Infection (UTI)

TOTAL TOTAL TOTAL



For Registered Nurse (RN) and

Licensed Practical/Vocational Nurse (LPN/LVN) 1



Competency assessments are an important tool to:

 HELP you share professional strengths and growth areas with management

 HELP your facility continue to build a culture of quality care for residents

X   NOT be used against you

X   NOT be shared with federal or state officials/surveyors

This situation-based, multiple choice assessment consists of three sections:

Behavioral Technical Resident-Based

• Identify your strengths
• Highlight growth areas by analyzing your and your team’s learning needs
• Encourage professional development through discussions between you and your supervisor
• Increase job satisfaction, which leads to higher quality of care and life for residents

The assessment should take you about 1 hour to complete, and the results will: 

2



1. ASK where you should return the assessment when you’re done.
2. USE a blue or black ink pen to clearly mark your answers.
3. STAPLE all your pages together before you return the completed assessment.

BEFORE YOU BEGIN

COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2
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COMPLETE COMPETENCY
ASSESSMENT

YOUR SUPERVISOR REVIEWS 
ASSESSMENT RESULTS

DISCUSS ASSESSMENT
RESULTS WITH YOUR 

SUPERVISOR

31 2

Your supervisor will meet with you to review your results, answer any 
questions you have and identify how leadership can help you address 
your competency growth areas.

AFTER YOU FINISH

Helpful tips before you meet with your supervisor:

1. REVIEW YOUR RESULTS: Identify any questions or competency areas you want to discuss.

2. BE PREPARED: Prepare to share strengths and growth areas, and come with ideas on how you can
develop professionally.

3. BE OPEN TO FEEDBACK: Your position requires continuous learning to provide residents with the
highest quality of care. This is an opportunity to learn and your supervisor is there to support you. 4



Fill in the circle next to 
the answer you want to select. 

Choose only one answer per 
question

This gives you a brief description
of the section you are viewing. 

Use this bar to
track your progress

through the assessment. 
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1. READ each question carefully, and consider the topic and answer choices
before selecting your response.

2. NOTE any question(s) that you may want to discuss with your supervisor.

3. SIGN the last page in each of the three sections to confirm your answers.

4. DISCUSS your results with your supervisor.

Please enter your FIRST and LAST NAME below:

Please select your position:

Registered Nurse (RN) Licensed Practical/Vocational Nurse (LPN/LVN)

6
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Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to 
access to information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident
is not able to advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure 
services enhance care within the organization.

1. Your unit will begin using a new IV pump and the training is 
scheduled for 15 minutes before the end of your shift. You:

A. Complete your work in time to attend the training so that 
you fully understand the capabilities of the new equipment.

B. Ask your coworkers to tell you what they learn.

C. State that pumps are all the same and that you will figure it 
out when the pump gets to the unit.

D. Hope you never have to use it.

2. Professional standards include providing person-centered care. An 
example of person-centered care is:

A. Follow a plan of care that is the same for every person.

B. Follow a plan of care that respects the unique needs of 
each individual.

C. Follow a plan of care that makes work easy for the staff.

D. Follow the same plan of care for all residents, due to limited 
time. 

3. Development of a pressure ulcer/injury related to failure to turn 
and reposition a resident can be defined as:

A. Physical abuse.

B. Financial abuse.

C. Neglect.

D. Emotional abuse.

4. You notice a resident has started coming out of his room less 
and seems depressed (e.g., loss of interest, persistent sadness, 
isolation, etc.) since he moved to your unit from a unit where 
he lived for many years. He tells you he wants to go back to 
his old unit with his friends. You know his daughter requested 
the unit change. You: 

A. Believe in time the resident will adjust and do 
nothing for now.

B. Share the resident’s status with the interdisciplinary 
team and support finding a better solution for the 
resident.

C. Tell the daughter her father is depressed because 
she made him move.

D. Tell the resident the move was for his own good and 
that he will get better care on your unit.

5. As a professional nurse in an interdisciplinary team, you: 

A. Share information about a resident’s change in 
condition with a treating therapist.

B. Participate in making sure that the resident’s plan of 
care reflects the resident’s preferences, choices and 
goals.

C. Communicate orders for diet changes with the 
dietary team.

D. All of the above.
8



6. An alert and oriented resident wants to self-administer her medication. This requires completing a self-administration of medication 
assessment, changing medication storage, updating the care plan and involving the interdisciplinary team to make sure she is safely able 
to manage her medication. Additionally, you need to ensure it is documented daily that the medication is taken as prescribed. You:

A. Tell her it is easier on the staff if she allows the staff to manage her medication.

B. Support her decision and begin the process to make sure she can manage her medication safely.

C. Tell the Director of Nursing Services (DON/DNS) you do not want to do it because it is time consuming.

D. Ask the resident’s family member to convince her to change her mind. 

7. In your role as an advocate for residents, you:

A. Assist the resident in scheduling and getting to medical appointments.

B. Make sure to record resident’s medication information, including last dose and allergies. You include this information in 
transfer documents when the resident is sent to the hospital.

C. Help the resident understand information about new medications. 

D. All of the above.

8. The definition of nursing autonomy is: “The ability to act according to one's knowledge and judgment, providing nursing care within the 
full scope of practice as defined by existing professional, regulatory and organizational rules.” This means: 

A. You may administer an anti-hypertensive medication and monitor for effect if the resident’s blood pressure is elevated and 
meets the parameters of the physician’s order. 

B. You may order labs without a physician’s order for a resident with an elevated temperature.

C. You may administer two Tylenol tablets without an order to a resident with an elevated temperature, as long as you 
document in the nurse’s notes that the medication was administered using the “rights” of medication administration.

D. You may administer a one-time dose of Milk of Magnesia to a resident complaining of constipation without a physician’s 
order

Ensures the resident has active participation in all parts of his/her own health care (i.e., right to self-determination, right to 
access to information and privacy, preferences for care, decisions). Represents the resident when requested or when the resident
is not able to advocate for one’s self. Promotes staff education on resident rights and the responsibilities of the facility to ensure 
services enhance care within the organization.
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

1. Conversations regarding advanced directives should occur:

A. On admission.

B. During care plan meetings.

C. When there is a change of condition.

D. All of the above.

2. The following strategies should be used when communicating with people who have speech or language difficulties:

A. Sit or squat to be at eye level and make eye contact.

B. Allow extra time for communication.

C. Use gestures or a pen and paper to draw or write.

D. Finish the person’s sentences so they don’t get frustrated. 

E. A, B and C.

3. Your participation in interdisciplinary team meetings and documentation of medical records is: 

A. Very important.

B. Not Important.

C. Neutral.
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Interacts and effectively communicates with residents, families and staff while “fostering respect and shared decision-making” in 
order to improve residents’ care coordination and satisfaction. Utilizes communication technology and knowledge of the English 
language to read, write and speak effectively with others in order to convey and understand information and ideas clearly. Utilizes 
effective communication skills such as active listening, providing feedback and full attention, addressing emotional behaviors and 
barriers, resolving conflict and understanding the role diversity and aging can play in communication. 

4. How would you handle communicating with the emergency room during the transfer of care of a resident? Select the 
appropriate hand off method:

A. Tell the ambulance provider that you will fax the paperwork later.

B. Copy and provide documents based on your facility’s transfer protocols.

C. Give a verbal report to the accepting emergency department nurse before transferring the resident.

D. B and C.

5. What should you know when observing and interpreting a resident’s nonverbal communication?

A. Patients are usually aware of his/her nonverbal cues.

B. Verbal responses are more important than nonverbal cues.

C. Nonverbal cues provide important information and need to be acknowledged.

D. Nonverbal cues have obvious meaning and are easily interpreted.

6. My beliefs and opinions believe should not adversely affect the care I provide to residents or my communication with 
residents, families and coworkers.

A. True.

B. False.
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Handles complaints, arguments and conflicts as appropriate. Understands potential crises and behaviors. Takes the appropriate steps 
to resolve the situation or reduce risk and/or danger.

1. Which of the following is NOT a conflict resolution skill?

A. Negotiation.

B. Isolation.

C. Communication.

D. Validation.

2. A resident wants to sign a do-not-resuscitate (DNR) and is able to understand the meaning and outcome. However, the resident’s 
daughter is not allowing her parent’s wishes to be honored. Whom would you notify of the conflict?

A. Facility social worker.

B. The Director of Nursing Services (DON/DNS) and the administrator.

C. Resident’s medical practitioner.

D. All of the above.

3. One good way for teams to share information and reach agreement is in care team “huddles” at the nurses’ station.

A. True.

B. False.

4. To prevent a dangerous situation in the facility, you should watch for _____________.

A. Resident-to-resident conflicts.

B. Unauthorized individual wandering in the facility.

C. An angry family member threatening staff with violence.

D. All of the above.
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Shows an interest in learning and applies new skills and knowledge learned.1 Creates learning plans using a basic understanding of 
methods of instruction. Understands that lifelong learning is key to gaining knowledge and competence needed to be successful in
his/her position. Completes required annual trainings and learning hours to ensure continuing competence in field. 

1. The best way to learn about changes in facility policy and
procedure is through training and in-services.

A. True.

B. False.

2. Which of the following could be used to assess a learner’s 
needs, abilities and goals? 

A. Request a demonstration of current skill capabilities.

B. Ask the learner what his/her goals are and what he/she 
needs to learn to achieve those goals.

C. Rely on what has worked for other people in the past. 

D. A and B. 

3. A good way to teach a new skill is to show someone how to 
do it and then ask him/her to teach the new skill back to you. 

A. True.

B. False.

4. Professional development includes:

A. Going to a workshop on pressure ulcer/injury prevention.

B. Attending training on person-centered care.

C. Joining the professional organization for your role.

D. All of the above.

5. An example of how to assess your own skills includes:

A. Request feedback from a supervisor about job 
performance.

B. Be upset by suggestions to improve performance.

C. Be too hard on yourself.

D. Avoid changing when issues are pointed out.

6. A resident has a wound that requires complex 
dressing, which you do not understand. The facility has 
a wound care nurse who works Monday through 
Friday. You will be in charge of the dressing on the 
weekends. What is the best way to approach the 
complex wound dressing?

A. Wait until it is time to change the dressing and worry 
about it then.

B. Ask the wound nurse to train you on the correct way to 
apply the dressing.

C. Watch a YouTube video on how to change the dressing.

D. Ask a coworker to change the dressing for you.
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1. A resident has end-stage esophageal cancer. She wants to continue to eat food with normal consistencies. The resident’s 
family members do not agree on the right course of action. You:

A. Request the resident’s physician participate in a special care plan meeting with the resident and her family members.

B. Ensure the resident fully understands the consequences of her choice.

C. Ensure the facility Director of Nursing Services (DON/DNS) and administrator are aware of the situation.

D. All of the above.

2. Which statement is TRUE?

A. Providing quality end-of-life care means not needing to consult with others.

B. Assessing for constipation is important in a dying person even if he/she is not eating.

C. Treating an infection with antibiotics may be inappropriate for someone who is actively dying.

D. Determining why a dying older person is confused would be an inappropriate use of resources.

3. In an hour, a new resident will be admitted to your facility from the hospital. The hospital nurse tells you the resident is from Spain 
and understands and speaks only Spanish. The resident has no family members accompanying him, only a neighbor. Which action is 
most appropriate?

A. Assign the resident to a nursing assistant (CNA) who is from Mexico and speaks Spanish fluently. Use the CNA to help 
translate for the admission.

B. Proceed with the admission, not knowing any Spanish and keeping the resident’s information private.

C. Ask the hospital nurse which Culturally and Linguistically Appropriate Services (CLAS) approved the translation service 
she used, and obtain the CLAS contact information.

D. Ask the resident’s neighbor to stay and help with the admission, since the neighbor knows the resident best.

Completes roles and responsibilities within the ethical structure of their profession and supports ethical decision-making by residents 
and their families consistent with the residents values and beliefs. Understands the importance of honesty and resident consent.
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Influences the behavior of individuals and groups in his/her facility, helps establish shared goals and objectives, and demonstrates 
leadership characteristics and abilities that promote person-centered care. Facilitates shared problem-solving, decision-making 
and planning with interdisciplinary team members.

1. You hear a housekeeper yelling for a nurse. You go to the 
room and find a resident unconscious on the floor in the 
bathroom. You:

A. Begin to evaluate the resident while the housekeeper gets 
another nurse to respond with the resident’s chart and a 
crash cart. 

B. Ask the housekeeper to stay with the resident as you 
check the chart to see if the resident is a “Do Not 
Resuscitate” (DNR).

C. Run down the hall to get the crash cart.

D. B and C.

2. You overhear a nursing assistant (CNA) report a concern about a 
resident to her nurse. You notice that over the next 30 minutes, 
the charge nurse has not left the nurses’ station to check on the 
concern. What should you do? 

A. Stay out of it because the resident is not assigned to you.

B. Ask the CNA how the resident is doing.

C. Offer to go with the assigned charge nurse to assess the 
resident.

D. Go and tell the Director of Nursing Services (DON/DNS) 
your concern.

3. As a charge nurse, you have to modify the original CNA 
assignment due to staffing conflicts. Which leadership 
approach would you implement when dealing with frustrated 
staff?

A. Huddle with the staff to collaboratively reassign 
responsibilities.

B. Set the expectation that everyone must work as a 
team.

C. Active listening.

D. All of the above.

4. To contribute to your success as a nurse, you do the 
following:

A. Find a nurse who knows the facility well and has a 
leadership style from which you can learn.

B. Evaluate your team member’s skills, strengths and 
weaknesses.

C. Be open-minded to new ideas discussed in team meetings.

D. All of the above.
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1. A new resident, Mr. Jones, has fallen three times on your 
shift. What would the first step be in finding a solution to 
this problem?

A. Put a fall mat by his bed. 

B. Move him closer to the nurses’ station.

C. Review the times, places and circumstances of his falls. 
Look for common contributing factors.

D. Continue the current care plan with no changes.

2. A post-fall “huddle” is one example of using an effective 
team strategy to address a problem.

A. True.

B. False. 

3. Which of the following is an example of a barrier to person-
centered care?

A. Failing to communicate resident’s preferences to the 
team who is caring for the resident.

B. Respecting the resident’s wish to remain in bed late in 
the morning.

C. Participating or hosting interdisciplinary team meeting 
to update the resident plan of care. 

D. Having night shift staff get a resident up and showered 
to honor lifelong pattern of early rising in the morning.

4. Mrs. Smith is complaining of sudden onset shortness of breath. 
What is your first step?

A. Review Mrs. Smith’s medical record for history, recent labs, 
medication changes or other factors that may help 
understand her change of condition.

B. Call Mrs. Smith’s medical practitioner and ask for an order 
for nebulizer treatments.

C. Obtain 02 saturation levels and vital signs for Mrs. Smith. 
Evaluate lung sounds. Check for lower extremity edema.

D. Ask the nursing assistant (CNA) to keep an eye on Mrs. 
Smith and report back to you if it gets worse. 

5. A recent swallow study indicates a resident is unable to swallow 
thin liquids safely, but he is refusing to drink the honey-thick 
liquid the speech therapist ordered. What is the best approach 
to this situation?

A. Supply thin liquids so he does not get dehydrated. Watch 
him carefully as he drinks them.

B. Continue to offer honey-thick liquids. Document his refusal 
to drink them.

C. Communicate the refusals to the speech therapist, medical 
practitioner and Director of Nursing Services (DON/DNS). 
Request to attend an interdisciplinary team meeting to 
support finding a solution the resident will accept.

D. Call the medical practitioner to inform him/her that the 
resident is noncompliant with his diet order.

Applies critical thinking skills, knowledge of mathematics, and ability to combine information to make conclusions. Detects and 
recognizes changes in residents. Collaborates with others to evaluate interventions. Makes recommendations to the care plan, 
deduces risk and improves care for residents.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal, and ethical principles for their 
practice. Maintains a professional manner at work. Shares professional values, attitudes, and thoughts related to person-centered 
care for residents and their families.

1. It is acceptable to call in sick if your supervisor is upset with you. This gives him/her time to cool off.

A. True.

B. False.

2. Select all the ways you can advance your professional knowledge. 

A. Participate in in-service training.

B. Get information from Wikipedia.

C. Take a course to advance your knowledge and skills.

D. A and C.

3. Self-care is an important part of your professional responsibility. Some examples of self-care are:

A. Saying no to overtime shifts when you are already tired.

B. Calling in sick to go to a concert.

C. Learning to manage stress by getting enough sleep, exercise and nutritious foods.

D. A and C.

4. A resident’s daughter is angry. She approaches you and says, “None of you people know what you are doing.” You:

A. Tell her that she is upsetting the other residents and she should quiet down.

B. Calmly acknowledge her concerns. Find a private place to talk with her. Follow your facility’s protocols regarding 
grievances or abuse and neglect, if needed.

C. Walk away, because no one should talk to you like that.

D. Tell her that her mother is not your resident.
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Shows professional standards and work behaviors. Provides care that is consistent with moral, legal, and ethical principles for their 
practice. Maintains a professional manner at work. Shares professional values, attitudes, and thoughts related to person-centered 
care for residents and their families.

5. Your supervisor asks you to perform a task that is outside your scope of practice. You:

A. Do it because your supervisor gave you permission.

B. Say “no” and walk out because you have to protect yourself.

C. Respectfully explain to the supervisor that the task is outside of your responsibilities.

D. Read the facility policy and procedure before performing the task.

6. Documenting that you gave care when you have not given care is okay if you complete the task by the end of your shift.

A. True.

B. False.

7. After your shift, several coworkers go out to eat. Some staff members begin to talk negatively about your new manager. 
You:

A. Agree and state that you do not like the way things are going. You mention you are looking for a new job.

B. Change the conversation to something that is not facility-related.

C. Take bets on how long the new manager will be employed at the facility.  

D. Tell them the new manager is friends with important people, so they should be careful about what they say.
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1. Which of the following are examples of times when the 
interdisciplinary team needs to share information?

A. Fall prevention.

B. Pressure ulcer/injury prevention and management.

C. Resident care plan discussions.

D. All of the above.

2. A new nurse starts on your unit and you see that he is struggling with 
completing tasks on time. You:

A. Do nothing; he will figure it out, or he does not need to be here.

B. Share with him your challenges with the transition to a new 
facility and some of the techniques you use to complete tasks.

C. Tell the Director of Nursing Services (DON/DNS) that the new 
nurse is not going to make it in his role.

D. None of the above.

3. The risk(s) related to transferring the care of a resident to a 
different professional caregiver include:

A. Mistaken duplication of medication administration.

B. Critical lab results overlooked.

C. Unrecognized delirium in a resident with dementia.

D. All of the above.

Promotes interdisciplinary team collaboration through problem-solving and intervention planning that focuses on resident needs. 
Sees self as part of a team and values open communication, respect, shared decision-making, team learning and professional 
development.

4. During an interdisciplinary team (IDT) meeting, the team 
discusses a resident who has several comorbidities. The 
team strategizes how to meet the resident’s needs. You:

A. Listen to all perspectives.

B. Take the opportunity to catch up on your 
documentation and listen while the others share.

C. Openly share your knowledge of the resident, his 
challenges and goals.

D. A and C.

5. Snacks are consistently delivered 30 minutes late to the 
unit, which is the same time staff do positioning and 
toileting rounds. What is the best way to resolve this issue 
as a team?

A. Go to the kitchen and tell the staff that they need to 
deliver snacks on time. 

B. Tell your staff that dietary will never deliver them on 
time, so we need to adjust our tasks and activities.

C. Talk with the DON/DNS about scheduling an 
interdisciplinary team meeting to discuss and resolve.

D. Tell the nursing assistant (CNA) to take the snack cart 
back to the kitchen, since the time for snacks is over.
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Manages time and prioritizes tasks in order to safely complete responsibilities. Recognizes the importance of consistent caregivers 
for residents. Takes initiative, adjusts actions as prioritizes change, and performs effectively.

1. What should you consider when determining the best time to take a break?

A. Facility policy.

B. My daily personal obligations (e.g., picking my kids up from school).

C. My resident needs are met, residents are being supervised and a clinical peer 
agreed to be available if my staff or residents need something while I am away.

D. A and C.

2. The Minimum Data Set (MDS) nurse assigned to monitor the dining room during 
resident lunch is not present. Lunch is being served, and your morning tasks are 
complete. You:

A. Page the MDS nurse to the dining room.

B. Tell the administrator that no one from management is covering the dining room.

C. Go to the dining room to supervise and ensure safe dining until appropriate relief 
arrives.

D. Mind your business, and wait for your hall trays to arrive.

3. You are notified that a diabetic resident has a 12:30 p.m. medical appointment. You:

A. Notify the resident’s nursing assistant (CNA) of the appointment and the time the 
resident needs to be ready.

B. Communicate with the resident’s usual caregivers about the timeframe in which 
the resident will be unavailable.

C. Notify the kitchen staff that the resident will need an early lunch tray and a snack 
today.

D. All of the above.

4. You are reviewing resident lab results 
and find that two INRs are critical. 
Prioritize the four activities below:

a) Notify the resident’s medical 
practitioner.

b) Inform the medication aide/nurse 
of the critical INR and tell him/her 
to hold the medication until further 
instructions are received from the 
medical practitioner.

c) Notify the resident/resident 
representative.

d) Ask the CNA if he/she saw any 
evidence of bleeding. Instruct 
him/her to report any new 
bleeding.

A. c, d, a, b

B. d, a, b, c

C. b, d, a, c

D. b, c, a, d
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring. 

Make sure to double check all your answers. Your supervisor will score your 

assessment after you complete all three sections and will provide you with a final 

score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Advocacy x 2 = / 16 =

2) Communications x 2 = / 12 =

3) Conflict Resolution x 2 = / 8 =

4) Education and Training x 2 = / 12 =

5) Ethics x 2 = / 6 =

6) Leadership x 2 = / 8 =

7) Problem-Solving x 2 = / 10 =

8) Professionalism x 2 = / 14 =

9) Teamwork and Collaboration x 2 = / 10 =

10) Time Management and Adaptability x 2 = / 8 =

TOTAL / 104 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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Develops and follows a person-centered plan of care addressing each resident’s range in ability to perform activities of daily living 
(ADLs) (e.g., bathing, dressing, grooming, toileting, bed mobility, eating, transfer and locomotion). Supports residents in order to help 
them maintain their highest level of functioning.

1. Mealtime observations for a resident with weight loss can 
provide valuable information to help understand why a 
resident is losing weight. Examples of observational clues 
would include:

A. Resident is a slow eater and is rushed to finish meals 
before returning to his/her room.

B. The dining room is noisy and the resident appears 
distracted.

C. The resident values his/her independence and you 
observe he/she is struggling to use utensils.

D. All of the above.

2. Task segmentation can be an effective intervention for 
residents who need frequent rest periods in order to 
participate in their ADLs and maintain their highest 
practicable level of functioning.

A. True.

B. False.

3. Incontinence can be a significant source of embarrassment to 
the resident and may contribute to isolation and depression. 
Preventable causes of resident incontinence might include: 

A. Lack of accessibility to devices, such as bedside 
commode, bedpan, etc.

B. Lack of individualized toileting plan.

C. Not responding to a resident’s call lights in a timely 
manner.

D. All of the above.

4. You have just completed an admission evaluation on a newly 
admitted resident and are preparing to add entries to the 
baseline plan of care. Important entries related to safe and 
appropriate person-centered care would include:

A. Provide two-person gait-belt transfer; requires extra 
time to gain balance upon standing.

B. Assist with meals as needed.

C. Resident is a fall risk.

D. Provide safe environment.

E. A, B and C.
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Facilitates safe and effective transitions across levels of care, including acute, community-based and long-term care (e.g., home, 
assisted living, hospice, nursing homes) for residents.

1. Examples of terms that a resident and resident 
representative would understand include:

A. PRN and QD.

B. SS and TX.

C. B & B and monitor for NAR.

D. None of the above.

2. Teaching an alert and oriented resident about home 
medication management is NOT important if the resident is 
discharging home with home health. It may confuse the 
resident.

A. True.

B. False.

3. Examples of important information to communicate to 
emergency room (ER) staff at the time of resident transfer 
include:

A. The resident’s advanced directives, choices and 
preferences regarding care.

B. Medical practitioner and family representative contact 
information.

C. Medication list and resident’s plan of care. 

D. All of the above.

4. Examples of important steps prior to verifying nursing home 
admission orders with the accepting medical practitioner 
include: 

A. Complete a medication reconciliation (the process of 
comparing a resident’s medication orders to all of the 
medication that the resident has been taking, including 
home medications).

B. Validate that the medication reconciliation is accurate by 
talking to the resident and/or resident representative.

C. Review all other admission orders with resident and/or 
responsible party, including advanced directives to 
validate accuracy in accordance with resident choice.

D. All of the above.

5. Examples of information that must appear on a baseline plan 
of care to promote safety and safeguard against adverse events 
that are most likely to occur right after admission include:

A. Common safety risks, such as choking, falls, bleeding and 
side effects of medications.

B. Initial goals based on admission orders.

C. Pre Admission Screening and Annual Resident Review 
(PASARR) recommendations if applicable.

D. Dietary orders.

E. All of the above.
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Knows the signs of illness in older adults and other nursing facility residents and watches for and reports early changes in a 
resident's condition.

1. Early signs of infection in older adults may be missed because the signs are often dismissed as being a normal part of aging.

A. True.

B. False.

2. Early detection of a possible change in condition and timely medical practitioner intervention may prevent which of the 
following? 

A. Need for new medication.

B. Avoidable transfer to the hospital.

C. Need to change the resident’s care plan.

D. A and B.

3. A resident who is normally happy and participates in activities becomes tearful and refuses to remain in an activity he/she 
normally enjoys. The best action would be to:

A. Return the resident to his/her room. Leave him/her alone to calm down.

B. Add the information to the shift report and ask the oncoming shift to monitor.

C. Take the resident back to his/her room to evaluate the situation, including possible underlying change of condition.

D. Administer an anxiolytic medication that is ordered on an as-needed basis.
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Knows the signs of illness in older adults and other nursing facility residents and watches for and reports early changes in a 
resident's condition.

4. You notice a stage 3 pressure ulcer/injury has shown no change over a two-week period. You should:

A. Ensure that pressure-relieving devices are appropriately used and the resident is properly positioned on a schedule that 
supports wound healing.

B. Evaluate the wound for signs of infection.

C. Notify the medical practitioner, the Director of Nursing Services (DON/DNS), the nursing assistant (CNA) who cares for 
the resident, as well as all members of the interdisciplinary team.

D. All of the above.

5. Resident changes in condition are most easily found when: 

A. All facility staff are encouraged to know the residents and report changes.

B. The nursing staff have sole responsibility for monitoring and reporting changes.

C. Assignments frequently change so staff works with different residents each week.

D. Only nursing supervisors are allowed to notify medical practitioners about changes.

6. Which of the following should be evaluated to determine if a resident has had a variation from baseline?

A. Ability to perform activities of daily living. 

B. Cognitive function, memory, speech pattern and clarity.

C. Review medical record, including new orders, medical practitioner notes and diagnostic studies.

D. All of the above.
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Records important facts and observations about a resident’s health including past and present illnesses, medical tests, treatments 
and outcomes. Establishes a resident’s history including treatment and response to treatment as a legal record. Uses 
documentation to serve as communication between health care professionals, patients, their families, and health care 
organizations.

1. Nurses may be called (subpoenaed) to testify to recall events 
and attest to the truthfulness and accuracy of their 
documentation in a court of law.

A. True.

B. False.

2. Which of the following is NOT considered an unsafe nursing 
documentation abbreviation?

A. PRN.

B. IU.

C. D/C.

D. MS.

3. Which should NOT be the focus when documenting goals and 
interventions in the resident plan of care?

A. Measurable.

B. Resident-directed.

C. Reasonable.

D. Reimbursable.

4. You receive a call from a vendor asking for a resident’s social 
security number. What should you do?

A. Verify that the vendor has a need to know the 
information (order for services).

B. Have the vendor tell you the resident’s full name.

C. Call the daughter to get permission.

D. A and B.

5. Where would you find the documented professional practice 
standards for your particular licensure?

A. Textbook from nursing school.

B. Department of Health for your state.

C. Board of Nurse Examiners for your state and for your 
licensure.

D. The Centers for Medicare & Medicaid Services (CMS).

28



Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission-based precautions, standard precautions, equipment and 
environmental cleaning, etc.

1. The chain of infection includes six elements: infectious agent, 
reservoir, portal of exit, mode of transmission, portal of entry, 
susceptible host. In clostridium difficile (CD) infections, the 
mode of transmission is most often:

A. Contaminated hand-to-mouth.

B. Airborne droplets.

C. Food borne.

D. Antibiotics.

2. When cleaning a heavily draining wound infected with MRSA, 
where you might experience splashing or spray, what 
personal protection equipment would you use?

A. Gloves and gown.

B. Gloves, gown, mask and shoe covers.

C. Gloves, gown, mask and eye protection.

D. Gloves only.

3. Examples of when you should use soap and water instead of 
alcohol-based hand sanitizer are:

A. Hands are visibly soiled.

B. Caring for a resident with clostridium difficile.

C. When caring for a resident with a norovirus infection.

D. All of the above.

4. When cleaning surfaces and equipment that may be 
contaminated with clostridium difficile, it is important to use:

A. Anti-microbial cleaning agents that kill bacteria.

B. Environmental Protection Agency (EPA)-approved, spore-
killing disinfectants.

C. Alcohol-based cleaning products specifically designed for 
cleaning in health care facilities.

D. None of the above.

5. Residents who are age 65 or older should be administered 
two doses of pneumococcal vaccine.

A. True.

B. False.
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Understands facility infection prevention and control policies and procedures. Practices in an environmentally safe and healthy 
manner. Demonstrates mastery of hand hygiene, transmission-based precautions, standard precautions, equipment and 
environmental cleaning, etc.

6. A family member with a mild cold is visiting a resident with a low white blood cell count (leukopenia). In order to protect 
the resident, appropriate courses of action are:

A. The family is visiting from out of the area, so you cannot say anything.

B. Recommend that the family member come back to visit when his/her cold has resolved to protect the resident. 

C. Suggest the family member take cold medicine to prevent coughing and sneezing in the resident’s presence.

D. Tell the family member about the resident’s health care condition and hope they don’t visit.

7. The nurse’s role in infection surveillance includes:

A. Monitoring the residents and staff on the unit for signs and symptoms of infection.

B. Accurately identifying and reporting signs and symptoms of infection to the medical practitioner and nursing leadership.

C. Being aware and reporting if more than one person on a unit exhibits similar signs and symptoms.

D. All of the above.

8. The nurse’s responsibility as it relates to antibiotic stewardship includes:

A. Providing education to residents and families on the appropriate use of antibiotics.

B. Understanding the key components of antibiotic stewardship, which includes timely sharing of culture results with 
medical practitioners to prevent overutilization. 

C. Understanding the difference between bacterial and viral infections.

D. All of the above.
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Shows knowledge of disease states and conditions and medications commonly used to address them (i.e., prescription medications, 
over-the-counter medications, herbal remedies and supplements). Properly delivers medication as directed by the medical 
practitioner’s order, dialogues with ordering practitioner should the nurse question the appropriate dose or medication regardless of 
administration method (e.g., injectable, oral, subcutaneous, topical). Follows safe medication administration practices, such as
adhering to accepted processes around medication use and documentation including the “Five Rights” or “10 Rights” of medication 
administration.

1. Which of the following could indicate a drug allergy? 

A. Rash.

B. Swelling to lips and face.

C. Difficulty breathing.

D. All of the above.

2. A resident with type 2 diabetes has had blood sugars over 250 
mg/dL for the past month. What resident data would you want 
to review and evaluate?

A. Urine output.

B. Weight.

C. Active infection.

D. All of the above.

3. What is NOT one of the “Rights” of medication administration?

A. Dose.

B. Disease.

C. Resident.

D. Time.

4. You receive a personal emergency call during medication 
distribution and have to leave the facility. You are 100-
percent confident that the person taking your place will 
know where you left off because you always follow best 
practices around medication administration. Select the best 
practice below:

A. Set-up/pre-pour my medications prior to 
administering.

B. Sign for medications immediately after administering. 

C. You always follow the “Five Rights” or “10 Rights” of 
medication administration.

D. Document that the medication is not available.

5. You observe a resident with a small skin discoloration and 
review his/her current medications. Which medication 
classes could contribute to skin discoloration?

A. Anti-platelets.

B. Anticoagulants.

C. Selective Serotonin Reuptake Inhibitors (SSRIs).

D. All of the above.
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Completes an evaluation of functional and cognitive abilities and pain treatment goals in order to develop and start an 
individualized treatment plan for managing resident’s pain. Uses valid and reliable instruments for evaluation for adults with 
and without cognitive impairment.

1. Common causes of acute pain that can be avoided include: 

A. Improper chair-to-bed transfer.

B. Bladder retention.

C. Long periods of immobility.

D. All of the above.

2. Select the possible consequences of untreated pain in older 
adults:

A. Depression.

B. Weight loss.

C. Decline in activities of daily living (ADLs).

D. All of the above.

3. Which statement about pain in the elderly is TRUE?

A. Pain is part of the aging process.

B. Opioid medications are inappropriate for the elderly.

C. Elderly persons often do not report pain because they 
consider it a normal part of the aging process.

D. The elderly have a greater tolerance to pain than younger 
adults.

4. Which statement is FALSE?

A. Pain is a subjective experience; it is what the resident 
says it is.

B. Residents with dementia do not feel pain.

C. Residents with unusual behaviors should be evaluated for 
pain. 

D. Residents with routine pain medication need regular, 
ongoing evaluation by a nurse.
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Completes an evaluation of functional and cognitive abilities and pain treatment goals in order to develop and start an 
individualized treatment plan for managing resident’s pain. Uses valid and reliable instruments for evaluation for adults with 
and without cognitive impairment.

5. Common side effects of opioid medication include:

A. Hypotension.

B. Constipation.

C. Drowsiness.

D. All of the above.

6. What is important to know when selecting a non-pharmacological approach?

A. Type of pain the resident is experiencing.

B. Source or history of the pain.

C. Medications that the resident is taking.

D. All of the above.

7. Your resident has an order for PRN pain medication and you notice that over the past two days you have had to administer 
the medication often. What actions should you take?

A. Contact the resident’s medical practitioner to report the increase in need for analgesic administration and request a 
possible change or routine order.

B. Talk to the resident about your concerns regarding the amount of pain medication taken.

C. Contact the family to report changes in pain and status of call to medical practitioner.

D. A and C.
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Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

1. A resident tells you he/she does NOT want to be kept alive by machines. Utilizing active listening to elicit the resident’s 
values and preferences, you might:

A. Restate what the resident said and ask if you understood it correctly.

B. Ask probing questions to validate the resident’s understanding of advanced directives.

C. Empathize with the resident’s concerns and give the resident time to verbalize fears.

D. All of the above.

2. Which factors may play a role in a resident or representative’s decision to place a gastric-feeding tube in a resident who has 
lost the ability to swallow? 

A. Culture.

B. Spiritual beliefs.

C. Age.

D. All of the above.

3. A resident’s need for physical and emotional closeness with a spouse or partner diminishes with illness. Those needs are 
not considered in the development of a person-centered plan of care.

A. True.

B. False.

34



Recognizes and supports the resident’s right to make decisions about their health care and maintain control over their daily lives.  
Provides compassionate and coordinated care based on respect for the resident’s preferences, values and needs.

4. Which of the following supports person-centered care when making nursing assistant (CNA) assignments on your unit?

A. Even distribution of the number of residents in each assignment.

B. CNA preferences.

C. Consistent assignments.

D. Convenience for nursing staff.

5. A resident often saves snacks and food in her room. The family tells you that the resident has always saved food because 
she is afraid of being hungry. A person-centered approach to this situation might be:

A. Explain that keeping food might attract bugs and insist you will get her anything she wants, anytime she wants it.

B. Discard food only when resident is out of the room.

C. Provide her with individually wrapped, non-perishable items and safe food storage containers.

D. Insist all food is dated and is stored in the resident nourishment room.

6. In a person-centered care environment, inclusion of resident, representative and family in care-making decisions with the 
resident being the source of control means:

A. Including both the resident, family and representative in care-planning decisions.

B. Recognizing the resident’s right to choose, even if the family or representative disagrees with his/her choice.

C. Offering choices that support the resident’s values, preferences and abilities.

D. All of the above.
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Understands the basics of Quality Assurance Performance Improvement (QAPI). Uses data to measure performance, and looks for 
root causes of problems and tests changes to continuously improve the quality of care provided by engaging residents, families and 
staff in quality improvement activities. Participates in performance improvement projects and monitors performance over time.

1. The “Model For Improvement” cycles are as follows:

A. Plan, Do, Study/Check, Act. 

B. Study, Plan, Do, Check, Act.

C. Do, Study, Plan, Act.

D. None of the above.

2. What kind of adverse events can be counted on the unit 
and used to improve performance?

A. Weight loss.

B. Falls.

C. Staff injuries.

D. All of the above.

3. From the list below, select tools used to determine root 
cause:

A. Fishbone diagram.

B. 5 Whys only.

C. Cause and effect and Fishbone only.

D. A, B and C.

4. The Director of Nursing (DON) posts a sign-up list for staff to 
participate in a Performance Improvement Project (PIP). You:

A. Wait to see who else is going to sign up so you know if the 
PIP is going to succeed.

B. Walk away feeling like things will never change so why 
bother.

C. See the importance of getting involved with making 
improvement so you sign up right away.  

D. Tell your coworkers that there is no reason for change and 
this is just another task to take up time.

5. A PIP is a focused effort on a particular adverse event or system 
(not individuals), which involves gathering data to clarify issues or 
problems and identify opportunities for improvement.

A. True.

B. False.

6. As a member of a PIP focused on preventing weight loss, it would 
be important to ask residents and their families the following:

A. Is the food tasty?

B. Does the food look appetizing?

C. Is the food served at the right temperature?

D. All of the above.
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Understands the first step of the nursing process. Gathers and analyzes data such as: physiological data, psychological, sociocultural, 
spiritual, economic and lifestyle factors.

1. Why is gathering information from a History and Physical (H&P) an important part of a resident evaluation?

A. To prevent an adverse event. 

B. To shorten the evaluation time required at the bedside.

C. Provides context for evaluation findings.

D. A and C.

2. When discussing advanced directives, it is important to understand:

A. The resident and family’s cultural beliefs about death.

B. The resident and family’s spiritual and religious beliefs.

C. The resident’s diagnoses.

D. A and  B.

3. A resident with chronic obstructive pulmonary disease (COPD) presents with shortness of breath (SOB) at rest. Safety 
considerations when assessing functional activities for this resident might include:

A. Having a second person available when gathering information about transfer and ambulation.

B. Having oxygen ready to apply if he/she becomes short of breath.

C. Allowing for rest periods (task segmentation) during and between components of the information gathering process.

D. A and C.

E. All of the above.
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Understands the first step of the nursing process. Gathers and analyzes data such as: physiological data, psychological, sociocultural, 
spiritual, economic and lifestyle factors.

4. Hospital notes prior to facility admission indicate the resident had a diagnosis of pulmonary embolism (PE) and right lower
extremity deep vein thrombosis (DVT). As the admitting nurse, what physical and health information would you gather
FIRST?

A. Musculoskeletal.

B. Circulatory.

C. Respiratory.

D. Integumentary.

5. Information about a resident may be shared with the resident’s representative under which circumstances?

A. If the resident gives consent to have the information shared with the identified party.

B. The resident is incapacitated and unable to provide information.

C. If the request comes from the resident’s representative’s attorney.

D. A and B.

6. Critical thinking involves making inferences from data, drawing correlations to develop approaches for a person-centered
plan of care and:

A. Using evidence-based nursing approaches to reduce the risk of adverse events.

B. Outlining nursing tasks step-by-step.

C. Supporting the wishes of the resident’s representative.

D. None of the above.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring. 

Make sure to double check all your answers. Your supervisor will score your 

assessment after you complete all three sections and will provide you with a final 

score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Activities of Daily Living (ADLs) x 2 = / 8 =

2) Admission, Transfer and Discharge x 2 = / 10 =

3) Detecting Resident Change in Condition x 2 = / 12 =

4) Documentation x 2 = / 10 =

5) Infection Control and Prevention x 2 = / 16 =

6) Medication Administration x 2 = / 10 =

7) Pain Evaluation and Management x 2 = / 14 =

8) Person-Centered Care x 2 = / 12 =

9) Quality Assurance Performance
Improvement (QAPI)

x 2 = / 12 =

10) Resident Evaluation x 2 = / 12 =

TOTAL / 116 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 

40



41



Assists resident to manage day-to-day living with Chronic Obstructive Pulmonary Disease (COPD). Identifies and responds to changes 
in condition to prevent complications and acute exacerbations. Uses knowledge of appropriate COPD interventions, treatments, 
methods and modalities to improve the quality of life and care for the resident. Effectively uses an interdisciplinary approach to 
manage resident-specific needs.

1. COPD places residents at risk for sepsis. Signs that may
indicate sepsis related to residents with COPD include:

A. Difficult to awaken and altered mental status.

B. Cough/shortness of breath – Heart rate > 90 bpm.

C. Blood Pressure > 120 systolic – Respiratory rate < 18.

D. A and B.

2. How can the care team support the resident with COPD and
his/her family?

A. Ask the family to leave when the resident is experiencing
shortness of breath (SOB) to avoid increased anxiety in
the resident.

B. Quickly respond to exacerbations and the need for
ordered PRN respiratory medications.

C. Be patient when working with the resident with SOB.

D. B and C.

3. Which technique(s) can be valuable for the resident and
family to understand and practice when experiencing
increased SOB?

A. Deep breathing exercises.

B. Pursed lip breathing.

C. Mouth breathing.

D. None of the above.

4. If a resident under your care is experiencing increased
shortness of breath (SOB), what should you evaluate and
report?

A. Signs and symptoms of infection.

B. Amount of O2 use.

C. O2 Sat. (oxygen saturation)

D. All of the above.

5. A resident with COPD experiences air hunger because his/her
lungs lose the ability to expel air. He/she can fill them up with
oxygen, but cannot exhale carbon dioxide. Therefore, SOB can
quickly become respiratory distress.

A. True.

B. False.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation, and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT], Speech-Language Pathology [SLP]) to maintain the
highest practicable level of function and quality of life.

1. All residents manifest the same signs and symptoms of CHF
exacerbation.

A. True.

B. False.

2. When teaching a resident and his/her family about factors
that can reduce exacerbation of CHF, which of the following
are important to highlight?

A. Limit sodium intake.

B. Regular exercise as tolerated.

C. Use good infection prevention practices.

D. All of the above.

3. Level of tolerance can be negatively impacted by:

A. Anxiety.

B. Lack of sleep.

C. Increased sodium intake.

D. All of the above.

4. Angiotensin Converting Enzyme (ACE) inhibitors are
commonly prescribed for residents with CHF. One of the most
common side effects of ACE inhibitors is:

A. Constipation.

B. Sub-normal temperature.

C. Cough.

D. Elevated blood pressure.
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Uses knowledge of Congestive Heart Failure (CHF) symptoms, evaluation, and treatment to support residents with CHF. Utilizes 
nursing knowledge and skills and functions as an integral member of an interdisciplinary team, including the registered dietician 
and the rehabilitation staff (Physical Therapy [PT], Occupational Therapy [OT], Speech-Language Pathology [SLP]) to maintain the
highest practicable level of function and quality of life.

5. Identification of early clinical symptoms of CHF can prevent adverse events and reduce the risk of re-hospitalization.
Examples of early clinical symptoms of CHF include:

A. Dyspnea, orthopnea, cool pale skin, increased fatigue, jugular vein distension.

B. Diminished lung sounds, flushed skin, decreased skin turgor.

C. Inability to urinate, delirium, weight loss.

D. None of the above.

6. A resident with CHF, as diagnosed by his/her medical practitioner, develops a cough that produces frothy white or pink-
tinged sputum. They have expiratory wheezing and bubbling lung sounds, increased respiratory rate, increased pulse rate
and extreme anxiety. These changes:

A. Are indicative of pulmonary edema and must be reported to the resident’s medical practitioner and facility leadership
immediately.

B. Are all typical symptoms of CHF. They should be documented, but notification can wait until the medical practitioner
visits or calls next.

C. Are life threatening if appropriate interventions are not prescribed and implemented quickly.

D. A and C.
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Encourages adoption of interventions for quality assurance and performance improvement plans for residents with 
dementia/cognitive impairments. Advocates for quality and empowers the resident with dementia/cognitive impairment and 
his/her caregiver to make informed decisions. 

1. Which of the following statements about dementia is/are 
TRUE?

A. The most common causes of dementia in older adults 
are Alzheimer’s disease, vascular dementia, Lewy Body 
dementia and frontotemporal dementia.

B. An altered state of consciousness is present.

C. Cognitive decline is usually gradual.

D. A and C.

2. A resident with dementia may use uncharacteristic behavior 
to communicate with those around him/her.

A. True.

B. False.

3. If the cause of delirium goes untreated, the result may be 
fatal. 

A. True.

B. False. 

4. Why is a resident with cognitive impairment more vulnerable 
to abuse and neglect? 

A. He/she has difficulty making his/her needs known.

B. He/she may be aggressive towards staff.

C. He/she may be unable to report instances of neglect or 
abuse.

D. All of the above.

5. When evaluating possible causes of pain in a resident with 
dementia, it is important to consider:

A. Unmet needs (e.g., hunger, inability to empty bladder).

B. Social interaction.

C. Fear.

D. All of the above.

6. Supportive care strategies to minimize the effects of altered 
perception may include:

A. Increasing the lighting.

B. Placing a colored towel at the bottom of a tub.

C. Evaluating the floor coverings.

D. All of the above.
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Demonstrates knowledge of the factors that affect blood glucose levels, the health implications, and complications associated with 
diabetes. Works within the interdisciplinary team to teach and provide support and guidance to residents who have diabetes. 
Conducts comprehensive health evaluations, documents and reports findings, and consults with appropriate medical practitioners as 
needed. Uses a holistic approach to the care of diabetic residents with the goal of enhancing quality of life and minimizing 
complications.

1. When administering a routine morning dose of insulin, the 
nurse should be aware of all of the following factors EXCEPT:

A. Action Onset, Peak and Duration.

B. The differences among short-acting insulin, long-acting 
insulin and basal insulin.

C. Whether the resident had a snack the previous evening.

D. Expiration period after opening.

2. A resident with an active infection may need to have 
additional monitoring of his/her blood glucose because:

A. Residents who are sick may not eat adequately. 

B. Infectious processes can elevate blood glucose levels.

C. Antibiotics may have an impact on blood glucose levels.

D. All of the above.

3. Hemoglobin A1C measures the average level of glucose in the 
blood over three months.

A. True.

B. False.

4. The signs and symptoms of hypoglycemia are:

A. Increased thirst, headache, frequent urination.

B. Shakiness, excessive sweating, confusion.

C. Blurred vision and hyperactivity.

D. Edema, ringing in the ears.

5. Whose responsibility is it to confirm that a diabetic resident is 
adequately consuming his/her meals and snacks?

A. Nursing assistant (CNA).

B. Interdisciplinary team.

C. Nurse.

D. All of the above.

6. Which of the following body systems are NOT negatively 
affected by hyperglycemia?

A. Integumentary.

B. Renal.

C. Central nervous system (CNS).

D. None of the above.

46



Understands the impact that impaired mobility has on the resident’s quality of life.  Works with the interdisciplinary team to promote 
the health and safety of the resident while empowering the resident to attain and/or maintain the highest practicable level of 
independence.

1. Watching to make sure the resident can properly use 
equipment, such as a cane or walker, is part of the nurses 
role in resident safety. Some residents who have had a 
Cerebral Vascular Accident (CVA), arthritis and other 
mobility issues can walk safely by using canes and walkers.

A. True.

B. False.

2. As a nurse, you know that:

A. Pain can lead to decreased mobility, and decreased 
mobility can lead to pain.

B. Loss of muscle mass can lead to decreased mobility. 

C. Decreased mobility can lead to a decrease in bone 
density and greater risk for fractures.

D. All of the above.

3. When evaluating person-centered interventions for a 
resident with impaired mobility, considerations include, 
but are not limited to type of impairment, resident 
preferences, resident goals and safety.

A. True.

B. False.

4. The Physical Therapist (PT) informs you Mr. Jones will reach his 
skilled therapy goals within the next two weeks.  Although progress 
has been made with Mr. Jones’s Parkinson-related impaired 
mobility, safety with ambulation remains a long-term need. In 
preparation for the transition off skilled therapy, and as the charge 
nurse assigned to his care, you: 

A. Work with the therapist to provide training to the nursing 
assistants (CNAs) on the safe and appropriate ambulation 
assistance required for Mr. Jones.

B. Work with the interdisciplinary team to develop a plan of care 
for safe transition from skilled therapy to a person-centered 
restorative nursing program.

C. No preparation is needed from nursing. 

D. A and B.

5. As a member of the interdisciplinary team, the nurse’s role is to 
make sure that the resident continues to use therapy-directed 
interventions, such as _____________. These practices will promote 
resident safety, prevent injury and maintain independence.

A. Sliding boards for transfers.

B. Walk-to-Dine Program.

C. Answering call lights in a timely manner.

D. A and B.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

1. Alcoholism and drug addiction can be:

A. Treated, so there is no excuse for either one.

B. Symptoms of an underlying mental health issue.

C. A problem of morality.

D. A sign of a weak personality.

2. When taking a mental health history, which factors are MOST important to evaluate?

A. Triggers for mental health exacerbations.

B. History of trauma.

C. Caregiver stress.

D. A and B.

3. Documenting behaviors as they occur can help medical practitioners understand behavioral changes that may be related to
illness by:

A. Identifying behavioral patterns and triggers.

B. Establishing what is “normal” behavior for the resident versus a change that may indicate the onset of acute illness.

C. Correlate behavioral changes with other changes, such as decline in activities of daily living (ADL) function or nutritional
intake.

D. All of the above.
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Promotes holistic, respectful person-centered care for residents as they experience mental health concerns. Incorporates the 
principles of cultural sensitivity, evidence-based best practice and accurate evaluation to provide an environment that emphasizes the 
strength of the individual and encourages quality of care and life for residents with mental health concerns. 

4. Routines and consistency can be important for residents who suffer from Post-Traumatic Stress Disorder (PTSD). This 
addresses which human need:

A. Safety.

B. Caring.

C. Esteem.

D. Love.

5. Psychoactive medications can cause weight gain or loss. In explaining this to a family who is concerned about a weight gain 
that may be related to a recent medication change, it is important to share:

A. Risks versus benefits of not taking the medication.

B. Weight gain that is a side effect of medication cannot be controlled.

C. Methods to control weight gain while taking the medication.

D. A and C.

6. PASRR/PASARR (Preadmission Screening and Annual Resident Review) is a federally mandated program applied to all 
individuals seeking admission to a Medicaid-certified nursing facility, regardless of funding source. It makes sure that 
residents with mental health challenges and intellectual disabilities receive services needed to have the highest practicable
quality of life. 

A. True.

B. False.
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Demonstrates knowledge around different types of pneumonia, how they impact residents and appropriate treatment. Recognizes 
signs and symptoms of pneumonia and works with the interdisciplinary team to identify the cause, document findings, carry out the 
prescribed treatment plan and modify the plan of care as appropriate.

1. What should you do if you hear abnormal breath sounds?

A. Turn up the resident’s oxygen.

B. Notify the medical practitioner immediately.

C. Ask another nurse to verify what you heard.

D. Turn the resident’s oxygen down.

2. What symptoms are you likely to see if a resident has
pneumonia?

A. Shaking chills.

B. Shortness of breath (SOB).

C. Cough.

D. All of the above.

3. What respiratory equipment needs to be cleaned after every
use?

A. Stethoscope.

B. Oxygen nasal cannula.

C. Nebulizer.

D. A and C.

4. Which of the following types of pneumonia is Legionella?

A. Primary.

B. Secondary.

C. Community-acquired.

D. None of the above.

5. When should residents who have NOT completed an
immunization series be immunized against pneumonia?

A. Any time for someone older than the age of 65 who has
not been immunized.

B. In the fall.

C. In the winter.

D. Annually.

6. When a nebulizer treatment is given, lung sounds should be
evaluated.

A. Before.

B. After.

C. A and B.

D. Not at all.
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Monitors, evaluates, and manages risk factors to prevent pressure ulcers/injuries. Uses evidence-based best practices when 
managing the treatment of pressure ulcers/injuries. Works with the interdisciplinary team to develop and implement person-
centered plans of care to prevent and/or manage pressure ulcers/injuries. Identifies root causes when pressure ulcers/injuries 
develop to determine appropriate interventions for healing. Demonstrates competence in pressure ulcer/injury documentation. 

1. What can prevent shear and friction injuries?

A. Lifting, rather than “pulling,” residents when 
repositioning.

B. Proper fitting shoes.

C. Proper use of mechanical lifts.

D. All of the above.

2. A resident has been determined to be at high risk for 
developing pressure ulcers/injuries. Repositioning the 
resident every two hours is an adequate intervention.

A. True.

B. False.

3. Pressure ulcers/injuries related to leaving residents 
sitting on mechanical lift slings, improper wheelchair 
sizing, 02 nasal cannulas or tubing are examples of 
ulcers related to:

A. Equipment use and staff training.

B. Staff training.

C. Environment.

D. A and B.

4. What standardized tools are available to determine pressure 
ulcer/injury risk?

A. PUSH Tool.

B. Norton.

C. Braden.

D. B and C.

5. A resident with a stage 3 pressure ulcer/injury is planning a weekend 
trip home with her daughter. What education would you provide for 
the resident and her daughter to prevent damage to the pressure 
ulcer/injury?

A. Pressure reduction strategies and safe transfer techniques.

B. Medication needed while on visit.

C. Proper dressing change information and supplies.

D. A and C.

6. A resident with a gel cushion in his wheelchair develops a stage II 
pressure ulcer/injury to his coccyx. Potential avoidable contributing 
factors for this are all EXCEPT:

A. Missed stage 1 on skin evaluation.

B. Advanced age.

C. Failure to reposition per person-centered plan of care while in 
wheelchair.

D. Unidentified/unaddressed weight loss.
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Identifies risk factors associated with falls and minimizes risks by using best practices and proper techniques. If a fall does occur, 
investigates, determines the cause and documents their findings. Works with the interdisciplinary team to develop an individualized 
plan of care to support the resident, and contributes to the development of a process to prevent and manage falls across one’s 
facility.

1. Which of the following is NOT a risk factor for falls?

A. Medications.

B. Dementia.

C. Daily strength exercises.

D. Gait and balance impairments.

2. Which of the following is NOT a precaution to prevent falls?

A. Keeping the resident's possessions within the resident’s
safe reach.

B. Using a bed alarm.

C. Keeping the resident care areas uncluttered.

D. Keeping the resident’s bed brakes locked.

3. Which of the following can be restraint-related?

A. Wheelchair tipping.

B. Strangulation.

C. Pressure ulcer/injury development.

D. All of the above.

4. How would you determine if a resident’s plan of care is
individualized for falls?

A. There is a person-centered intervention to address every
known risk factor.

B. It states that the resident is on the facility falls program.

C. It lists every fall the resident has had.

D. All of the above.

5. When completing an investigation to determine if
environmental factors contributed to a resident fall, it is
important to:

A. Interview staff on duty at the time of the fall regarding
the last time the resident was seen and whether the call
light was on.

B. Resident’s mental status.

C. Review the environment exactly as it was when the
resident fell, including furniture placement and floor
condition.

D. Recent medication taken by the resident.
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Understands the causes and complications associated with urinary incontinence (UI). Follows evidence-based practice guidelines with 
a person-centered approach that focuses on the prevention, early detection and appropriate treatment of UI.

1. Which of the common types of incontinence are avoidable?

A. Urge.

B. Functional.

C. Overflow.

D. B and C.

2. What should be included in a voiding/patterning diary?

A. Time of toileting.

B. Fluids consumed.

C. A and B.

D. None of the above.

3. It is the nurse’s responsibility to validate the which of the
following related to urinary incontinence:

A. Nursing assistants (CNAs) are toileting residents
according to the person-centered plan of care.

B. Moisture-associated skin damage is avoided.

C. Incontinent care is provided timely and properly.

D. All of the above.

4. Evaluating the potential effects of hypnotics and diuretics on
a resident’s continence status and increased risk for falls is an
important part of the nurse’s role.

A. True.

B. False.

5. Barriers to implementing an incontinence program may
include:

A. Lack of education regarding incontinence.

B. Resident’s medication.

C. Resident’s lack of desire to participate in the program.

D. A and C.

6. One of the residents is experiencing overflow incontinence
related to extended periods of time spent in activities. As the
nurse, you:

A. Have the CNAs remind and assist her with toileting
before, during and after activities, as she allows.

B. Speak with the resident about the causes of overflow
incontinence and discuss potential strategies for
prevention.

C. Tell the resident she must toilet at specific times.

D. A and B.
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1. Antibiotic stewardship is the role of the medical
practitioner and the pharmacist, who are assisted by
nurses in the facility.

A. True.

B. False.

2. A UTI places residents at risk for sepsis. Signs that may
indicate sepsis related to UTI include:

A. Difficult to arouse – altered mental status.

B. Foul smelling urine – Heart rate > 90 bpm.

C. Blood Pressure > 120 systolic – Respiratory
rate < 18.

D. A and B.

3. It is the nurse’s responsibility to educate residents and
staff on appropriate perineal care procedures. An
example of common avoidable causes of UTI among
women that can be addressed through education is:

A. Fecal contamination of urethra caused by wiping
from back to front.

B. Remaining in a brief soiled with feces.

C. Use of inappropriate products for perineal care.

D. All of the above.

4. When a UTI is suspected, the nurse should evaluate the resident’s 
vital signs, urine color, odor, presence of pain and acute dysuria3, and 
know the facility’s protocol regarding antibiotic stewardship prior to 
contacting the medical practitioner.

A. True.

B. False.

5. Improper insertion of an indwelling catheter can lead to infection if:

A. Pain or discomfort to the resident occurs during insertion.

B. Bacteria is deposited directly into the bladder from an 
improperly cleaned urethra.

C. Improper hand washing and/or glove changing techniques occur 
prior to or during the procedure.

D. B and C.

6. An example of the appropriate use of an indwelling urinary catheter 
may include:

A. As a substitute for nursing care for the management of 
incontinence.

B. Stage 1 pressure ulcer on coccyx.

C. Stage 4 pressure ulcer on a resident’s coccyx.

D. For prolonged post-operative duration without appropriate 
indications.
 

Understands the causes and complications associated with urinary tract infections (UTI), including sepsis. Follows evidence-based 
practice guidelines with a person-centered approach that focuses on the prevention, early detection and appropriate treatment of
UTI.
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Please complete the steps below. 

1. Enter your FIRST and LAST name in the box below.

2. “SUBMIT” the completed section to your manager for scoring.

Make sure to double check all your answers before handing in your completed 

assessment. Staple the pages together. Your manager will score your assessment 

and provide you with a final score card. 

You will not be penalized for your scores. Your scores are here to help you identify competency gaps in 

order to provide the highest quality of care to residents.
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Competency Number of 
Correct Answers

Multiply by 
Point Value

Score
Divide by 
Possible 

Score
%

Example of scoring 4 x 2 = 8 / 10 = 80%

1) Chronic Obstructive Pulmonary Disease (COPD) x 2 = / 10 =

2) Congestive Heart Failure (CHF) x 2 = / 12 =

3) Dementia/Cognitive Impairment x 2 = / 12 =

4) Diabetes Mellitus x 2 = / 12 =

5) Impaired Mobility x 2 = / 10 =

6) Mental Health x 2 = / 12 =

7) Pneumonia x 2 = / 12 =

8) Pressure Ulcers/Injuries x 2 = / 12 =

9) Resident Falls x 2 = / 10 =

10) Urinary Incontinence (UI) x 2 = / 12 =

11) Urinary Tract Infection (UTI) x 2 = / 12 =

TOTAL / 126 =

MANAGERS: Use the following table to help calculate a staff member’s scores. 
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Behavioral Technical Resident-Based

Competency Your % Competency Your % Competency Your %

Advocacy Activities of Daily Living (ADLs)
Chronic Obstructive Pulmonary 
Disease (COPD)

Communications Admission, Transfer, and 
Discharge

Congestive Heart Failure (CHF)

Conflict Resolution Detecting Resident Change in 
Condition 

Dementia/Cognitive 
Impairment

Education and Training Documentation Diabetes Mellitus 

Ethics Infection Control and Prevention Impaired Mobility

Leadership Medication Administration Mental Health

Problem-Solving Pain Evaluation and 
Management

Pneumonia

Professionalism Person-Centered Care Pressure Ulcers/Injuries 

Teamwork and Collaboration Quality Assurance Performance 
Improvement (QAPI)

Resident Falls

Time Management and 
Adaptability Resident Evaluation Urinary Incontinence (UI)

Urinary Tract Infection (UTI)

TOTAL TOTAL TOTAL
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State Contacts for Civil Money Penalty Reinvestment 

State State Contact 
Alabama Dennis Blair, Director 

Health Provider Standards 
RSA Tower 
201 Monroe Street, Suite 700 
Montgomery, Alabama 36104 
or 
P.O. Box 303017 
Montgomery, Alabama 36130 
Phone: (334) 206-5366 
Email: Dennis.Blair@adph.state.al.us  

Alaska Angela Rick, RN, Acting Manager 
State of Alaska 
DHSS, Health Care Services 
Health Facilities Licensing & Certification 
4501 Business Park Blvd., Ste. 24, Bldg. L 
Anchorage, AK 99503 
Phone: (907) 334-2495 
Email: Angela.Rick@alaska.gov  

Arizona Diane Eckles, Bureau Chief  
Bureau of Long Term Care 
Arizona Dept. of Health Services  
150 N. 18th Avenue, Suite 410  
Phoenix, AZ 85007  
Phone: (602) 364-2632     
Email: Diane.Eckles@azdhs.gov   

Arkansas Carol Shockley  
700 South Main St. 
Little Rock, AR 72201 
Phone: (501) 681-8430 
Email: Carol.Shockley@arkansas.gov  

California T. Scott Vivona, Assistant Deputy Director 
Center for Health Care Quality  
1615 Capitol Avenue, MS 3001  
P.O. Box 997377  
Sacramento, CA 95899-7377  
Phone: (916) 440-7377   
Email: Scott.Vivona@cdph.ca.gov   

Colorado Randy Kuykendall, Director                                          
Colorado Department of Public Health and Environment             
Health Facilities and Emergency Medical Services Division          
4300 Cherry Creek Drive South, Building A, Floor 2             
Denver, CO  80246-1530                              
Phone: (303) 692-2945    
Email: Randy.Kuykendall@state.co.u  
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State State Contact 
Connecticut Barbara S. Cass, R.N. , Section Chief                                                 

Facility Licensing & Investigations - DPH                                                
410 Capitol Avenue, M.S. #12 HSR, P.O. Box 340308                   
Hartford, CT  06134-0308                                                                                             
Phone: (806) 509-7400 
Email: Barbara.Cass@ct.gov    

Delaware Ms. Mary Peterson                                                                                   
Director of  LTC Residents Protection                                           
3 Mill Road                                                                              
Wilmington, DE 19806                                                        
Phone: (302) 577-6661 
Email: Mary.Peterson@state.de.us  
http://www.dhss.delaware.gov/dhss/dltcrp/pubs.html 

District of 
Columbia 

Sharon Lewis, Senior Deputy                                                          
899 North Capitol Street, NE, 2nd Floor                                     
Washington, D.C. 20002                                                           
Phone: (202) 442-4737 
Email: Sharon.Lewis@dc.gov  

Florida Marsha Webb, Government Analyst II 
Bureau of Field Operations 
Agency for Health Care Administration 
2727 Mahan Drive, MS 59 
Tallahassee, FL  32308  
Phone: (850) 228-7109 
Email: Marsha.Webb@ahca.myflorida.com  
http://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Long_Term_Car
e/CMP.shtml 

Georgia LaKeisha Porter, CMP Grant Manager 
Two Peachtree Street, Suite 31-424 
Atlanta, GA 30303 
Phone: (404) 463-8987 
Email: Lakeisha.Porter@dch.ga.gov  

Hawaii Keith Ridley, Chief  
Office of Health Care Assurance  
Hawaii State Dept. of Health  
601 Kamokila Blvd, Room 337  
Kapolei, HI 96707  
Phone: (808) 692-7227    
Email: Keith.Ridley@doh.hawaii.gov   

Idaho Debby Ransom 
Chief, Bureau of Facility Standards 
3232 W. Elder St. 
Boise, ID 83705 
Phone: (208) 334-6626 
Email: RansomD@dhw.idaho.gov  
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State State Contact 
Illinois Debra D. Bryars 

Illinois Department of Public Health 
Deputy Director, Office of Health Care Regulation 
525 West Jefferson, 5th Floor  
Springfield, IL 62761 
Phone: (217) 524-8359 
Email: Debra.Bryars@illinois.gov  

Indiana Nancy Adams, Division Director 
Health Care Quality and Regulatory Commission  
Indiana State Department of Health 
2 North Meridian, Selig 4th Floor 
Indianapolis, IN 46204 
Phone: (317) 233-7119 
Email:  NAdams1@isdh.in.gov  
http://www.in.gov/isdh/26655.htm 

Iowa Donald A Gookin 
Iowa Medicaid Enterprise 
100 Army Post Road 
Des Moines, IA 50315 
Phone: (515) 256-4648 
Email: Dgookin@dhs.state.ia.us  

Kansas Shirley Boltz,  KDADS                                                                      
612 South Kansas Avenue                                                                  
Topeka, KS 66606    
Phone: (785) 296-1282 
Email: Shirley.Boltz@ks.gov                 

Kentucky Michelle Mitchell  
Office of Inspector General 
Division of Health Care 
Training & Quality Assurance Branch 
275 East Main Street, 5E-A 
Frankfort, KY  40621 
Phone:  (502) 564-7963 ext. 3304  
Email: CMPAPPLICATION_OIG@ky.gov  
Alternate Email:  Michelle.Mitchell@ky.gov  
http://chfs.ky.gov/os/oig/cmpfunds.htm 
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State State Contact 
Louisiana Cecile Castello 

Louisiana Department of Health                               
Health Standards Section                                                   
Blenville Building                                                                        
628 North 4th Street                                                                    
P.O. Box 3767                                                                                
Baton Rouge, LA 70821-3767 
Phone: (225) 342-4997 
Email: Cecile.Castello@la.gov  

Maine Michael Swan, Health Facility Survey Manager                                             
Division of Licensing and Regulatory Services                            
11 State House Station #11         
35 Anthony Avenue                         
Augusta, ME  04333                                           
Phone: (207) 287-5825 
Email: Michael.Swan@maine.gov      

Maryland Dr. Tricia Nay, Director                                                                         
MD OHCQ                                                                                             
55 Wade Ave                                                                            
Catonsville, MD  21228                                                               
Phone: (410) 402-8055 
Email: Tricia.Nay@maryland.gov  

Massachusetts Antonio Sousa, Director of Program Management                                            
Bureau of Health Care Safety & Quality                                             
Massachusetts Department of Public Health                                                            
99 Chauncey Street, 11th floor                                                          
Boston, MA  02111 
Phone: (617) 753-8222 
Email: Antonio.Sousa@state.ma.us    
http://www.mass.gov/eohhs/gov/departments/dph/programs/hcq/healthcare
-quality/health-care-facilities/long-term-care-facilities/nursing-homes/civil-
monetary-penalty-use-plan.html 
 

Michigan Cheryl A. Klima 
Department Analyst 12 
Long Term Care Services Policy Section 
Medical Services Administration 
Michigan Department of Community Health  
400 S. Pine St. 6th floor 
Lansing, MI  48909-7979 
Phone: (517) 241-7334 
Email: MDHHS-CMPGrants@michigan.gov  
Alternate Email: Klimac@michigan.gov  
http://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_73356---
,00.html 
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State State Contact 
Minnesota Munna Yasiri  

Compliance and Intergovernmental Relations Director 
Nursing Facility Rates & Policy Division 
Minnesota Department of Human Services (DHS)  
P.O. Box 64973  
St Paul, MN 55164-0973  
Phone: (651) 431-2264   
Email: Munna.Yasiri@state.mn.us  

Mississippi Dawn E. Owens 
Division Director, LTC, CMP Grant Coordinator 
Bureau of Health Facilities Licensure & Certification 
Mississippi State Department of Health 
Physical: 143-B Lefleur’s Square, Jackson, MS 39211 
Mailing: P.O. Box 1700, Jackson, MS 39215-1700  
Phone: (601) 364-1100 Ext. 2706  
E-mail: Dawn.Owens@msdh.ms.gov  
  
Gail Townsend  
Medicaid Program Nurse III 
Mississippi Division of Medicaid, Office of Long Term Care 
550 High Street, Suite 1000 
Jackson, Mississippi 39201 
Phone: (601) 359-5193 
Email: Gail.Townsend@medicaid.ms.gov  
 
https://medicaid.ms.gov/programs/civil-money-penalty-cmp-grant-awards-
program/ 
Phone: (601) 359-5193 
Email: CMPGrants@medicaid.ms.gov  

Missouri Kristen Edwards, Section Administrator 
Section for Long Term Care Regulation 
P.O. Box 570 
Jefferson City, MO 65102-0570 
Phone: (573) 522-6228 
E-mail: Kristen.L.Edwards@health.mo.gov  

Montana Todd Boucher - Director, Certifications Bureau Chief                                      
Montana DPHHS                                         
P.O. Box 202953                                                                         
Helena, MT  59620                                                             
Phone: (406) 444-2038        
Email: Tboucher3@mt.gov  

Nebraska Teri Zimmerman, Interim Program Manager 
DHHS-MLTC 
301 Centennial Mall South, P.O. Box 95026 
Lincoln, NE  68509 
Phone:  (402) 471-9226 
Email:  teri.zimmerman@nebraska.gov 
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State State Contact 
New Hampshire Michael E. Fleming, Bureau Chief                                                                    

Health Facilities Administration-Certification                                               
Department of Health & Human Service                                           
129 Pleasant Street, Brown Building 
Concord, NH  03301-3857 
Phone: (603) 271-9011 
Email: Michael.Fleming@dhhs.nh.gov  

New Jersey Jeanette Bergeron 
Executive Assistant 2 
Health Facility Survey & Field Operations  
State of New Jersey Department of Health  
P.O. Box 367  
Trenton, NJ 08625-0367 
Phone: (609) 826-3749 
Email: Jeanette.Bergeron@doh.nj.gov  

New Mexico Judith Parks, State Agency Director 
2040 So. Pacheco St, 2nd Flr., Rm. 413                    
Santa Fe, NM 87505 
Phone: (505) 476-9025 
Email: Judith.Parks@state.nm.us  

New York Shelly Glock, Deputy Director 
Nursing Home and ICF/IID 
Office of Primary Care and Health Systems Management 
NY State Dept. of Health 
875 Central Avenue 
Albany, NY 12206 
Phone: (518) 408-1267 
Email: Shelley.Glock@health.ny.gov  

Nevada Paul Shubert 
Chief, Bureau of Health Care Quality and Compliance 
Nevada Department of Health and Human Services  
Division of Public and Behavioral Health  
4220 S. Maryland Parkway, Building D, Suite 810  
Las Vegas, NV 89119  
Phone: (702) 486-6515  
Email: Pshubert@health.nv.gov  

North Carolina Becky Wertz 
Section Chief, Division of Health Service Regulation 
Nursing Home Licensure and Certification Section  
North Carolina Department of Health and Human Services 
2711 MSC  
Raleigh, NC 27699   
Phone: (919) 855-4580 
Email: Becky.Wertz@dhhs.nc.gov  
https://www2.ncdhhs.gov/dhsr/nhlcs/forms.html 
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State State Contact 
North Dakota Darleen Bartz 

Health Resources Section Chief                                                
North Dakota Department of Health                                                              
600 East Boulevard Avenue, Suite #206 
Bismarck, ND 58505-0200       
Phone: (701) 328-2352 
Email: Dbartz@nd.gov     

Ohio Julie Davis 
Nursing Facility Policy Administrator 
Ohio Department of Medicaid  
50 West Town Street, Suite 400                                            
Columbus, OH  43215 
Phone: (614) 752-3619 
Email: Julie.Davis@medicaid.ohio.gov  
http://medicaid.ohio.gov/RESOURCES/CMPGrantProjects.aspx 

Oklahoma Dr. Henry Hartsell 
OK State Dept. of Health                                              
Protective Services                                                                   
1000 N.E. 10th St.                                                                      
Oklahoma City, OK 73117     
Phone: (405) 271-9444 
Email: Hank@health.ok.gov  

Oregon Dave Allm 
Nursing Facilities Program Manager 
Office of Licensing and Regulatory Oversight 
Department of Human Services 
P.O. Box 14530 
Salem, OR 97309 
Phone: (503) 373-0945 
Email: David.C.Allm@state.or.us  

Pennsylvania Ms. Marion Boggs, Program Specialist                                                         
Department of Human Services                                                        
Office of Long-Term Living                                                                
Bureau of Provider Support                                                                            
555 Walnut Street, Sixth Floor                                                     
Harrisburg, PA 17101                                                                       
Phone: (717) 724-6543 
Email: Mboggs@pa.gov  

Rhode Island Elena Nicollela, Associate Director                                     
Executive Office of Health & Human Services                          
Division of Health Care Quality                                                            
600 New London Avenue, Louis Pasteur Bldg.                          
Cranston, RI  02920    
Phone: (401) 462-0854                                                    
Email: Enicolella@ohhs.ri.gov        
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State State Contact 
South Carolina Mary Jo Roué 

Bureau Chief, Bureau of Certification 
S.C. Dept. of Health & Environmental Control 
2600 Bull Street 
Columbia, SC 29201 
Phone: (803) 545-4293 
Email: Rouemj@dhec.sc.gov  

South Dakota Chris Qualm, Director                                                                                                                                   
Office of Health Care Facilities                                                    
Licensure & Certification                                                             
South Dakota Department of Health                                                
615 East Fourth Street                                                           
Pierre, SD  57501-1700                        
Phone: (605) 773-5273 
Email: Chris.Qualm@state.sd.us             

Tennessee Chelsea Ridley 
Director, CMP Reinvestment Program  
Tennessee Department of Health 
Office of Patient Care Advocacy 
Andrew Johnson Tower, 5th Floor 
710 James Robertson Parkway 
Nashville, TN 37243 
Phone: (615) 532-8198 
Email: Chelsea.Ridley@tn.gov  
 
Jacy Weems  
Assistant Director of the CMP Reinvestment Program 
Tennessee Department of Health  
Office of Patient Care Advocacy 
Andrew Johnson Tower, 5th Floor 
710 James Robertson Parkway 
Nashville, TN 37243 
Phone: (615) 770-6805 
Email: Jacy.Weems@tn.gov  
http://tn.gov/health/article/funding-opportunities 

Texas Derek Jakovich 
701 W. 51st St, E-341                                                             
Austin, TX 78751 
Phone: (512) 438-4056  
Email: CmpApplication@dads.state.tx.us  
Alternate Email: Derek.Jakovich@dads.state.tx.us  
http://www.dads.state.tx.us/providers/nf/civil_money.html 
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State State Contact 
Utah Joel Hoffman, SA Director                                                        

Bureau of Health Facility Licensing                                        
Certification and Resident Assessment                                       
Utah Department of Health                                                         
P.O. Box 144103                                                                 
Salt Lake City, UT  84103                                                             
Phone: (801) 538-6559       
Email: Jhoffman@utah.gov    

Vermont Suzanne Leavitt,  Assistant Director of Survey & Certification                                                           
Division of Licensing and Protection                                       
Department of Aging & Independent Living                                           
HC 2 South                                                                                               
280 State Drive                                                                 
Waterbury, VT  05671-0260                                                                 
Phone: (802) 241-0346       
Email: Suzanne.Leavitt@state.vt.us  

Virginia Gabrielle Stevens, CMP Program Analyst 
Division of Aging and Disability Services 
Department of Medical Assistance Services 
600 East Broad Street 
Richmond, VA 23219 
Phone: (804) 786-2153 
Email: Gabbie.Stevens@dmas.virginia.gov 

Washington Candace Goerhing, Director 
Department of Social and Health Services 
Aging & Long-Term Support Administration 
Residential Care Services 
P.O. Box 45600 
Olympia, WA 98504-5600 
Phone: (360) 725-2404 
Email: Goehr.Cs@dshs.wa.gov  

West Virginia Tina Maher, Long Term Care Program Manager  
Office of Health Facility Licensure and Certification 
408 Leon Sullivan Way 
Charleston, WV 25301-1713 
Phone: (304) 558-0050 
Email: DHHROHFLACAdmin@wv.gov  
Alternate Email: Tina.e.maher@wv.gov  
http://ohflac.wv.gov/NH/cmp.html 
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State State Contact 
Wisconsin Pat Benesh, Policy Advisor  

Wisconsin Department of Health Services, Division of Quality Assurance 
1 West Wilson Street 
P.O. Box 2969 
Madison, WI 53701-2969 
Phone: (608) 264-9896 
Email: Patricia.Benesh@wi.gov  
https://www.dhs.wisconsin.gov/regulations/qai/introduction.htm 

Wyoming Laura Hudspeth, Director                                                  
State Survey Agency Director/Wyoming Department of Health  
Aging Division, Healthcare Licensing and Surveys                                                                                                                   
Hathaway Building, Suite 510 
2300 Capitol Avenue                                                   
Cheyenne, WY 82002                                    
Phone: (307) 777-7123 
Email: Laura.Hudspeth@wyo.gov         

 



CMP Fund Frequently Asked Questions 
 

What are CMP funds? 
 

CMP stands for civil money penalty. It is a monetary penalty the Centers for Medicare & 
Medicaid Services (CMS) may impose against skilled nursing facilities (SNFs), nursing facilities 
(NFs), and dually-certified SNF/NF for either the number of days or for each instance a facility is 
not in substantial compliance with one or more Medicare and Medicaid participation 
requirements for Long Term Care Facilities (Code of Federal Regulations (CFR) 42 Part 488.430). 
The requirements for participation with Medicare and Medicaid for Long Term Care (LTC) 
facilities can be found at 42 CFR Part 483 subpart B. 

 
Why are these funds available and how can they be used? 

 
Sections 1819(h)(2)(B)(ii)(IV)(ff) and 1919(h)(3)(C)(ii)(IV)(ff) of the Social Security Act (the Act) 
incorporate specific provisions of the Patient Protection and Affordable Care Act, (the 
Affordable Care Act) (Pub. L. 111-148) pertaining to the collection and uses of CMPs. 

 
The Act and regulation provides that CMP funds may be used to support activities that protect 
or improve the quality of care or quality of life for residents. This may include any of the 
following: 

 
• Assistance to support and protect residents of a facility that closes or is decertified; 
• Time-limited expenses incurred in the process of relocating residents to home and 

community-based settings or another facility when a facility is closed or downsized 
pursuant to an agreement with the State Medicaid Agency; 

• Projects that support resident and family councils and other consumer involvement in 
assuring quality care in facilities; 

• Facility improvement initiatives such as joint training of facility staff and surveyors or 
technical assistance for facilities implementing quality assurance and performance 
improvement programs; 

• Development and maintenance of temporary management or receivership capability. A 
temporary manager’s salary must be paid by the facility unless CMS stops or suspends 
payments to the facility under 42 CFR Part 489.55 during the temporary manager’s duty 
period, and CMS determines that extraordinary action is necessary to protect the 
residents until relocation efforts are successful; and 

• Expenses incurred by a State related to CMP uses (i.e., administrative expenses related 
to administering, monitoring, and evaluating CMP projects). 

 
Examples of funded projects can be found in S&C memo 12-13-NH. 

 
Are there prohibited uses of CMP funds? 
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CMP funds may not be used for uses prohibited by law, regulation, or CMS policy. These 
include but are not limited to: 

• Projects disapproved by CMS; 
• Survey and certification operations or State expenses not previously mentioned above; 
• Capital expenses of a facility; 
• Nursing home services or supplies that are the responsibility of nursing homes, such as 

laundry, linen, food, heat, staffing costs, etc.; 
• Funding projects, items or services that are not directly related to improving the quality 

of life and care of nursing home residents; 
• Projects for which a conflict of interest or the appearance of a conflict of interest exists; 
• Long term projects (greater than 3 years); 
• Temporary manager salaries (see exceptions above); and 
• Supplementary funding of federally required services (e.g., Quality Improvement 

Organization-Quality Improvement Network Initiatives). 
 

For information on allowable and unallowable uses, please see 42 CFR 488.433 and chapter 
seven (§ 7535) of the State Operations Manual. 

 
Who may apply for the use of CMP funds? 

 
Funds may be granted to any entity for proper use of CMS-approved projects to protect or 
improve the quality of life for nursing facility residents provided that the responsible receiving 
entity is: 

• Qualified and capable of carrying out the intended project or use; 
• Not in any conflict of interest relationship with the entity or entities that will benefit 

from the intended project or use; 
• Not paid by a State or federal source to perform the same function as the CMP project 

or use. CMP funds may not be used to enlarge or enhance an existing appropriation or 
statutory purpose. 

 
Examples of eligible organizations include, but are not limited to: 

• Consumer advocacy organizations 
• Resident or family councils 
• Professional or State nursing home associations 
• Certified LTC facilities (SNF, NF, SNF/NF) 
• Private contractors 

 
For information on who may apply for CMP funds, please S&C Memo 12-13-NH. 

 
Are non-certified LTC facilities eligible for these funds? 
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No, CMP funds can only be used to benefit residents in certified LTC facilities. LTC CMP funds 
cannot be used for assisted living facilities, hospitals, adult day health care, etc. Please see 
Section 1919(h)(2)(A)(ii) of the Social Security Act for more information. 

 
Do CMP funds need to be used by certified LTC facilities that are not in compliance? 

 
No, although the hope is that additional programs funded by CMPs will help with facilities 
maintaining compliance, all certified LTC facilities are eligible to apply or benefit from the 
funding. 

 
Does a project need to benefit multiple LTC facilities to be approved? 

 
No, projects can be approved for individual nursing homes or entities that are working with an 
individual nursing home. 

 
What is the application process like, and where can I apply? 

 
The application process for each State may differ. Some States utilize contract mechanisms and 
others, grants. All States must receive approval from CMS through their CMS Regional Office. 
CMS will respond no later than 45 calendar days after receiving a request with either approval, 
denial, or a request for more information. If additional information is provided, the CMS 
Regional Office will respond to the State with a final decision within 30 calendar days. CMS 
strongly recommends that you contact your State CMP contact for your State’s specific process. 
For more information, please see S&C Memo 12-13-NH and our list of State CMP contacts. 

 
I would like to submit a proposal, but I’m looking for project ideas.  What can I do? 

 
You may want to review the following resources for ideas. 

• CMS’s S&C Memo 12-13-NH Appendix One lists previously approved programs; 
• If your State has a CMP webpage, they may also have examples of programs that have 

been approved in the past; and/or 
• Examples of Funded Projects are available in the Downloads section of the CMP 

website. 
 

Can CMP funds be used to fund salaries or the Ombudsman Program? 
 

CMP funds may not be used for State expenses or by a State or federal source to perform the 
same function as the CMP project or use. Therefore, States cannot use CMP funds to support 
Ombudsmen salaries. States can only use CMP funds for personnel to administer and monitor 
projects utilizing CMP funds. For more information, please see 42 CFR 488.433 and S&C Memo 
12-13-NH. 

 
Can the funds be used to pay for other types of salaries? 
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The CMP funds can be applied to contractors or educators paid to implement the proposed 
project, but are not intended to cover or take the place of facility staff salaries (temporary 
managers’ salaries are discussed under Why are these funds available and how can they be 
used?). 

 
How long can a project be? 

 
Projects cannot exceed three years, but there is no minimum requirement. 

 
Can projects be renewed after three years? 

 
A project evaluation supplied by the funded entity would have to provide adequate evidence of 
effectiveness in order to consider the same or similar project for funding again. The project 
cannot be renewed or continued; instead, a new and complete application will be required. 
Please see your State’s application process for more details. 

 
How much money can be applied for? 

 
There is no federal limit on the budget, although an individual State may have some 
constraints. However, the budget will be reviewed so it is expected to be consistent with the 
size and scope of the project. 

 
 
Resources 
S&C Memo 12-13-NH 
42 CFR Part 488 
State Operations Manual 
Section 1819 of the Social Security Act 
Section 1919 of the Social Security Act 
The Affordable Care Act (Sec. 6111. Civil Money Penalties) 
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Examples of Funded Civil Money Penalty Reinvestment Projects 

Partnership to Improve Dementia Care and Reduce the Use of 
Antipsychotics 

California 

 
Project/Activity Description and Outcomes 
From 2014 to 2016, the California Culture Change Coalition (CCCC) worked to reduce the unnecessary 
use of antipsychotic medication in California nursing homes through the aid of multiple entities referred 
to as The California Partnership. By the end of 2011, California’s prevalence of antipsychotic use for 
long-stay nursing home residents was 21.6%. CCCC’s goal to reduce the prevalence of antipsychotic use 
by 30% was successfully met in 2015 with a 36.9% decrease to 13.63% for long-stay nursing home 
residents. 

The CCCC facilitated the education and training of providers, professional stakeholders, administrators 
and other healthcare professionals in improving dementia care through promoting environmental 
modifications, person-centered, and least medicating interventions. During their project, CCCC 
coordinated with stakeholders who could provide technical expertise and facilitated training 
opportunities.  Education and training was provided through several methods including the following: 

• On-line toolkit; 
• Webinars; 
• Identifying facilities with antipsychotic 

medication rate at 30% or above and 
developing a proposed corrective 
action plan to promote training; 

• Statewide conference; 
• Handouts; 

• Consumer guides; and 
• Website with public information aimed 

at the lay person that provides non- 
technical information regarding a 
person-centered management 
approach for dementia-related 
behaviors.
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  Improving the Quality of Care for Deaf and Deaf-Blind Residents 

Louisiana 

 
Project/Activity Description and Outcomes 
From January to June 2016, the Louisiana Commission for the Deaf and the Helen Keller National Center 
received funding to improve services to the deaf and deaf-blind residents of the Amelia Manor Nursing 
Home in Lafayette, LA.  The objectives of the project included improving the understanding of 
equipment needs, including communication and assistive devices of the deaf and deaf-blind population; 
improved understanding of physical plant design that fosters improved mobility and access; and 
improved training for staff in meeting resident needs. Certified nursing assistants, housekeeping and 
maintenance staff were trained on sensory loss simulation, “print on palm” communication for short 
messages, “X on the back” for emergencies, and better ways of identifying themselves to residents. 
Based on the Helen Keller Institute’s recommendations, the facility provided sign language classes and 
an orientation book for staff, and also added tactile objects to aid residents in room recognition. 

 
 

Managing Challenging Behaviors: We All Hold the Keys 

Wisconsin 

 
Project/Activity Description and Outcomes 
From 2014 to 2016, the Southeastern Chapter and Greater Wisconsin Chapter of the Alzheimer’s 
Association provided 20 training sessions to nursing home staff utilizing the Managing Challenging 
Behaviors: We All Hold the Keys Program. Training targeted attitude and knowledge change regarding 
managing difficult dementia behaviors. Training, materials, and a toolkit were provided to 518 
participants from 204 nursing homes. Pre-tests and training post-tests were administered showing 83 
percent of responders implemented training recommendations in their facility. 

 
 
It’s Never 2 Late (iN2L)®: Engaging Residents through the Use of 
Computer Technology 

  Kentucky, North Carolina, Tennessee 

 
Project/Activity Description and Outcomes 
The iN2L technology has been used in multiple State CMP reinvestment projects as a way to improve the 
quality of life of long-term care facility residents. It is a unique combination of adaptive hardware and 
software to deliver person-centered experiences that engage and empower. By using the iN2L system as 
a tool to engage residents, long-term care communities provide access to person-centered recreational 
and therapy rehabilitation activities, as well as communication applications that connect residents with 
their families, friends and the community at large. By focusing on the activities, images and music an 
individual prefers, the staff is better able to facilitate interactions between residents and themselves, as 
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well as residents and family members. The integration of the iN2L technology in activity and therapy 
reprograming allows communities to take a more comprehensive approach to providing person- 
centered and individualized experiences to their residents by enhancing their choice of recreational and 
leisure activities and providing easy access to electronic and internet-based communications and 
experiences. 

 
Since the main focus of life enrichment is the physical, emotional and spiritual well-being of the resident, 
iN2L has thousands of content items designed to entertain, challenge, stimulate, and educate long-term 
care residents, including games and trivia, spiritual messages, brain fitness programs, travel applications, 
music, movies, classic TV and radio shows, and lifelong learning applications. 
 
For instance, when used during short term rehabilitation, iN2L can help residents sustain treatment for 
longer periods of time while keeping them engaged. And when caring for patients with dementia, the 
content can be easily personalized and customized to the individual’s level of cognitive and physical 
ability. By using the iN2L person-based engagement technology as a tool to connect with residents, 
providing access to person-centered recreational and leisure activities, and providing easier access to 
families and the community at large, staff are better able to make a difference in the lives of the people 
for whom they care and are able to focus on the strengths, rather than the diminished abilities of the 
residents. This has resulted in a reduction in the bio-psycho-social distress and the use of psychotropic 
drugs for many residents. 
 
Outcomes of iN2L include improved quality of life, enhanced communication between the residents, staff 
and families, increased activity and rehabilitation engagement, and improved family visits. 
Researchers at the University of Washington—School of Nursing conducted a study on the benefits of 
the iN2L system and concluded that people with dementia enjoyed using adaptive computer technology 
(ACT) with staff particularly in one to one situations; family members greatly appreciated that ACT 
offered opportunities for engagement to the resident; family members can benefit from being more 
involved with relatives and benefited from using the technology. 

 

Creating a Culture of Person-Directed Dementia Care 

Federal Civil Money Penalty Grant 

 
Project/Activity Description and Outcomes 
In May 2015, the Eden Alternative, Inc. was awarded a federal civil money penalty grant for their project 
titled, “Creating a Culture of Person-Directed Dementia Care.” Their project consisted of a multi-state, 
interdisciplinary initiative combining in-person and online group education, self-directed learning and 
application, implementation resources, and the opportunity to engage with other nursing homes in the 
pursuit of best practices. “Creating a Culture of Person-Directed Dementia Care” supported the continued 
reduction of antipsychotic medications through person-directed care practices. The project concluded in 
March 2017 and facilities that participated saw a reduction in antipsychotic medication use.  
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Other Funded Civil Money Penalty Reinvestment Projects 
 

• A culture change conference for staff with post-conference follow-up 
 

• Music and MemorySM: Personalized music for residents via MP3 players 
 

• Reducing hospital readmissions through the Interventions to Reduce Acute Care Transfers 
(INTERACT) program 

 
• Person-centered dementia care training to reduce resident anxiety and agitation, thus 

increasing well-being 
 

• Technology to improve the quality of life for residents in rural communities through 
personalized digital music and photos as well as assistive technology for residents with auditory 
or visual impairments 



 
 

 

 
 

 
 

 

 

 
 
 

 

 

 

 

 

 






Application for the Use of Civil Money Penalty  Funds  

Date of  Application:  

Instructions 
 
 
 
 
 
 
 
 

Applicants shall submit this application request to the applicable State agency (SA)  for 
initial  review  and  recommendation.  State  agencies  shall  make  an  initial  determination  on  
the ability of the project to benefit or protect nursing home residents.  State agencies  will 
then forward the application to the Centers for Medicare & Medicaid Services (CMS)  
Regional Office (RO) for review and approval. CMS will  respond to the SA within 45 days  
with approval, denial, or request for further information. After a determination by the  SA 
and CMS RO, the applicant will be notified of the funding  determination.  Applicants may 
contact the applicable SA with questions regarding their CMP request.  

Periodic reports  may be required by each SA,  and the outcome of the project, including  
the  metrics  outlined  in  this  application, must  be  reported  at  the  completion  of  the project  
period. In order to maintain compliance with 42 CFR 488.433, at a minimum,  States will 
make information about the use of CMP funds  publicly available, including the dollar 
amount, recipients, and results of the project.  

Background 
 
 
 
 
 
 
 
 

Please complete the following  fields  below.  

1. Applicant Name  (e.g., individual or  entity): 

Address:  

City:  

County:  

State or  Territory:   

Zip  Code:  

Tax Identification  Number:  

2. If  different  from  above, please  provide  the  name  and  information  for  the  primary contact  
of the project (i.e., telephone number, address,  email):  

1 




 

 
 
 
 
 

 

 

 

 

 

 

 

                             
    

 
    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
  

    

     

  

 

 
 





                  


 


 








 

 





 

 











 

 





 

 








 

 





 

 

3. Background of applicant (organization’s/individual’s history, capabilities, website, etc.): 

4. Have other funding sources been applied for and/or granted for this proposal or project? 
Yes No 


If yes, please explain and identify sources andamount. 


5. Are you a certified nursing home?  Yes No. If yes, please compete
 
the following information.
 

CMS Certification Number: or not applicable 	



Medicaid Provider Number:               or not  applicable 

Name of Management Company: 
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Chain Affiliation- Name and Address of ParentOrganization: 

NoOutstanding Civil Money Penalty (CMP) due? Yes 

Is the Nursing Home in bankruptcy or receivership? Yes No 

The entity or nursing home which requests CMP funding is accountable andresponsible 
for all CMP funds entrusted to it. If a change in ownership occurs after CMP fundsare 
granted or during the course of the project, the project leader shall notify CMS and the 
State or territory agency within five calendar days. The new ownership shall bedisclosed 
as well as information regarding how the project will be completed. A written letter 
regarding the change in ownership and its impact on the CMP application award shallbe 
sent to the CMS RO and the State or territoryagency. 

Project Details 

Please complete the followings fields below. 

6. Project Title: 

7. Summary of the Project and its Purpose: list a) the problem or gap this project is aiming 
to address, b) goals and/or objectives, and b) a plan to implement the project to include a 
timeline. Keep in mind that CMP funds shall only be used for activities that benefit or
protect nursing home residents. 
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8. Describe how this project will directly benefit nursing homeresidents. 

9. List any physical items that will be deliverables as a result of funding this project (e.g., 
electronics, training materials, curricula). 

10. List how the project’s performance will be monitored or evaluated to include specific 
metrics. These metrics shall be submitted as part of the completion of the project or as 
frequently as required by the State or territorial agency. 

Example: A project may include funding for technical assistance, training, and consultation to 
nursing homes over a one-year period. Example outcome metrics include the following: At 
the end of the one-year period, the applicant organization had conducted 12 in-person 
trainings with 1,455 attendees. A satisfaction questionnaire found that 70% of attendees were 
very satisfied with the trainings they received, 15% were satisfied, 3% were unsure, 10% were 
dissatisfied, and 2% were very dissatisfied.  Nursing homes who sent at least one staff 
member to the training saw an improvement in influenza immunization rates by 3 percent and 
pneumococcal immunizations rates by 10 percent. 
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11. Are there potential risks or barriers associated with implementing this project, and if 
so, what is your plan to address theseconcerns? 
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12. If applicable, list any other entities (e.g., individuals, organizations, associations, 
facilities, etc.) that will be partnering with the applicant on this project, whether ornot 
the entity will be receiving funding (and how much funding), and what specific 
deliverables the entity is responsible for. 

13. Specify the amount requested for the entire project. If it is a three-year project and 
requires $25,000 per year, then enter $75,000 in the second entry. If you arerequesting 
$25,000 for a one-year project, then enter $25,000 in both entries. Please includean 
Excel spreadsheet with line items and costs of these items. Costs should be as detailed as 
possible. For example, travel should include the purpose, location, mileage rate, flight, 
and hotel costs. Personnel should include an hourly rate. Include a tab for each year of 
the project. Please include a description of costs and any non-CMP funds received for 
this project. 

Amount Requested Per Year: $ 

Total Amount Requested: $ 

Total non-CMP funds received for this project:$ 

14. Please list the time period of the project. 

Number of Years: 

Specific Dates Proposed for the Project: to 
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15. Please indicate which category this project should beconsidered. 

Culture Change (e.g., "Culture change" is the common name given to the national 
movement for the transformation of older adult services, based on person-directed 
values and practices where the voices of elders and those working with them are 
considered and respected.) 

Resident or Family Council 

Direct Improvements to Quality ofCare 

Consumer Information (e.g., information that is directly useful to nursing home 
residents and their representatives to become knowledgeable about their rights, 
nursing home care processes, and other information useful to aresident) 

Transition Preparation for a Nursing Home Resident
 

Training
 

Other, please specify.
 

Project and Applicant Requirements 

Projects cannot: 

• Exceed three years; 

•	 Include funds for capital improvements to a nursing home or to build a nursing 
home (e.g., replacing a boiler, redesign of a nursing home); 

•	 Include funding for nursing home services or supplies that are already the 

responsibility of the nursing home (e.g., staff, laundry services, linen, food);
 

• Include funds for temporary manager salaries; or 

•	 Include supplementary funding of federally required services. For example, CMP 
funds may not be used to recruit or provide Long-Term Care Ombudsman 
certification training for staff or volunteers or investigate and work to resolve 
complaints. 

Applicants must: 

• Be qualified and capable of carrying out the intended project(s) oruse(s); 

•	 Not have a conflict of interest relationship with the entity(ies) who will benefit from 
the intended project(s) or uses(s); 
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•	 Not be paid by a State or federal source to perform the same function as the CMP 
project(s) or use(s) (e.g., CMP funds may not be used to enlarge or enhance an 
existing appropriation or statutory purpose that is substantially the same as the 
intended project(s) or use(s)); and 

•	 Not charge any individual, facility or other entity for any services, products, or
 
training that was funded by CMP funds.
 

Attestation Statement 

CMP funds have been provided for the express purpose of enhancing quality of care and 
quality of life in nursing homes certified to participate in Title 18 and Title 19 of the Social 
Security Act. Failure to use CMP funds solely for certified nursing homes and for the 
intended purpose of the project proposal is prohibited by federal law. Failure to use the 
CMP funds as specified will result in denial of future grant applications and referral to 
the appropriate entity for Medicare/Medicaid fraud and program integrity. By signing 
below, you are confirming that everything stated in this application is truthful and are 
aware of the allowed uses of CMP funds. 

Name of the Responsible Applicant: 

Signature of the Responsible Applicant: 

Date of Signature: 
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Appendix A 

SAs or CMS ROs may request additional information from applicants based on the size, 
scope, duration, or amount of funding requested for a project. Below are suggested 
questions for SAs or ROs to consider: 

•	 Provide a biosketch or resume for the primary contacts of the applicant. 

•	 Describe how the outcomes of the project will be sustained after the CMP funding 
has ended. 

•	 If applicable, describe how the nursing home community (including resident 
and/or family councils and direct care staff) will be involved in development and 
implementation. 

•	 If applicable, provide information and metrics on the project’s previous
 
performance and outcomes.
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 1
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration 
of project. Indicate 

beginning and 
ending date -
(month/year) 

Title of each 
approved project 

funded in whole or 
in part with State 

CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Connecticut $204,780.00 01/2016 - 12/2016 Long Term Care 
Mutual Aid Plan 

To shore-up gaps in long term care 
(LTC) Emergency Support 
Functions.  Establishing a long term 
care disaster management system 
for all certified and licensed nursing 
homes. 

All CT Nursing 
Homes, Department 
of Public Health, 
Department of 
Emergency 
Management and 
Homeland Security. 

All CT nursing homes Annual training on managing disasters, 
mutual aid support, and disaster exercises 
to evacuate "mock" residents to other 
nursing homes.  Design/update best 
practices for residents/surge guidelines for 
licensed beds up to 110% capacity.  LTC 
coordinating center team training, web-
based management system for all entities 
involved in emergencies, with each nursing 
home having its own website. 

Training 

Connecticut $75,000.00 01/2016 - 12/2016 Music & Memory 
Program 

Music & Memory conference to 
spread the use of therapeutic 
music programs and training for 
nursing homes; to reduce use of 
antipsychotic medications. 

Department of Public 
Health, Nursing 
Homes, Civic, 
Community, 
Volunteer 
Organizations 

50 nursing homes in 
CT 

Non-pharmalogical approach to dementia 
care through music therapy. Training on 
legal procurement of music and use of 
equipment as a therapeutic approach to 
addressing dementia care. 50 nursing 
homes will be allowed a $1,000.00 grant to 
assist them with this initiative. 

Direct Improvements 
to Quality of Life 

Maine $6,000.00 01/2016 - 12/2016 Conference on End 
of Life Care and 
Ethical Decision 
Making 

Funding was requested to cover 
the costs associated with the rental 
of conference space and the costs 
of the expert who will be 
presenting at the conference. All 
Maine nursing homes will 
participate.  The expectation is that 
this presentation will enhance 
essential skills to provide nursing 
home residents with safe, quality 
care while balancing residents' 
rights and being sensitive to family 
concerns.  The conference will 
focus on ethical decision making 
regarding end of life care & 
honoring individual's wishes while 
improving communication. 

Dr. Michael Gillett, 
speaker. Maine 
Division of Licensure 
& Regulation for 
conference venue 
rental. 

All  ME nursing 
homes 

Rental of conference space and expert 
presentor for the conference.  All Maine 
nursing homes will participate. The goal of 
the presentation is to enhance essential 
skills of staff to provide nursing home 
residents with safe, quality care while 
balancing residents' rights and family 
concerns. 

Training 

Maine $83,000.00 01/2016 - 12/2016 Music and Memory 
Program - Maine 
Partnership to 
Improve Dementia 
Care in Nursing 
Homes. 

Music and Memory Program 
Maine Partnership to Improve 
Dementia Care in Nursing Homes. 
To fully fund the certification of at 
least 39 nursing homes as "Music 
and Memory" facilities; to promote 
person-centered dementia care, 
and reduce the use of antipsychotic 
medications. 

The Partnership to 
Improve Dementia 
Care in Nursing 
Homes (includes the 
Maine Culture 
Change 
Coalition/Local Area 
Network of 
Excellence (LANE), 
The Maine Long 
Term Care 
Ombudsman, The 
Maine Health Care 
Association and the 
Maine Medical 
Directors 
Association), in 
addition to up to 39 
Maine certified 
nursing homes. 

39 ME nursing 
homes 

To train and certify at least 39 Maine 
nursing homes in the Music and Memory 
program, providing them with additional 
skills, tools and strategies to assist in the 
person-centered care of residents with 
dementia; to decrease antipsychotic 
medication use. 

Direct Improvements 
to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 1
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration 
of project. Indicate 

beginning and 
ending date -
(month/year) 

Title of each 
approved project 

funded in whole or 
in part with State 

CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Maine $99,000.00 01/2016 - 12/2016 Working to Improve 
the Safety of Every 
Resident (WISER) 
Phase II 

Working to Improve the Safety of 
Every Resident (WISER) Phase II. In 
Phase I, 63 of Maine's 103 facilities 
were offered the opportunity to 
participatein the program.  The 
program pin-pointed three areas of 
concern to resident safety - open 
communication, non-punitive 
responses to mistakes, and staffing. 
The intent is to model a technical 
assistance and collaborative 
approach to address the areas of 
concern and encourage sharing of 
best practices and engagement of 
stakeholders. 

Maine Nursing 
Homes, Maine Div of 
Licensure & 
Regulation, Office of 
the Ombudsman 
Program 

103 ME nursing 
homes 

A collaborative focus on the three lowest-
scoring, patient safety domains across all 
participating facilities: open communication, 
non-punitive responses to mistakes, and 
staffing.   Monthly communications, 
quarterly meetings, and semi-annual 
trainings. Encouraging sharing and 
collaboration on best practices to address 
the areas of concern. 

Training 

Massachusetts $234,000.00 01/2016 - 12/2016 Enhanced Emergency 
Preparedness of 
Massachusetts 
Skilled Nursing 
Facility 
(SNF)/Nursing 
Facility (NF) 
Providers via Mutual 
Aid Agreements 

Enhanced Emergency Preparedness 
of Massachusetts SNF/NF Providers 
via Mutual Aid Agreements -
Massacusetts Long Term Care 
Mutual Aid Plan (MassMap) to use 
CMP to underwrite membership of 
all certified LTC providers in Mass 
Mutual Aid Association for one 
year. This will provide facilities with 
a 1 year membership entitling them 
to educational conferences, annual 
emergency drills, and to establish 
mutual aid agreements with other 
facilities across the state. 

Massachusetts Long 
Term Care Mutual 
Aid Plan (Mass Map, 
Massachusetts 
Senior Care 
Association) 

400 MA Certified 
Skilled 
Nursing/Nursing 
Facilities (SNF/NF) 
(97% of certified 
SNF/NF) 

Annual training on managing disasters, 
Mutual Aid Support, annual disaster 
exercises including evacuation, Long Term 
Care Coordination Center training focusing 
on operations during a disaster - with 100% 
monitoring of operational status, regional 
bed capacity, number of facilities on 
emergency power, evacuations, and 
reporting to the State Department of Public 
Health and CMS.  Also web-based 
management of emergency reporting, with 
each facility having its own website with key 
contacts and pre-planned evacuation site 
listings.  These websites share information 
on each facility's emergency preparedness 
with the Health and Homeland Alert 
Network and with other facilities. 

Training 

Massachusetts $300,000.00 01/2016 - 12/2016 Supportive Planning 
and Operations 
Team (SPOT) project 

Targeting poor performing facilities 
through onsite, unscheduled 
assessments of facility QAPI 
programs to identify needs and 
provide training to improve the 
quality of care and life for 
residents, by developing plans to 
address trends, and develop ways 
to address problems. Poor 
performing facilities are identified 
via a tiered analysis of those 
needing improvement based on 
survey deficiencies, facility 
reporting, consumer allegations, 
patterns over time, and failing to 
report incidents. 

50 under-performing 
nursing homes, 
Supportive Planning 
and Operations 
Team (SPOT) 

N/A Promote resident engagement and greater 
autonomy by participating in the 
identification of quality of care and life 
issues and development of performance 
improvement plans, with facilities, based on 
identified trends affecting resident care and 
life. Training and tools will be developed to 
provide staff with education to provide a 
culture change approach to improve safety 
and increase resident-centered care. 

Training 

New Hampshire  No funded projects 
in calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 

Rhode Island  No funded projects 
in calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 1
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration 
of project. Indicate 

beginning and 
ending date -
(month/year) 

Title of each 
approved project 

funded in whole or 
in part with State 

CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Vermont $126,986.00 01/2016 - 12/2016 Training to Improve 
Dementia Care with 
OASIS and Music & 
Memory; 
Alzheimer's & 
Dementia Care; 
Direct Care Work 
Mentoring; 
Improving Oral Care 

Training to Improve Dementia Care 
proposal includes working on 
OASIS and Music and Memory 
Networking; Alzheimer's and 
Dementia Care Training for Nursing 
Home Staff; Mentor Training for 
Direct Care Workers; Training of 
Direct Care Workers to Improve 
Oral Care for Nursing Home 
Residents. 

Vermont Health Care 
Association, Vermont 
Department of 
Disabilities, Aging 
and Independent 
Living, 37 Vermont 
Nursing Homes, an 
OASIS Coach, and 
Alzheimer's and 
Dementia Trainer 

All  VT nursing 
homes 

The intent is to train nursing home staff to 
become Certified Dementia Practioners 
(CDP). The training will assist these staff in 
providing resident care in a sensitive 
manner; provide appropriate activities for 
the Alzheimer's/Dementia Residents; 
Provide sensitive psychosocial support to 
residents and families; provide education to 
the CDP in areas of end of life care and 
comfort measures for end stage dementia 
residents; provide better oral health 
leading to better overall health and 
promoting less resistance and agitation 
during oral care. 

Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 2
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the 
goals and objectives of 

the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

New Jersey $24,750 10/01/2015 
06/30/2016 

New Jersey Hospital 
Association 
(NJHA)/Northern & 
Southern Chapters of 
Association of Professional 

Pay tuition for up to 50 
nursing home staff to 
attend the Northeastern 
Basic Course for Principles 
of Infection Prevention & 

NJ Hospital 
Association 

Participating 
nursing homes do 
not pay for tuition 

Attendance records, 
certificates of completion 
and course evaluation 
results 

Training 

in Infection Control and Control between October 
Epidemiology (APIC)/NJ 
Dept. of Health (DOH) 
Partnership on Priciples of 
Infection Prevention and 

2015 and April 2016 

Control 

New Jersey $24,750 9/01/2016 - 6/30/2017 NJHA/Northern & Southern 
Chapters of APIC/NJ DOH 
Partnership on Priciples of 
Infection Prevention and 
Control 

Pay tuition for up to 50 
nursing home staff to 
attend the Northeastern 
Basic Course for Principles 
of Infection Prevention & 

NJ Hospital 
Association 

Participating 
nursing homes do 
not pay for tuition 

Attendance records, 
certificates of completion 
and course evlauation 
results 

Training 

Control between October 
2016 and April 2017 

New Jersey $1,605,553 12/2013 - 5/2016 RN Transition into Practice 
Residency Model for Long 
Term Care 

Train newly-employed RN 
graduates for practice in 
nursing homes through a 
twelve month residency 
program with mentors 

Rutgers College of 
Nursing, Heldrich 
Center, Health Care 
Association of NJ 

Participating 
nursing homes in 
NJ 

Baseline data report, 
quarterly reports, and final 
evaluation report 

Training 

New Jersey $2,500 6/2015 - 5/2016 Music & Memory Train nursing home staff; 
purchase equipment and 
provide up to 60 minutes 
of Music & Memory for 15 
residents up to three times 
weekly 

Inglemoor 
Rehabilitation and 
Care Center 

N/A Quarterly reports, and final 
evaluation report 

Direct Improvements to 
Quality of Life 

New Jersey $25,000 5/1/2016 - 11/30/2016 New Jersey Alliance for 
Culture Change (NJACC) 
Connect Annual Conference 
(two days) 

Invite speakers and lead 
workshops to educate and 
help participants to 
develop person-centered 
care at their nursing 
homes 

NJACC and Rutgers 
University School of 
Labor and 
Management 
Relations 

Participating 
nursing homes pay 
a reduced fee to 
attend 

Final report comprising 
course evaluations from 
each of the two days and a 
three-month followup 
evaluation 

Training 

New Jersey $237,408 5/2014 - 3/2016 More Than Meds Train staff from three 
nursing homes to 
implement person-
centered care, including 
monthly coaching calls 
and projects 

Rutgers School of 
Management & Labor 
Relations, Denise B. 
Scott LLC, Sonya 
Barsness Consulting 
LLC 

Three participating 
nursing homes: 
Bergen Regional, 
McCarrick, and 
Wayneview 

Quarterly and final reports Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 2
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the 
goals and objectives of 

the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

New York  $1 million 1/1/2014 - 12/31/2016 ETTA Project: Implentation 
of the guidelines for medical 
direction and medical care 
in nursing homes 
education, training and 
technical assistance (ETTA) 
to implement 

Improve health 
outcomes and quality of 
care for nursing home 
residents by 
strengthening medical 
direction and medical 
care through the 
provision of written 
guidance and model 
policies for: 1. 
credentialing  and 2. 
resonsibilities and role 
of medical director and 
attending physicians. 

1. Health Education 
and Research Fund; 2. 
Leading Age - NY; 3. 
Foundation for 
Quality Care; 4. New 
York Medical 
Directors Association 

NY nursing homes Quality improvement in 
quality measures 
(antipsychotic and hospital 
readmission rates), survey 
outcomes, 5 star ratings, 
and resident satisfaction. 

Direct Improvements to 
Quality of Care 

New York  $1 million 8/1/2015 - 7/31/2017 Customer satisfaction survey 
and quality improvement 

Administer professionally 
designed customer service 
satisfaction surveys to 
residents and family 
members in participant 
NHs to capture their 
satisfaction and particular 
experience with the care, 
services, and living 
environment to provide 
actionable feedback to 
facility leadership. 

Foundation for 
Quality Care; National 
Research Corporation 

NY nursing homes Survey content organized 
around eight defined 
"dimensions of care" 
derived from prior work 
done by the Picker Institute 
and Harvard Medical 
School. In addition, a 
separate set of three 
measures of overall 
performance was used-
AHCA CoreQ survey items. 
This combination of 
measures and methods 
provides facilities with a 
comparative picture of the 
customer experience 
registered in different ways. 

Consumer Information 

Puerto Rico  No funded 
projects in 
calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 

Virgin Islands  No nursing 
homes in the 
USVI 

No data available No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 3
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and objectives of 
the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Delaware $18,150.00  The two day training 
will be conducted on 
7/14/2016 and 
7/21/2016. 

QAPI Training to 
Certified Nursing 
Home Staff 

Expected outcome: To review and teach 
administrators, directors of nursing and quality 
assurance nursing staff who work in 
Medicare/Medicaid certified Delaware nursing 
homes the five (5) elements of QAPI that 
include: 
1. Design and scope 
2. Governance and leadership 
3. Feedback, data systems and monitoring 
4. Performance improvement projects (PIPS) 
5. Systematic analysis and systemic action 

DE Division of Long 
Term Care Residents 
Protection (DLTCRP) 

DE nursing homes No data available Training 

Delaware $9,575.00 This training is a one 
day training on 
8/16/2016. 

Infection Prevention 
Training 

The project will focus on preventing the 
transmission of influenza viruses and other 
infectious agents by employing a multi-faceted 
approach to certified NH settings. 

Expected outcome: To review and teach NH 
staff the five (5) key elements  recommended 
by CDC that include: 
1. Testing 
2. Vaccination 
3. Infection control techniques 
4. Surveillance techniques 
5. Antibiotic stewardship 

DE DLTCRP DE nursing homes No data available Training 

Delaware $8,480.00 This training was a one 
day training on 
10/5/2016. 

MDS 3.0 Workshop Each certified nursing facility will have the 
most up to date knowledge on the new MDS. 

DE DLTCRP DE nursing homes No data available Training 

Delaware $8,889.20 09/01/2016 Criminal Background 
Check Center System 
Upgrade 

To make upgrades and enhancements to the 
Criminal Background Check system. 

DE DLTCRP No data available No data available Administrative 

Delaware $4,430.00  9/28/2016, 10/6/2016, 
and 11/3/2016 

Director of Nursing 
(DON) Workshop 

Increase DON's knowledge of CMS 
requirements, enforcement process, and 
standards of care. 

DE DLTCRP DE nursing homes No data available Training 

Delaware $30,300.00 The initial training 
occurred between 
12/12/2016 and is 
expected to end on 
5/1/2017. 

Music and Memory The goal is to reduce inappropriate use of 
antipsychotics,  anti-anxiety, and anti
dpressant medications.  Also, to decrease 
depression and pain, and better support 
person-centered care. 

DE DLTCRP University of 
Delaware, AARP, 
Alzheimer's 
Association 

No data available Direct Improvements to 
Quality of Life 

District Of Columbia No funded 
projects in 
calendar year 
2016. 

No data available No data available No data available No data available No data available No data available No data available 

Maryland $100,889.00. The project is scheduled 
for an adjusted start 
date of 8/31/2016 and 
is scheduled for 
completion on or about 
8/1/2017. 

Staff Training on 
Dementia Care 

The purpose of this project is to provide 
certified NH staff the tools and strategies for 
working with residents with dementia, through 
behavior and person-centered concepts. 

Expected Outcome: Residents will receive 
optimum dementia care from staff who are 
certified in Alzheimer's care. 

The Beacon Institute, 
Inc. & the MD Office 
of Health Care Quality 
(MD OHCQ) 

MD nursing homes No data available Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 3
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and objectives of 
the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Maryland $109,850.00 The project is scheduled 
to start on 8/1/2016 
and will be a two-week 
training. 

Staff Training on 
Pressure Sore Care 

The purpose of this project is to provide 
training to certified NH staff to assist in 
reducing the incidence and severity of pressure 
sores and increase the rate of healing. 

Expected Outcome: Residents of skilled 
nursing centers will benefit from the 
knowledge and expertise of a wound care 
certified staff who will be able to better care 
for residents who are admitted with and/or 
develop pressure sores. 

Partners in Quality-
Care Health Facilities 
Association of MD & 
MD OHCQ 

MD nursing homes No data available Training 

Maryland $8,750.00 11/01/2016 The Fifth Annual "You 
are the Eyes and Ears" 
Conference for Nursing 
Home Nursing 
Assistants 

Expected Outcome: To improve care for 
residents of Maryland long-term care facilities 
by strengthening the capacity of Geriatric 
Nursing Assistants (GNA) to provide care and 
support. 

The Beacon Institute, 
Inc. & the MD OHCQ 

MD nursing homes No data available Training 

Maryland $84,990 The project is scheduled 
to start on 1/1/2016 
and end on 6/30/2017. 

Improving Care 
Transitions 

The purpose of this project is to improve care 
transitions for residents with cognitive 
impairments by helping NH staff to learn care 
strategies. 

Expected outcome: Adaptation of practices 
that incorporate cognitive assessment and 
training into rehab services, and 
comprehensive approaches to discharge 
planning will result in better quality of life for 
residents, both prior to and after discharge. 

The Beacon Institute, 
Inc. & the MD OHCQ 

MD nursing homes No data available Direct Improvements to 
Quality of Life 

Maryland $7,415 09/21/2016 The Western Maryland 
CNA/GNA Conference 
2016: Dementia Care 

Training for GNAs and CNAs for communicating 
and provision of care for residents with 
dementia. 

The Beacon Institute, 
Inc. & the MD OHCQ 

MD nursing homes No data available Training 

Pennsylvania $977,900.00 7/1/2016-6/30/2017 Reduction in the 
Utilization of 
Restraints 

Pennsylvania Restraint Reduction Initiation 
(PARRI-MAP-IT) program for healthy skin; to 
improve lives of residents through education, 
support, mentorship of long term care 
providers, residents and families, government 
agency representatives, and advocacy 
organizations; eliminating the use of physical 
restraints. 

Kendall Outreach PA nursing homes Eliminating the use of 
Physical restraints 

Direct Improvements to 
Quality of Life 

Pennsylvania $50,000.00 7/1/2016-6/30/2017 Improvement to Call 
Bell Access 

Ristcall Patient Care Pilot.  Wireless wearable 
bell system. 

Kane Regional N/A Improvement to patient 
access to call bells 

Direct Improvement to 
Quality of Care 

Pennsylvania $41,450.00 7/1/2016-6/30/2017 Music Therapy 
Program 

Improve dementia care and address cultural 
change.  To increase the quality of life for 
residents that are cognitively impaired. Weekly 
meetings with a music therapist that will 
engage residents with physical exercise, 
spirituality, and sensory stimulation. 

Care Pavillion Nursing 
and Rehab 

N/A Improved quality of life for 
residents 

Direct Improvements to 
Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 3
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and objectives of 
the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Virginia $267,101 10/2014 through Nursing Home Closure This project will be proactive in ensuring health Gerontology Center at Nursing home Preliminary data is Resident Relocation 
12/2016 (extended and Resident and safety protections and quality outcomes Virginia Polytechnic residents undergoing review in April 
from March 2016) Relocation Project for individuals who experience a closure and 

relocation of nursing homes in the future. 

Expected outcome: To assure relocated 
individuals' health, safety and welfare before, 
during and after closure of a nursing facility as 
well as help prevent future nursing home 
closures. Residents of nursing facilities who are 
involuntarily moved in the future will benefit 
from the results of this survey because it will 
be used to improve policies, procedures and 
practices that will reduce adverse impacts on 
individuals who are involuntarily transferred. 

Institute and Virginia 
Tech University 

2017 as the project was 
extended to include two 
facilities which experienced 
closure. 

Virginia $215,395 9/1/2015-8/31/2017 Micro Learning as a 
Tool for Delivering 
Person-Centered Care 
for Residents with 
Dementia in Virginia's 
Nursing Facilities 

The project is expected to result in better 
quality care for nursing facility residents with 
dementia through the provision of training to 
the staff who care for them. The learning 
gained through this training is sustainable as 
nursing homes will continue to utilize 
approaches and practices in their homes. Staff 
are likely to be more responsive to ongoing 
training via this platform if the initial delivery 
proves beneficial and they will also recognize 
that the administrators are willing to try new 
approaches to make their job and the care they 
provide more effective. 

Riverside Center for 
Excellence in Aging & 
Lifelong Health 

N/A Riverside  presented in 
January of 2017 on 
preliminary findings from 
project and will be invited in 
the spring to speak to a 
larger group. Several 
groups, including the 
Coalition for Culture 
Change, have received 
presentations on the initial 
results of this micro 
training, which has been 
very well received. 

Training 

West Virginia $75,054.00 9/1/2015 to 8/31/2016 Music and Memory The 2015 grant to the Healthcare Association 
for Music and Memory started the project to 
use music therapy to adjust behaviors of 
dementia patients. This grant is to operate the 
project a year and study results. 

Marshal University No data available No data available Direct Improvements to 
Quality of Life 

West Virginia $52,500 8/31/2015-9/1/2016 Training to Address 
Abuse, Neglect, and 
Misappropriation of 
Resident Property 

The purpose of the project is to develop a 
training module that will improve the retention 
and comprehension of information by direct 
care staff.  The training module will address 
abuse, neglect, and misappropriation of 
resident property. It will begin with legal and 
practical requirements for compliance with 
state and federal regulations and then will 
move into video demonstrations of the 
concepts.  Staff will be shown vignettes 
performed by actors that demonstrate 
different scenarios that occur in a nursing 
home setting.  The staff member will be asked 
to answer a series of questions based on each 
vignette.  If the staff member answers 
correctly, he/she will advance to the next 
vignette.  If he/she answers incorrectly, he/she 
will be told why the answer is incorrect and 
will be prompted to answer the question again. 
He/She will not be able to advance until the 
question is answered correctly. 

Motion Masters W.VA nursing home 
staff 

No data available Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 4
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the 
goals and objectives of the 

project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Alabama $1,500,000.00 Three years: 8/3/2016 
to 8/2019 

Music and Memory 
and Art Therapy 
Program 

To develop and implement 
a Music and Memory 
Program and Art Therapy 
Program for 32 certified 
Alabama nursing homes. 
Reduce symptoms of 
anxiety and depression, 
reduce agitation, improve 
communication, foster self-
expression, enhance coping 
skills and stimulate positive 
interactions with staff and 
family. 

Ms. Gayle Boswell, Alzheimer's 
Education, Resources & Services, 
Inc. P.O. Box 231266, 3118-C Bell 
Oaks Circle, Montgomery, 
Alabama 

Residents in 32 
certified nursing 
homes. Also the 
227 certified 
nursing homes 
attending the 
statewide 
conference 

The Art Therapy Program  will work with 
15-20 dementia residents weekly on a 
themed art activity. Dr. Daniel Potts and 
Angela Duncan will evaluate between 480 
and 640 residents with dementia over the 
three years; assist the interdisciplinary 
team with individual person-centered care 
plans. A statewide conference on best 
practices in dementia care will be provided 
for 227 certified nursing homes. 

Direct Improvements 
to Quality of Care 

Florida No funded 
projects in 
calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 

Georgia $115,094.90 Two years: 8/26/2016 
to 8/2018 

Reducing Avoidable 
Hospitalizations across 
the Continuum of Care 

To assist Region IV states in 
reducing avoidable 
hospitalizations and to 
educate residents, family 
members, staff, and 
community partners on best 
practices in reducing 
avoidable hospitalizations. 

Dr. Ruth Tappen, 
Florida Atlantic University, 
777 Glades Road, Building NU84, 
Room 307, Boca Raton, Florida 

GA certified nursing 
homes and 
community 
partners 

Modify Resident and Family Decision 
Guide. Pilot the guide in seven of eight 
Region IV states. Develop a video for 
nursing homes that explains the purpose 
of the Decision Guide in reducing 
avoidable hospitalizations. Send a 
complete package of Decision Guides and 
training materials to every SNF, SNF/NF 
and NF facility.  Provide the Decision Guide 
in different languages (i.e., Spanish, 
French, Chinese, Tagalog and Haitian 
Creole). Develop webinars and conduct 
workshops discussing best practices on 
how to reduce avoidable hospitalizations. 

Direct Improvements 
to Quality of Care 

Georgia $47,339.50 4 months:  5/1/2016 to 
8/31/2016 

Virtual Dementia Tour To provide virtual dementia 
tours, education and 
training for direct care staff, 
physicians, other clinicians, 
administrative and 
corporate personnel in 169 
GA certified nursing homes 

Miram D. Deberry, Avalon Health 
& Rehabilitation, 120 Spring 
Street, Newnan, GA 30263 
2016-04-GA-0128 

N/A No data available Direct Improvements 
to Quality of Care 

Georgia $2,934,294.00 3 years: 4/8/2016 to 
4/2019 

Bereavement Changing the culture of 
death and dying in the 
nursing home setting for 
nine GA nursing homes. 
Promoting quality 
bereavement care. 

P.K. Beville of Second Wind 
Dreams 
11115 Houze Road, Suite 150, 
Roswell, Georgia 30076; 
The University of Georgia, The 
Georgia Healthcare Association, 
The QIO and LTCO. 2016-04-GA
0129 

169 dually certified 
nursing homes in 
GA;  Community 
partners that 
participate in VDT 
tours 

Conduct Virtual Dementia Tours. Conduct 
DACE assessments. 

Direct Improvements 
to Quality of Care 

Georgia $88,000.00 1 year: 7/2016 to Eden Alternative & To implement culture Mr. Deke Cateau, A.G. Rhodes N/A Certify staff in Eden Alternative principles. Direct Improvements 
6/2017 Culture Change at A.G. 

Rhodes Nursing Home 
change and person directed 
care utilizing the Eden 
Alternative principles 

Health and Rehabilitation-Cobb, 
900 Wylie Road, S.E., 
Marietta, GA 30067 

to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 4
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the 
goals and objectives of the 

project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Georgia $176,032.00 18 months: 4/4/2016 to 
9/2017 

Changing the Culture 
of Death and Dying in 
the Nursing Home 
Setting 

Conduct education and 
training on end-of-life (EOL) 
care for nine, certified 
nursing homes in Georgia. 
Interview direct care staff 
on how to improve EOL 
care. Develop a list of best 
practices for nursing homes 
for assisting residents with 
grief and advanced care 
planning. 

Dr. Toni P. Miles, 
Univesity of Georgia Research 
Foundation, 
150 B Coverdell Center, 
500 D W Brooks Drive, 
Athens, Georgia, 30602, 
2016-04-GA-0205 

Nine certified 
nursing homes in 
GA 

To determine best practices in 
bereavement care for residents, family 
members, and staff of nursing homes. 
The University of Georgia will discuss 
death and dying practices utilized at 
Carlyle Place with residents, family 
members, direct care staff, members of 
the interdisciplinary  team and corporate 
officials. A variety of interview techniques 
will be utilized to solicit information on 
how the nursing home manages a 
resident's death, and what practices are 
instituted in a nursing home to help 
residents, family members and staff grieve 
the loss of life. Throughout this project, 
discussions will also occur regarding 
advance care planning and POLST. 

Direct Improvements 
to Quality of Care 

Kentucky $21,360.00 One year: 5/25/2016 to 
5/2017 

"It's a Wonderful Life 
Through Technology" 

To purchase "It's Never Too 
Late (iN2L)" adapative 
computer technology to 
enhance individual and 
group activities, improve 
behavior management, 
decrease utilization of 
antipsychotic medications, 
and provide opportunities 
for lifelong learning and 
resident access to family 
and friends via the Internet. 

Ms. Ann Phillips, Administrator, 
Ms. Sharon L. Samford, Sayre 
Christian Village Healthcare 
Center, 
3775 Belieau Wood Drive, 
Lexington, KY 40517, 
2016-04-KY-0528 

N/A Inform residents, family members, and 
staff of iN2L.  Educate all parties on how to 
protect themselves from identity theft and 
the loss of private protected health 
information. Provide information on social 
media and social networking. Develop 
customized iN2L, My Story digital 
biographies for 41 residents with 
dementia. Utilize iN2L technology for care 
plan meetings. 

Direct Improvements 
to Quality of Life 

Kentucky $10,000.00 2 years: 7/13/2016 to 
7/2018 

Virtual Dementia Tour To provide virtual dementia 
tours, education, and 
training for direct care staff, 
residents, and family 
members. 

Ms. Londa Knollman, Kenton 
Housing, Inc. d/b/a Rosedale 
Green, 4250 Glenn Avenue, 
Covington, KY 41015 

N/A No data available Direct Improvements 
to Quality of Care 

Kentucky $9,515.00 2 years: 7/13/2016 to 
7/2018 

Virtual Dementia Tour To provide virtual dementia 
tours, education, and 
training for direct care staff, 
residents, and family 
members. 

Mr. David G. Garst, GLC-Green 
Hill, 213 Industrial Road, 
Greensburg, KY 42743 

N/A No data available Direct Improvements 
to Quality of Care 

Kentucky $15,812.00 10/18/2016
10/19/2016 

MDS 3.0 Coding & 
Interpretation Basic 
Training 

To provide joint education 
and training to providers, 
MDS Coordinators and 
State Agency (SA) surveyors 
on the MDS 3.0. 

Michelle Mitchell, RN, BSN, NCI 
Trainer, Office of the Inspector 
General, 275 East Main Street, 5E
A, Frankfort, KY 40621, 502-564
7963, ext. 3304 

MDS Coordinators, 
SA staff, and other 
nursing home 
personnel 

Overview of the MDS; how to ensure 
accuracy, who must have an assessment 
completed, the resources needed to 
complete an assessment, what forms are 
used and when, the entry and discharge 
tracking assessment, a section by section 
review of item coding, a discussion of 
significant change assessments, the MDS 
Care Area Assessments, and MDS error 
correction. 

Training 

Kentucky $49,051.00 Three years Living Intently and 
Fully Engaged (LIFE) 
project 

Utilize It's Never Too Late 
Technology to improve 
quality of life for 64 skilled 
nursing residents. 

Mr. Clinton Spaulding, Project 
Leader, Wesley Manor Retirement 
Community, Inc., 5012 East 
Manslick Road, Louisville, KY 
40219 

N/A Develop personal activity content pages 
and digital biographies /life stories for 64 
residents. Utilize iN2L technology to 
engage family members in resident care 
plan conference via Skype. 

Direct Improvements 
to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 4
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the 
goals and objectives of the 

project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Kentucky $46,109.14 Three years: 12/5/2016 Giving Our Loved Ones To provide It's Never Too Ms. Mary Wood, Administrator, N/A This technology is expected to enhance Direct Improvements 
to 12/2019 Direction (GOLD) 

Project 
Late (iN2L) adaptive 
computer technology to 
residents. 

Morganfield Nursing & 
Rehabilitation, 509 N. Carrier 
Street, Morganfield, KY 42437 

individual and group activities, enrich 
social connections, and increase person-
centered activities and interactions. 

to Quality of Life 

Kentucky $57,570.84 Two years: 12/2016 to We're Building on Love To provide It's Never Too Sister Diane Mack, Carmel Manor, N/A This technology is expected to enhance Direct Improvements 
12/2018 Project Late (iN2L) adaptive 

computer technology to 
residents. 

100 Carmel Manor Road, Fort 
Thomas, Kentucky 

individual and group activities, enrich 
social connections, and increase person-
centered activities and interactions. 

to Quality of Life 

Mississippi $22,460.00 18 months: 7/13/2016
1/2018 

Bedford Care Partners 
Project 

This project seeks to 
develop a cadre of qualified 
staff to provide dementia 
education in eight nursing 
homes in central and south 
Mississippi 

Ms. Lindsey Lewis, PhD, HMP 
Management Corporation, 100 
West Pine Street, Hattiesburg, MS 
39401 

Residents, family 
members, and staff 
of eight dually 
certified nursing 
homes in MS 

Corporate officials shall attend the Postive 
Approach to Care Program created by 
Teepa Snow and obtain certification. 
Following training, the certified staff will 
conduct educational events at the eight 
nursing homes, sharing best practices in 
the provision of dementia care.  Dementia 
training will be offered to residents, family 
councils, direct care staff, and community 
leaders. 

Direct Improvements 
to Quality of Care 

Mississippi $45,495.33 3 years: 12/2016 to 
12/2019 

Communication, 
Assessment, 
Relationships Equals 
Excellence (CAREs) 
Program 

To purchase It's Never Too 
Late (iN2L) adaptive 
computer technology.  The 
CAREs program seeks to 
utilize non-pharmacological 
approaches to reduce 
antipsychotic, anti-anxiety, 
and hypnotic drug use as 
well as reduce falls with 
major injuries in the 30-bed 
Medicare skilled nursing 
facility. 

Ms. Misty D. Linder, Pike 
Community Care Center, d/b/a 
Camellia Estates, 1714 White 
Street, McComb, Mississippi 

N/A The CAREs program seeks to utilize non-
pharmacological approaches to reduce 
antipsychotic, anti-anxiety and hypnotic 
drug use as well as reduce falls with major 
injuries in the 30-bed Medicare skilled 
nursing facility. 

Direct Improvements 
to Quality of Care 

Mississippi $87,779.00 3 years: 12/14/2016 to 
12/2019 

Diving Deeper on a 
Cultural Change 
Journey 

To implement culture 
change and person-directed 
care utilizing the Eden 
Alternative principle in four 
nursing homes, involving 
approximately 1,000 
employees. 

Ms. Anne-Michelle Daniel, VP for 
Philanthropy and Strategic 
Implementation, Mississippi 
Methodist Senior Services, Inc., 
550 High Street, Suite 1000, 
Jackson, MS 39201-1399 

Four nursing homes 
in MS: 
approximately 
1,000 employees 

Eden Alternative Educators will conduct a 
series of education and training programs 
for direct care staff. Each facility will 
implement a Music and Memory program, 
offer opportunities for gardening, and 
intergenerational activities based on the 
Unity, Wonder, and Wisdom course. 

Direct Improvements 
to Quality of Life 

North Carolina $24,002.00 One year: 7/12/2016 to 
7/2017 

Dining Culture Change To repurpose the staff 
dining room on the Center's 
main hall into a dining room 
for residents residing on the 
2nd, 3rd, 4th, and 5th 
floors. 

Ms. Julie Branch, Longleaf Neuro-
Medical Treatment Center, 4761 
Ward Boulevard, Wilson, North 
Carolina 27893 

N/A All staff to receive training on the dining 
practice by the registered dietitian and the 
medical director. Ensure that all food and 
beverages served in the dining room are 
maintained at proper temperatures. No 
more than 14 hours shall elapse between 
the evening meal and morning meal.  Staff, 
residents, and caregivers involved in food 
handling shall receive training on hand 
washing, and the importance of "No Bare 
Hand Contact" of ready to eat food. 

Direct Improvements 
to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 4
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the 
goals and objectives of the 

project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

North Carolina $20,787.47 One year Technology for 
Residents 

To purchase a computer, 
printer, large screen TV, 
home theatre system, forty 
iPads and cases, and 60 
headphones.  The 
equipment will be used to 
increase resident access to 
computer technology, social 
media, music, and enhance 
group activities. 

Ms. Veronica Wagner, Winston-
Salem Nursing & Rehabilitation, 
Healthique Group, LLC, 1900 West 
1st Street, Winston-Salem, NC 
27104, 2016-04-NC-0504 

N/A No data available Direct Improvements 
to Quality of Life 

North Carolina $32,310.00 Two years: 7/2016 to 
7/2018 

Healing Garden To enhance an existing 
Healing Garden and create 
a more therapeutic outdoor 
environment for residents, 
family members, visitors, 
and staff. 

Ms. Sandy Key, Conover Nursing & 
Rehabilitation Center, 920 4th 
Street, S.W., Conover, North 
Carolina 

N/A The Healing Garden will be utilized for 
resident activities and to increase 
socialization and relaxation for residents, 
family members, and visitors. 

Direct Improvements 
to Quality of Life 

South Carolina $85,600.60 Two years: 8/26/2016 
to 8/2018 

Reducing Avoidable 
Hospitalizations Across 
the Continuum of Care 

To assist Region IV states in 
reducing avoidable 
hospitalizations and to 
educate residents, family 
members, staff, and 
community partners on best 
practices for reducing 
avoidable hospitalizations. 

Dr. Ruth Tappen, Florida Atlantic 
University, 777 Glades Road, 
Building NU84, Room 307, Boca 
Raton, Florida 

SC certified nursing 
homes and 
community 
partners 

Modify Resident and Family Decision 
Guide, and pilot the Guide in seven of 
eight Region IV states. Develop a video for 
nursing homes that explains the purpose 
of the Decision Guide in reducing 
avoidable hospitalizations. Send a 
complete package of decision guides and 
training materials to evey SNF, SNF/NF, 
and NF facility.  Provide the Decision Guide 
in different languages (i.e. Spanish, French, 
Chinese, Tagalog and Haitian Creole). 
Develop webinars and conduct workshops 
discussing best practices on how to reduce 
avoidable hospitalizations. 

Direct Improvements 
to Quality of Care 

South Carolina $862,287.32 3 years: 10/12/2016 to 
10/2019 

Improving 
Individualized Care for 
Residents with 
Dementia 

To implement a project 
focused on individualized 
dementia care and 
elimination of off-label 
antipsychotic medication 
use in a minimum of 75 
South Carolina nursing 
homes. 

Vickie Moody, President & CEO, 
LeadingAge South Carolina, 2711 
Middleburg Drive, 309-A, 
Columbia, SC 29204 

75 SC nursing 
homes 

Nursing home pilot. Hand-in-Hand training 
by Dr. Charla Long. Statewide learning 
collaborative to disseminate best practices 
and lessons learned to all SC nursing 
homes 

Direct Improvements 
to Quality of Life 

South Carolina $4,720.00 10/3/2016 to 
6/30/2017 

Life Enrichment 
Program 

To start up a Music and 
Memory program and for a 
Life Enrichment program. 
Also, purchase a cotton 
candy machine and snow 
cone cart for activities. 

Mr. Lee Russ, Anchor 
Rehabilitation and Healthcare 
Center of Aiken, 550 East Gate 
Drive, Aiken, SC 

N/A Implement Music and Memory; develop 
playlist; include pertinent goals in care 
plans; utilize equipment for activties. 
Monitor the impact of the programs on 
QOL. 

Direct Improvements 
to Quality of Care 

South Carolina $2,104.00 One year: 12/13/2016 
to 12/2017 

Oakhaven Nursing 
Center-Aquarium 

To purchase an aquarium 
and the supplies to 
maintain the aquarium from 
Pet Lover's Warehouse. 

Ms. Kelley Pruitt, Oakhaven 
Nursing Center, 123 Oak Street, 
Darlington, South Carolina 29532 

N/A Purchase an aquarium, the supplies and 
fish.  Notify residents that the aquarium 
has been implemented in a centralized 
area.  Begin activities related to the 
aquarium. 

Direct Improvements 
to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 4
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the 
goals and objectives of the 

project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the 
project 

Project Category 

South Carolina $2,556.00 One year: 12/7/2016 to 
12/2017 

Morrell Nursing & 
Rehabilitation Center-
Aquarium 

To purchase an aquarium 
and the supplies to 
maintain the aquarium from 
Pet Lover's Warehouse, and 
also to implement 
therapeutic drumming 
circles. 

Ms. Evette McCaskill, Morrell 
Nursing & Rehabilitation Center, 
900 N. Marquis Highway, 
Hartsville, South Carolina 

N/A Purchase an aquarium, supplies, and fish. 
Notify residents that the aquarium has 
been implemented in a centralized area. 
Begin activities related to the aquarium. 
Modify the activities program to include 
therapeutic drumming circles to increase 
social interaction, improve emotional 
expression, and provide exercise that 
focuses on improving gross and fine motor 
skills (particularly for residents with 
dementia). 

Direct Improvements 
to Quality of Life 

South Carolina $2,500.00 One year Richard C. Campbell 
Veterans Nursing 
Home-Music and 
Memory Program 

To develop and implement 
a Music and Memory 
program. 

Mrs. Sherry Fleming, Richard M. 
Campbell Veterans Nursing Home, 
4605 Belton Highway, Anderson, 
SC 

N/A Educate residents, family members, and 
staff on the Music and Memory program; 
develop a system for obtaining a list of 
each resident's preferred music choices 
and develop a customized playlist for 
residents with dementia; incorporate 
information into each resident's plan of 
care. 

Direct Improvements 
to Quality of Care 

South Carolina $4,523.04 10/27/2016 Spirit of Caring 
Conference 

This conference is designed 
to promote sharing of best 
practices and innovative 
ideas that SC nursing homes 
have implemented to 
improve quality of care and 
quality of life. 

Ms. Tammy Ford, South Carolina 
Spirit of Caring, Lexington Medical 
Extended Care, 815 Old Cherokee 
Road, Lexington, SC 

All SC certified 
nursing homes 

The South Carolina Spirit of Caring 
Program recognizes facilities, employees, 
residents, family members, and volunteers 
for their contributions. Attendees are 
provided a Spirit of Caring book with ideas 
for future quality improvement projects. 

Training 

Tennessee $31,000.00 One year: 10/5/2016 to 
10/2017 

Mountain City Care 
and Rehabilitation, 
919 Medical Park 
Drive, Mountain City, 
TN 37683 

To implement culture 
change and person-directed 
care utilizing the Eden 
Alternative principles. 

Ms. Diana Branch, Mountain City 
Care and Rehabilitation, 919 
Medical Park Drive, Mountain City 
, TN 37683 

N/A Train 90 percent of the staff to become 
Certified Eden Associates and Holistic 
Caregivers in a three-day training program. 
The nursing home will conduct Well-being 
and Warmth surveys with residents, 
families and staff.  Twenty-five employees 
will be trained per quarter over a one-year 
period 

Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 5
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the project Project Category 

Illinois No funded 
pojects in 
calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 

Indiana $600,000.00 7/2016 - 5/2018 Music in Long Term 
Care 

Program to introduce music into long 
term care facilities and the care 
planning of residents to reduce 
pharmacologic interventions; 
reduction in the dosage of prescribed 
medication administered per 
resident; reduction in the amount of 
negative behaviors; reduction in the 
amount of falls; increased level of 
resident engagement and quality of 
life. 

State approved contractor IN nursing homes Develop music in long term care project; develop 
protocols, guidelines, and timelines for 
implementation; create data collection tools; 
identify 5-7 facilities to participate; complete 
project; develop train the trainer program to be 
utilized by other groups; develop measurable 
outcomes and collect data to measure outcomes. 

Direct Improvements 
to Quality of Life 

Indiana $75,000.00 5/2016 - 10/2017 Dementia Care in 
Southwest Indiana 

Educate nursing home staff on 
dementia care strategies and 
techniques to improve quality of care 
and quality of life for residents; 
identify person-centered care 
approaches to decrease behavioral 
issues, falls, abuse, and antipsychotic 
drug use; evaluate the Positive 
Approach to Care  model for potenial 
statewide expansion. 

University of Southern Indiana 
Center for Healthy Aging and 
Wellness; Teepa Snow, 
Positive Approach to 
Care developer; 8 southwest 
Indiana nursing homes 

N/A Introduce the Positive Approach to Care model at 8 
nursing homes in Southwest Indiana: 
-host a kickoff meeting; 
-complete train the trainer for 16 facility staff; 
-provide 8 hours of online video training; 
-conduct 2 days of in-person training;   -conduct 
workshop on lesson plan development; 
-conduct 8 in-service classes at each facility for at 
least 30 staff; and 
-provide 3 hours of telephone support. Identify 
outcome and process measures and collect data in 
order to create a QAPI plan. 

Training 

Indiana $600,000.00 1/2016 - 12/2017 Leadership Conference Bi-annual leadership conferences to 
conduct training and promote CMS 
initiatives such as GPRA pressure 
ulcer initiative, care coordination, 
dementia care, and healthcare-
associated infection reduction. 
Improve awareness of healthcare 
quality issues in long term care; 
increase participation in healthcare 
quality improvement projects 
addressing signficant healthcare 
quality issues; improve quality of life 
and quality of care for nursing home 
residents related to the topics of the 
conferences. 

Indiana State Department of 
Health (ISDH), Indiana 
Convention Center, State 
Contractor 

IN nursing homes Conduct 4 conferences - hosting up to 1,300 
attendees each. Specific to conference topics, ISDH 
will track the following indicators: # of statewide 
deficiencies, Indiana's rank regarding the freqency 
of topic deficiency; number of facilities that 
participate in State projects related to conference 
topics; if possible, identify rates of topic 
deficiencies through MDS data and other sources. 
ISDH will also track the number of facilities that 
attend, number of statewide immediate jeopardy 
level deficiencies on surveys, percent of providers 
cited at IJ level related to topic, number of 
statewide actual harm level deficiencies cited on 
survey, and percent of providers cited at actual 
harm related to topics. 

Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 5
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the project Project Category 

Indiana $400,000.00 Estimated start date: 
8/1/2016 through 
7/31/2018 (2 years) 

Indiana Nursing Home 
Advanced Education 
Project 

The purpose of the project is to 
implement a program to improve the 
education of healthcare professionals 
working in long term care facilities. 
The courses focus on a lack of 
qualifications in important geriatric 
care areas such as healthcare quality 
improvement, infection prevention, 
wound care, and 
Alzheimer’s/dementia care. 

Alzheimer's Association of 
Greater Indiana, Association of 
Professionals in Infection 
Control and Epidemiology, 
Indiana University School of 
Medicine Department of 
Gerontology, National 
Association of Wound Care and 
Ostomy Wound Care, 
University of Indianapolis 
Center for Aging & Community, 
Wound Care Education 
Institute, and Indiana State 
Department of Health (ISDH) 

IN nursing homes ISDH will offer 4 advanced certification level 
education courses to approximately 25-50 
participants for each course to include the training 
materials in the following areas: 1. healthcare 
quality improvement, 2. infection prevention, 3. 
wound care, and 4. Alzheimer’s/dementia care. 

Training 

Indiana $600,000.00 Estimated start date: 
9/1/2016 through 
8/31/2018 (2 years) 

Regional Collaborative 
Project Expansion 

Develop regional collaborative groups 
that are locally-based to work on 
quality improvement efforts within 
the nursing homes in their 
communities. Each regional 
collaborative will be responsible for 
developing and implementing at least 
two quality improvement projects 
addressing a quality of care need as 
identified through a QAPI process 
ulitiling QAPI principles. 

University of Indianapolis 
Center for Aging & Community, 
Indiana State Department of 
Health (Central Indiana Nursing 
Home Improvement 
Collaborative, Community Care 
Connections, East Central 
Indiana Collaborative, North 
Central Indiana Quality 
Improvement Collaborative, 
Quality Improvement 
Collaborative of Northeast 
Indiana, Sothern Indiana 
Regional Collaborative, and 
Southwest Indiana 
Collaborative for Performance 
Improvement. 

IN nursing homes Support the established 7 regional collaboratives 
and expand to establish 2-3 new collaborative 
groups. Collaboratives will: 1. Develop at least two 
quality improvement projects to address quality of 
care issues determined through a needs 
assessment conducted in their region. 2. Develp a 
QAPI facility plan template that can be adapted by 
facilities. 3. Develop at least 3 QAPI project plan 
templates that can be adopted by nursing homes. 

Other 

Michigan $300,000.00 3 Years beginning 2016 Holland Home 
Alzheimers Simulation 

Development of an Alzheimer's 
simulation program to drive culture 
change and training for professionals 
and caregivers of loved ones with 
dementia related issues. 

Holland Home Caregivers and 
loved ones of 
Holland Home 
residents 

Provide training to all current and incoming staff 
whose care roles bring them into regular contact 
with individuals with dementia. Training includes 
dementia simulation & Teepa Snow's Positive 
Approach to Care. Teepa Snow will design and 
develop a series of core training materials. Two 
staff members will be trained as facilitators for 
both simulation and training for sustainability. 

Direct Improvements 
to Quality of Life 

Michigan $329,916.00 4/2016 - 3/2019 Western Michigan 
University Behavioral 
Consulation & Services 

To provide behavioral consultation 
and services to aging persons with 
cognitive impairment at skilled 
nursing facilites in MI.  To assist these 
individuals to age in place, reduce the 
use of medication to manage 
behavioral and psychological 
symptoms of dementia, improve staff 
knowledge and abilities, and devlop 
modules that can be adopted and 
used by other skilled nursing facilities. 

Centers for Gerontology at 
Western Michigan University in 
Kalamazoo; Heritage 
Community of Kalamazoo, 
Harold & Grace Upjohn Care & 
Rehabilitation Center 

N/A Project lead will conduct intake assessments; 
conduct Functional Behavioral Assessment (1-4 
weeks) to include interviewing caregivers, direct 
observation, and manipulation of environmental 
variables to develop treatment plan. Development 
and evaluation of function-based interventions (3
8 weeks). Conduct training for staff  and caregivers 
on interventions. Training modules will also be 
created. 

Direct Improvements 
to Quality of Care 

Minnesota No funded 
pojects in 
calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 5
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and 
objectives of the project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics for the project Project Category 

Ohio $507,720.00 4/1/2016 - 12/31/2018 Wound Care 
Certification 

Certify up to 200 nurses from Ohio 
SNFs; provide better wound care for 
participating SNFs; improvement in 
pressure ulcer quality measures for 
participating SNFs 

Ohio Health Care Association; 
Ohio Health Care Association 
Educational Foundation; 
Wound Care Educational 
Institute; Nationwide Hotel and 
Conference Center 

OH SNFs Provide wound care education and certification for 
up to 200 nurses 

Training 

Ohio $1,005,662.00 7/1/2016 - 6/30/2019 Incorporating 
Preferences of 
Everyday Living 
Inventory (PELI) into 
OH's Nursing Homes to 
Improve Resident Care 

Assisting nursing home providers in 
translating  PELI data into daily care 
practices with a focus on promoting 
adoption of preference assessment 
through education and training and 
sustainability through quality 
improvement strategies. 

Miami University and the 
Scripps Gerontology Center 

OH nursing homes Provide 960 nursing homes in Ohio with the 
following: develop a process of interviewing 
residents about their preferences, managing, 
communicating and integrating data into quarterly 
care planning meetings, continuous quality 
improvement using Plan, Do, Study, Act cycle; 
create education and training materials for all 
ranges of nursing home staff; provide solutions to 
barriers to implenting preference-based care; 
create technological solutions for collection, 
managing, and tracking data. 

Direct Improvements 
to Quality of Care 

Ohio $717,852.00 7/1/2016 - 6/30/2019 Opening Minds 
Through Art (OMA) 

Program designed to provide 
opportunities for creative self-
expression and social engagement for 
people with Alzheimer's disease and 
other forms of neurocognitive 
disorders. 

Miami University and the 
Scripps Gerontology Center; 
102 OH nursing homes 

OH nursing homes Provide OMA training for up to 102 nursing homes 
in OH; complete a hybrid training program to train 
OMA facilitators across the State; conduct an 
annual conference in year 2 & 3 to share best 
practices among those implementing the program. 

Training 

Wisconsin $100,000.00 6/2016 - 5/2017 Creative Storytelling 
Engagement Training 

Improve communication and social 
connectedness; reduce challenging 
behaviors and potentially reduce anti-
psychotic medications; improve 
positive engagement between staff 
and residents. 

50 WI Nursing Homes; 
TimeSlips 

N/A Certify 50 nursing homes in improvisational 
storytelling to improve communciation and social 
connectedness among people with dementia. 

Direct Imrovements 
to Quality of Life 

Wisconsin $67,373.00 1 year beginning 2016 Cycling Without Age Implement a rickshaw cycling 
program at Lutheran Homes to 
expand possibilities for people living 
in nursing homes, including persons 
living with severe physical limitation 
and dementia. 

Lutheran Homes of Oshkosh; 
Cycling Without Age Coalition; 
University of Wisconsin 
Oshkosh College of Nursing 
(UWO CON); Bethel Home and 
Eden Meadows Life Enrichment 
Coordinators 

N/A Implementation of Cycling Without Age program; 
creation of video and informational handouts. 

Direct Improvements 
to Quality of Life 

Wisconsin $59,250 2 years beginning 
September 2016 

Infection Prevention 
and Control Training 
for Health Care 
Professionals Working 
in Nursing Homes 

Educational program to address the 
following topics as they relate to 
infection prevention and control: 
antimicrobial stewardhsip, outbreak 
identification and control, and 
surveillance. 

Division of Quality Assurance 
(DQA)/ WI Healthcare-
Associated Infections (HAI) in 
Long-Term Care Coalition 

WI nursing homes 5 regional workshops w/ 100 participants each; 1 
conference w/ 600 or more participants. 
Completion of training program by caregivers: 80% 
or higher; lower communicable infection rates by 
at least 10% versus the same period the prior year, 
increase hand hygiene compliance by 20-30%, 
reduce surface contamination by up to 30%. 

Training 

Wisconsin $58,300.00 1 year beginning 2016 Noah's Landing 
Program 
Implementation 

Introducing dogs and cats into the 
facility and into nontraditional 
therapy to enhance the lives of 
nursing home residents. 

Lutheran Homes of Oshkosh 
Inc. Noah's Landing 

N/A Training of animals; training for staff, residents and 
volunteers. Development of program manual. 

Direct Improvements 
to Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 6
 

State Total amount of State 
CMP funds obligated 
for each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved project 
funded in whole or in part with 

State CMP Funds 

Brief description of the goals and objectives of the 
project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Arkansas $104,995.00 One-time conference International Eden Alternative 
Conference: "Person-Directed 
Care: It's About Time" 

The project is intended to integrate new ideas, 
resources, and skills into daily care practices that 
ultimately transform the existing organizational culture 
and practices to improve quality of life for nursing home 
residents. The educational initiative, which involves a 3
day, interactive, educational conference, is intended to 
meet and exceed current regulatory requirements. The 
proposed learning experience will expand the 
organization’s knowledge of person-directed care, which 
should result in improved quality and lower cost. 

Eden Alternative No data available No data available Direct Improvements to 
Quality of Care 

Louisiana $6,400.00 One-time conference 
with 5 guest speakers 

The Alzheimer's Services 23rd 
Annual Conference on 
Alzheimer's Disease & 
Dementia: Living Well with a 
Purpose 

Conference will provide nursing home staff with 
specialized dementia training and resources to develop a 
specialized plan of person-centered care. 

Alzheimer's Services of the 
Capital Area 

LA nursing homes No data available Training 

Louisiana $155,151.00 08/01/2016 Scholarships for the 2016 
National Pioneer Network 
Conference 

Participants will learn new concepts and skills to apply 
the principles and values of culture change and to be a 
part of problem solving with person-first approaches, all 
of which will benefit residents in nursing homes. 

Pioneer Network LA nursing homes No data available Training 

Louisiana $80,440.00 5 Steps to be completed 
over a 12 month 
timeline 

Using Non-Pharmacological 
Interventions to Decrease the 
Inappropropriate Use of Anti-
Psychotic Drugs 

Through knowledge gained by direct care staff on 
communication strategies, environmental approaches 
and non-pharmacological interventions, nursing home 
residents will benefit from reduced unneccessary 
psychotropic drug use often resulting in negative 
outcomes. 32 onsite visits conducted at up to 8 nursing 
homes. 

SBAFA LA nursing homes No data available Training 

Louisiana $27,600.00 Program will be on
going, involving 25 
nursing homes, from 
7/2016 to 6/2017 

Recollection Kits and Specialized 
Dementia Training for Nursing 
Homes 

Increase the quality of life of residents with dementia 
residing in nursing homes.   Will offer enjoyment, 
interaction and mental stimulation for the residents and 
provide staff with tools to be able to provide person-
centered care. 

Alzheimer's Services of the 
Capital Area 

25 LA nursing homes No data available Direct Improvements to 
Quality of Life 

Louisiana $19,780.00 The project will take 
place over 4-1/2 days 
during 6/2016 

Promoting Recovery in Persons 
with Mental Illness at Villa 
Feliciana Medical Center 

Staff-resident interactions will improve and residents 
will experience more hopefulness and greater self-
efficacy through recovery-based approaches. There will 
also be benefits from reductions in antipsychotic drugs. 

Dr. Susan Wehry, M.D., Geriatric 
Psychiatrist 

No data available No data available Direct Improvements to 
Quality of Life 

Louisiana $149,932.00 7/1/2016 to 6/30/2017 Educating Patients, Caregivers, 
Families, Health Care 
Professionals, and Nursing 
Facility Staff on Advance Care 
Planning and the LaPOST 
(Louisiana Physicians Orders for 
Scope of Treatment) Document 
Project 

Help Louisiana nursing home residents, their families, 
and health care providers address important issues 
related to communication and documenting end of life 
care wishes. 

Louisiana Health Care Quality 
Forum 

LA nursing homes No data available Direct Improvements to 
Quality of Care 

New Mexico $72,000.00 There will be a series of 
6 training opportunities 
from 2/2/2016
2/14/2016.  These will 
be videotaped and 
made available. 

Quality Improvement Series This training will lead to greater use of person-directed 
care and culture change practices to support the needs 
of long term care residents. 

New Mexico Health Care 
Association is the primary. 
Partnering groups are the New 
Mexico Ombudsman Program 
and Health Site New Mexico 

NM nursing homes Trainings will be videotaped 
and made available. 

Training 

New Mexico $33,000.00 The anticipated start 
date is 4/20/2016.  The 
duration will be 3 years. 

Engaging Residents with Real 
Life at the Good Samaritan 
Society Home of New Mexico 

The project will replace alarms with better, 
individualized practices proven to prevent falls. 
Anticipated outcomes include increased resident 
engagement and honoring resident choices, decreased 
boredom, elimination of alarms, a quieter living 
environment, anticipation of needs, less noise and 
confusion; fewer falls, pressure ulcers, incontinence 
episodes, and use of wheelchairs; and ultimately being 
provided more individualized care. 

The Good Samaritan Society 
Home of New Mexico will be 
hosting the training.  Six other 
facilities will be attending the 
training. 

N/A No data available Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 6
 

State Total amount of State 
CMP funds obligated 
for each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved project 
funded in whole or in part with 

State CMP Funds 

Brief description of the goals and objectives of the 
project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Oklahoma Phase I: $206,383.00 
Phase II: $401, 621.00 
Phase III: $407,226.00 

Phase I: 02/01/2016 to 
06/30/2016  Phase II: 
07/01/2016 to 
06/30/2017  Phase III 
will follow Phase II 

Improving Care Transitions 
Between Nursing Homes, 
Hospitals, and Home 

The project will show a reduction in hospital 
readmissions from nursing homes; a reduction in 
emergency room visits from nursing homes, and 
medication reconciliation will occur during the transition 
betweeen all levels of care. 

1) University of Oklahoma Health 
Science Center College of 
Nursing Case Management 2) 
Oklahoma State Department of 
Health Contract Minor 

No data available No data available Direct Improvements to 
Quality of Care 

Oklahoma $353,028.80 3 year fiscal program 
(29 months) 

Oklahoma Nursing Home Music 
and Memory Initative-Music for 
the ages--will certify 100 
Oklahoma Nursing Homes as 
Music & Memory Facilities 

The project will improve the quality of life for persons 
with dementia by reducing the reliance on antipsychotic 
or antianxiety medications, reducing sundowning and 
agitation, reducing pain, enhancing engagement and 
socialization, and fostering a calmer social environment. 

Leading Age Oklahoma OK nursing homes No data available Direct Improvements to 
Quality of Life 

Oklahoma $105,441.00 Annual position CMP Funds Project Manager The project will enable full devotion to the awarding and 
implementation of CMP projects, which will directly 
benefit nursing home residents. 

Oklahoma State Department of 
Health, Protective Services 

OK nursing homes No data available Administrative 

Oklahoma $5,000.00 One-time purchase of a 
web portal 

Web Portal Project The project will increase access to and promote 
resources that will improve the quality of life and quality 
of care of nursing home residents and family members. 

Oklahoma State Department of 
Health, Protective Services 

No data available No data available Administrative 

Texas $10,000.00 One-time project Snoezelen Room Concept The project will help institute a room to relax and 
stimulate residents with Alzheimer's Disease and other 
forms of dementia.  The money is to buy a fish tank, a 
water feature, a smart TV (with Skype and Facetime 
features), rocking chairs and gliders for the room where 
they will be provided music therapy, aroma therapy, and 
touch therapy. 

Sherman Healthcare Center N/A No data available Direct Improvements to 
Quality of Life 

Texas $4,500.00 One-time project Shadowbox/Memory Box 
Project 

Each resident will be provided a shadowbox, which will 
personalize their environment and define their space. 
They will be placed on the outside of each room.  They 
will also assist with room location for those residents 
with dementia. 

Brookhaven Nursing and 
Rehabilitation 

N/A No data available Direct Improvements to 
Qualilty of Life 

Texas $99,020.00 Five day-long regional 
face-to-face trainings 

Abuse, Neglect, and 
Exploitation (ANE) Training 
Program 

Training for Texas nursing home staff on abuse, neglect, 
and exploitation. 

Texas Department of Aging and 
Disability Services-Education 
Services Division Joint-Training 
Academy 

TX nursing homes No data available Training 

Texas $416,506.36 Nine face-to-face 
training programs  with 
nine nursing homes 
chosen for their high 
use of antipsychotics. 
Followed by 4-day on-
site visits. 

Dementia Training and 
Coaching to Achieve Optimal 
Quality of Life. 

The training on quality of life for those with dementia 
and dementia-related illness will be done in groups of 
three nursing homes. The project will begin with 
planning in January 2016 and will be implemented in 3 
waves-April-May 2016; Aug-Sept 2016 and Jan-Feb 
2017.  With onsite visits from August through November 
2017. 

Texas Health Care Association TX nursing homes No data available Training 

Texas $211,056.46 Two-year program Development of an Advocacy 
Program for Nursing Home 
Residents in the Austin, Texas 
Area 

Self-advocacy and community organizing pilot program 
for nursing home residents. Support a full-time 
coordinator who will assist residents in recognizing and 
building self-advocacy and community organizing skills. 
Residents will visit with State legislators to represent 
residents in nursing homes.  Funds will be used to allow 
residents to educate, organize, and support other 
residents in their advocacy efforts. 

The Office of The State Long
term Care Ombudsman 

TX nursing homes No data available Resident or Family 
Council 

Texas $1,347.86 One-time project Establishment of a Community 
Garden at the Nursing Home 

To encourage residents to get outdoors and be active. Nazareth Living Care Center N/A No data available Direct Improvements to 
Quality of Life 

Texas $226,448.00 Three-year project Support Volunteers and the 
Volunteer Programs in Texas's 
More At-risk Nursing Homes 

Support a full-time position to oversee the three-year 
development of the project.  Work with 10 nursing 
homes to provide practical guidance to nursing homes 
on how to recruit and retain volunteers and develop 
volunteer programming. 

Texas Department of Aging and 
Disability Services 

TX nursing homes No data available Direct Improvements to 
Quality of Care 

Texas $5,000.00 One-time project Dining at Home Funds to be used to purchase four different sets of 
dining table cloths for each season. 

Bremond Nursing and 
Rehabilitation 

N/A No data available Direct Improvements to 
Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 6
 

State Total amount of State 
CMP funds obligated 
for each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved project 
funded in whole or in part with 

State CMP Funds 

Brief description of the goals and objectives of the 
project 

List entity(ies) that received 
funding and will carry out the 

project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received 
funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Texas $543,171.20 Two-year program Texas Health Care Association 
National Clinical Resource 
Center (THCA NCRC) 

The development and support of a pilot project that 
would build and test the provider use of an online 
Clinical Resource Center.  It will act as a clearing house 
for clinical and related LTC information. 

Texas Health Care Association TX nursing homes No data available Direct Improvements to 
Quality of Care 

Texas $8,704.00 One-time project at 2 
nursing homes 

Creating Memorable Moments 
Through Accessible Gardening 
to Improve the Quality of Life 
for Residents with Dementia 
and Decreased Memory 

Develop a new community style gardening program for 
all residents in 2 nursing homes.  Specifically targeting 
participation of those residents with dementia or 
decreased memory. 

Tristar Rehab Inc., River Hills 
Health and Rehabilitation Center 
and Avalon Place Nursing Home 

N/A No data available Direct Improvements to 
Quality of Life 

Texas $6,798.95 One-time expense, 
expected to last 10+ 
years 

Blanket/Towel Warmer Blanket/towel warmer to increase level of comfort and 
reduce pain/discomfort. 

Woodlake Nursing Home N/A No data available Direct Improvements to 
Quality of Life 

Texas $19,570.00 One-time project Courtyard Furnishings Enclose the courtyard to increase the time for gardening. 
It will increase the number of residents that can 
participate and allow them the autonomy to garden at 
their leisure. 

Trucare Living Centers-Columbus N/A No data available Direct Improvements to 
Quality of Life 

Texas $6,573.09 Virtual Dementia Tours 
(VDT) will be scheduled 
three times over the 
course of 12 months. 

VDT for Caregivers and 
Community 

Provide Virtual Dementia Tour to increase sensitivity and 
awareness training of all dementia caregivers, families, 
and community members.  It will increase understanding 
of the disease and provide better care for residents with 
dementia. 

Cleveland Health Care Center 
and sister facilities 

N/A No data available Direct Improvements to 
Quality of Care 

Texas $13,815.96 On-going use of a 
computer system, 
comprised of computer-
based experiences and 
activies.  The content is 
updated bi-monthly, 
weeky and daily. 

LIFE project=Leading an Inspired 
and Fulfilled Existence Program. 

Use of technological system will improve the quality of 
care of residents by reducing the use of antipsychotic 
medications and to improve the quality of life through 
increased activities, socialization, communication, and 
interaction with staff. 

Advanced Rehab & Healthcare of 
Vernon, 
Jill Vianco, Jill Young and Misty 
Peterson, 
4401 Colleg Dr. 
Vernon, TX 76384  
JVianco@advancedrehabof 
vernon.com 

N/A No data available Direct Improvements to 
Quality of Life 

Texas $281,260.00 Start planning in 
December 2016; start 
training academies in 
July 2017 and continue 
facility-based trainings 
until February 2018. 

Life Enrichment Training Project will improve the quality of life and quality of care 
for residents with Alzheimer's disease and other 
dementias. Staff will receive training to enable them to 
be better equipped to provide for the psychosocial 
needs of the residents through the creation of person-
centered activity programs.

 Michelle Dionne-Vahalik Texas 
Department of Aging and 
Disability Services, Texas Health 
and Human Services Quality 
Monitoring Program, 
701 West 51st St 
Austin, TX 78751   
Michelle.Dionne
Vahalik@dads.state.tx.us 

TX nursing homes No data available Training 

Texas $292,160.00 Start planning in 
December 2016; start 
trainings in October 
2017 and continuing 
until March 2018 

Person Centered Behavior 
Training 

Project will improve the quality of life and quality of care 
for residents with Alzheimer's disease and other 
dementias. Staff will receive training for person-
centered behavior training, which will enable them to be 
better equipped to provide for the psychoscial needs of 
residents. 

Michelle Dionne-Vahalik  Texas 
Health and Human Services 
Quality Monitoring Program 
PO Box 149030, Mail Code W
510 
Austin, TX 78751 

TX nursing homes No data available Training 

Texas $62,414.79 On-going use of the "It's 
Never 2 Late" computer 
program 

Revitalizing Lives Through 
Technology 

Use of the system will provide person-centered 
opportunities for interactions and connections, which 
will improve the quality of life for residents. 

Highland Pines Nursing Home, 
Terry Dowden, Assistant 
Administrator, 
1100 N. 4th St. 
Longview, TX 75601 

N/A No data available Direct Improvements to 
Quality of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 7
 

State Total amount of State 
CMP funds obligated 
for each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the goals and objectives of the project List entity(ies) that received 
funding and will carry out 

the project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Iowa $160,610.88 12/01/2016 – 
12/31/2017 

Fall Prevention - Halcyon 
House (WesleyLife) 

Fall Prevention - Halcyon House (WesleyLife) has proposed a 
project that seeks to implement a program to prevent falls. This 
will be done through use of wider mattresses to prevent falls from 
bed, and an integrated exercise program with an emphasis on 
improving balance. 

Wesley Halcyon House N/A Data not available Direct Improvements 
to Quality of Care 

Iowa $78,995.96 12/01/2016 – 
12/31/2017 

Increase Resident 
Participation in Activities 
and Fall Prevention – 
Sunrise Terrace Nursing and 
Rehabilitation Center 

Increase Resident Participation in Activities and Fall Prevention – 
Sunrise Terrace Nursing and Rehabilitation Center has proposed a 
project with goals to engage residents in fun, meaningful activities, 
to improve ADL scores, reduce falls, reduce antipsychotic 
medication usage, and keep residents as happy and independent 
as possible. They will use a comprehensive Fall Prevention 
Education/Training Program and the interactive computer system 
called “It’s Never Too Late”. They will use a visual motor and 
neuro-cognitive rehabilitation training device called “Dynavision 
D2” to improve cognitive processing ability, balance, and 
functional mobility amongst residents. They will use equipment 
called the “RehabStation” to allow residents to receive 
strengthening, endurance, balance, ADL function, gait, and 
flexibility activities from one piece of equipment. They will use 
equipment called the “RehabHarness” which utilizes a ceiling rail 
system and resident safety harness to provide support for balance 
and gait training. 

Sunrise Terrace Nursing & 
Rehabilitation Center 

N/A No data available Direct Improvements 
to Quality of Life 

Iowa $30,820.62 12/01/2016 – 
03/31/2018 

Increase Resident 
Participation in Activities 
and Social Engagement 

Increase resident participation in activities and social engagement  
– Spurgeon Manor, Inc. has proposed a project with goals to 
utilize person-based technologies to: 1) improve QOL of residents 
by providing activities that address the needs and strengths of 
each individual, 2) enriching their social relationships through 
opportunities to stay connected with family, friends and the 
community, and 3) addressing the behavioral and psychological 
symptoms of dementia (BPSD) in a non-pharmacological method, 
and thereby potentially reducing the use of as needed (PRN) 
antipsychotics. They will use an interactive computer system called 
“It’s Never Too Late” (iN2L) to offer ongoing activities led by 
frontline and administrative staff, as well as utilized by families, 
and volunteers to attain outcomes of engagement and 
socialization that result in improved well-being. Funds would be 
utilized to purchase three mobile units, four hours of onsite 
training, and the subscription service for 12 months. 

Spurgeon Manor N/A No data available Direct Improvements 
to Quality of Life 

Kansas ≤ $38,181.62 Initiated in fiscal year 
(FY) 2016 through FY 
2017 

Dementia Care Specialist 
(DCS) Training 

Project will provide training for staff caring for persons living with 
dementia as DCS. The project will provide training to staff caring 
for persons living with dementia on identifying what the individual 
living with dementia can do, instead of focusing on what they 
cannot do. The target population will be individuals living with 
Alzheimer’s disease and related dementias in a nursing home 
setting. Nursing homes with the highest rates of antipsychotic 
drug usage will be targeted with the goal of reducing the usage 
rate of antipsychotic medication, improving person-centered care, 
and identifying approaches to each dementia stage. 

Kansas Health Care 
Association 

KS nursing homes No data available Training 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 7
 

State Total amount of State 
CMP funds obligated 
for each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the goals and objectives of the project List entity(ies) that received 
funding and will carry out 

the project 

List entity(ies) that 
will benefit from the 

project (only if 
different from those 

who received funding) 

Expected deliverables or metrics for the 
project 

Project Category 

Kansas ≤ $38,492.00 Initiated in FY 2016 
through FY 2017 

Music and Memory Program The project will certify Kansas nursing homes in the national Music 
and Memory Program. The program is designed to help people 
with Alzheimer’s disease and related dementias find renewed 
meaning and connection in their lives through the gift of 
personalized music. All Kansas nursing homes shall be eligible to 
apply for the Kansas Music and Memory program; however, the 
program will select 30 Kansas nursing homes to receive full 
funding for certification in the program. Remaining facilities will be 
able to voluntarily join the project without financial support for 
certification and equipment. These facilities will also be able to 
participate in the monthly support calls and receive project 
support from the regional Ombudsman. 

30 Kansas nursing homes N/A With the assistance of Kansas Foundation 
for Better Care, a letter was sent by email 
to all Kansas nursing facilities on January 
4, 2016 inviting them to apply. The 
recruitment was overwhelming with 101 
nursing homes applying to participate in 
the program. Priority for participation was 
given to facilities based on MDS reported 
data on antipsychotic medication, 
residents reporting pain, and residents 
with symptoms of depression. Facilities 
were ranked according to how far above 
the state average they were on all three 
measures to determine the 30 facilities 
which would participate. Ombudsman 
support and monthly webinars: from the 
beginning, we believed that a key 
component to the success of the program 
would be to provide regular support to 
program participants. In March 2016, the 
Ombudsman office began hosting regular 
webinars for participating nursing homes. 

Direct Improvements 
to Quality of Life 

Kansas ≤ $18,901.06 Initiated in FY 2016 
through FY 2017 

Staff Training Evergreen Community Living: education that helps nursing home 
staff to better understand and provide for the residents' 
psychosocial well-being, and the value culture change brings to 
the psychosocial well-being of residents.  The project funding will 
sustain four, one-day events for long-term care employees across 
the state of Kansas. Education will be provided to 200 licensed and 
non-licensed employees in Kansas long-term communities/homes. 

200 licensed and non-
licensed employees in Kansas 
long-term 
communities/homes 

N/A No data available Training 

Kansas ≤ $35,340.00 Initiated in FY 2016 
through FY 2017 

Agency Smart Rapport 
Association (ASTRA) 
Workshops and Programs 

ASTRA will conduct workshops for staff and family members to 
identify significant change in residents of nursing homes. 
ASTRA will coordinate development of a complete wrap around 
program for restorative teams and family members of individuals 
residing in nursing homes and long-term care units of hospitals 
across the State. Conduct workshops for staff and family members 
to identify significant changes in residents of nursing homes. 
ASTRA will coordinate development of a complete wrap around 
program for restorative teams and family members of individuals 
residing in nursing homes and long-term care units of hospitals 
across the state. . The quality improvement program will be 
targeted to teams of key nursing and therapy staff and family 
members of nursing homes and hospital-based long-term care unit 
residents across the State of Kansas. 

No data available KS nursing homes 
residents 

No data available Resident or Family 
Council 

Missouri No funded projects in 
calendar year 2016 

No data available No data available No data available No data available No data available No data available No data available 

Nebraska No funded projects in 
calendar year 2016 

No data available No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 8
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated 
duration of 

project.  
Indicate 

beginning and 
ending date -
(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the goals and objectives of the project List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that will 
benefit from the project 

(only if different from 
those who received 

funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Colorado $20,000.00 03/28/2016
03/28/2017 

Eliminating Alarms and Falls. 
Cycle 7 

Educate provider communities about the correlation between 
alarms and falls and introduce care teams to strategies to 
reduce the use of alarms. 

Edu Catering CO nursing homes Monthly reports and invoices, 
communication materials 
with/for participants, program 
promotional information, Power 
Point presentation, survey, 
summary report and 
presentation 

Direct Improvements to 
Quality of Care 

Colorado $20,941.00 03/11/2016
03/11/2017 

Create and Update 
Information Resources for 
the MOST (Medical Orders 
for Scope of Treatment) 
Program. Cycle 7 

To increase awareness and utilization of the MOST (Medical 
Orders for Scope of Treatment) program. 

Colorado Advanced 
Directives 
Consortium 

CO nursing homes Monthly reports and invoices, 
communication with 
participants, Power Point 
presentation, program 
promotions, survey, summary 
report and presentation 

Direct Improvements to 
Quality of Care 

Colorado $15,000.00 12/17/2015
12/17/2016 

Installation of Medical 
Equipment in Springfield 
Medical Clinic. Cycle 7 

Reduce the amount of travel required by residents to receive 
necessary dental care. 

Southeast Colorado 
Hospital District 

The residents at 
Southeast Colorado 
Hospital District 

Monthly reports and invoices Direct Improvements to 
Quality of Care 

Colorado $4,268.62 01/12/2016
01/12/2017 

Promote Stronger 
Relationships Across 
Generations Through the 
Cultivation and Canning of 
Vegetables. Cycle 7 

Intergenerational program using gardening as a means to 
build relationships and shared knowledge. 

Green House Homes 
at Marisol 

Residents of Green 
House Marisol 

Invoices for funding spent to 
purchase approved equipment 
and monthly reports on the 
progress of the project. These 
reports could include progress 
made, setbacks, what is being 
learned while progressing to the 
end of the project, etc. 

Direct Improvements to 
Quality of Care 

Colorado $11,860.00 02/11/2016
02/11/2017 

Provide Comfort Matters 
Dementia Program Training 
to Providers. Cycle 7 

Adoption by providers of approaches to person-centered 
dementia care. 

Christian Living 
Communities, doing 
business as The Suite 
at Someren Glen 

Christian Living 
Community residents 

Monthly reports and invoices, 
final presentation 

Direct Improvements to 
Quality of Care 

Colorado $13,104.00 02/11/2016
02/11/2017 

Eden Education Training. 
Cycle 7 

The application of Eden Education Growth Program 
approaches to care 

Eben Ezer Lutheran 
Care Center 

Eben Ezer residents Monthly reports and invoices, 
final presentation 

Direct Improvements to 
Quality of Care 

Colorado $9,872.00 02/23/2016
02/23/2017 

Develop a Certified Nursing 
Assistant (CNA) Program. 
Cycle 7 

Expand the availability of CNAs so that more consistant 
assignments are possbile. 

Spanish Peaks, 
Huerfano County 
Hospital District 

Nursing home residents 
in Huerfano County 

Monthly reports and invoices, 
communication with 
participants, Power Point 
presentation, survey, program 
promotions  and summary 

Direct Improvements to 
Quality of Care 

Colorado $28,257.00 02/12/2016
02/12/2017 

Increase the time that food 
is availble for residents, 
decrease the use of artifical 
supplements, and  decrease 
weight loss. Cycle 7 

The Grantee is dedicated to working towards utilizing a 
habitation model of care and is focusing on food and its 
ability to improve the well-being of those living with 
dementia. This project is designed to educate and enable care 
partners to provide “real food when and where elders want 
it” in order to change the environment in which those living 
with dementia obtain their daily meals. The Grantee is also 
providing person centered dementia training for all staff. The 
Grantee believes that these changes will help decrease use of 
supplements and weight loss in those living with dementia. 

Brookshire House 
DBA Conifer Care 
Communities, LLC 

Nursing home residents 
at Brookshire and 
throughtout CO 

Monthly reports and invoices, 
communication with 
participants, Power Point 
presentation, survey, program 
promotions, and summary 
report and presentation 

Direct Improvements to 
Quality of Care 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 8
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated 
duration of 

project.  
Indicate 

beginning and 
ending date -
(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the goals and objectives of the project List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that will 
benefit from the project 

(only if different from 
those who received 

funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Colorado $11,279.27 11/24/2015
11/24/16 

Build and enhance 
individualized programs 
through music which 
supports growth, 
exploration, self expression, 
and community. Cycle 7 

To enhance recall Ponderosa Care 
Communities, DBA 
North Star Care and 
Rehab 

Nursing home residents 
at Ponderosa Care 

Monthly reports and invoices, 
final presentation 

Direct Improvements to 
Quality of Life 

Colorado $54,000.00 03/16/2016
03/16/2017 

Operate an 
intergenerational summer 
camp in three nursing 
homes on the Front Range 
to improve the 
understanding of the aging 
process and the connection 
between youth and elders. 
Cycle 7 

Building relationships across generations and to increase 
interactions. 

Focus Consultation CO nursing homes will 
receive access to a 
manual to help them 
replicate this project 

Pre & post data results,  Eden 
well-being results,  facilitator's 
guide, intergenerational camp 
manual, end of camp event 
summary 

Direct Improvements to 
Quality of Life 

Colorado $38,793.00 11/15/2016
11/15/2017 

Person-Centered Dementia 
Care: Reducing Anxiety and 
Agitation to Improve Well-
Being. Cycle 8 

Training & consultation for staff and families at 6 skilled care 
communities in Denver Metro to reduce resident anxiety and 
agitation 

Alzheimer's 
Association Colorado 
Chapter 

1. Bear Creek Center 2. 
Bethany Rehab Center 
3. Forest Street 
Compassionate Care 
Center  4. Garden 
Terrace 5. Health 
Center at Franklin Park 
6. Julia Temple Health 
Care Center 

Staff & Families -1. Greater 
knowledge of identifying 
triggers for behaviors 2. Explain 
the process for assessing 
challenging behaviors  3. List 
strategies to address common 
dementia-related behaviors  4. 
Have more confidence in skills 
and abilities 

Training 

Colorado $146,875.00 11/22/2016
11/22/2017 

Music & Memory Program. 
Cycle 8 

Purchase and implement items necessary to implement the 
program. 

Colorado Health 
Care Association 

CO nursing home 
residents 

Receipts for iPods and iTunes, 
monthly status reports and 
invoices 

Direct Improvements to 
Quality of Life 

Colorado $33,662.00 11/2016
11/2017 

Restorative Sleep Vitality 
Program. Cycle 8 

The Grantee is dedicated to improving the lives of residents 
through approaches that will improve the quality of their 
sleep.  The Grantee plans to introduce three variables: 
reduction in noise, light, and inactivity during waking hours in 
an attempt to mitigate the negative aspects that these 
variables have on the quality of residents’ sleep. This project 
is designed to provide person-centered training for residents, 
families, and staff in order to reduce falls, pain, and pressure 
ulcers of residents.  The Grantee believes these changes will 
yield enough data on what improves sleep that it will be able 
to extend new night-time practices throughout its 
communities. 

Vivage CO nursing home 
residents 

Measuring sleep patterns; each 
of the three communities will 
measure indicators that they 
believe will be affected by this 
project considering their unique 
populations. 
The indicators are: 
Falls 
Pain 
Pressure ulcers 

Direct Improvements to 
Quality of Care

 Colorado $7,838.58 11/03/2016
11/03/2017 

CMS Dementia Care Focused 
Survey. Cycle 8 

Education to persons who serve persons living in Colorado 
nursing homes with dementia. 

Edu-Catering CO nursing home 
residents 

Phone/email communication 
with participants, Power Point 
presentation, survey, eleven 

Direct Improvements to 
Quality of Care 

Montana No funded projects 
in calendar year 
2016 

No data 
available 

No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 8
 

State Total amount of 
State CMP funds 

obligated for each 
project (all years) 

Anticipated 
duration of 

project.  
Indicate 

beginning and 
ending date -
(month/year) 

Title of each approved 
project funded in whole or 

in part with State CMP 
Funds 

Brief description of the goals and objectives of the project List entity(ies) that 
received funding 
and will carry out 

the project 

List entity(ies) that will 
benefit from the project 

(only if different from 
those who received 

funding) 

Expected deliverables or 
metrics for the project 

Project Category 

North Dakota No funded projects 
in calendar year 
2016 

No data 
available 

No data available No data available No data available No data available No data available No data available 

South Dakota No funded projects 
in calendar year 
2016 

No data 
available 

No data available No data available No data available No data available No data available No data available 

Utah No funded projects 
in calendar year 
2016 

No data 
available 

No data available No data available No data available No data available No data available No data available 

Wyoming No funded projects 
in calendar year 
2016 

No data 
available 

No data available No data available No data available No data available No data available No data available 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 9
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and objectives 
of the project 

List entity(ies) that received 
funding and will carry out 

the project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics 
for the project 

Project Category 

Arizona $100,000 2 years beginning 
7/1/2015-6/30/2017 

Music and Memory 
Program for Improving 
Dementia Care 

Fewer behavioral symptoms of dementia and 
better quality of life for residents. 

13 AZ nursing homes N/A No data available Direct Improvements 
to Quality of Life 

Arizona $38,200 Conference conducted 
on 05/01/2016 

Long-Term Care (LTC) 
Health Care-Acquired 
Infection Conference 

Identify current best practices for infection 
control with an emphasis on Clostridium 
difficile infection.  Measure is a reduction in 
infection control citations which in turn leads 
to a healthier LTC population. 

AZ Department of Health 
Services (ADHS) Bureau of 
Long-term Care Licensing, 
ADHS Healthcare Acquired 
Infection Program (LTC 
subcommittee), APIC 
(Association for Professionals 
in Infection Control and 
Epidemiology) consulting 

AZ nursing homes Conference held (presented by 
APIC), better awareness of 
infection control 

Training 

California $500,000 3/1/2014 to 2/28/2016 Reduce Antipsychotic 
Medication in Skilled 
Nursing Facilities in 
California 

1. Improving dementia care through 
education and training of providers and 
professional stakeholders, developing and 
sharing best practices, and Health Services 
Advisory Group (HSAG) providing technical 
expertise and training to SNFs on least 
medication alternatives and person-centered 
interventions. 
2. Consumer awareness and education-
Ombudsman training focused on teaching 
residents and their representatives about 
their rights and how to advocate for least 
medicating practices; develop webpage with 
consumer resources 
3. Facilitation of Partnership Stakeholders 
workgroup which includes continuation of 
the collaborative stakeholder group and 
ensuring interagency communication, 
coordination, and leadership related to the 
initiative. 

1) State of California; 2) 
California Culture Change 
Coalition 

CA nursing homes CMS tracks progress of the 
National Partnership by 
reviewing publicly reported 
measures. The most current CA 
statistical data from CMS 
released in September 2016 
(includes through 2016 Q2) 
indicates an antipsychotic 
medication utilization rate of 
12.75%. Baseline utilization 
(2011 Q4) was 21.6%. 

Training 

California $1,445,573 7/1/2015 to 6/30/2018 Music and Memory 
Program for Improving 
Dementia Care 

Help advance campaign to improve dementia 
care in California's skillled nursing facilities 
through the use of personalized music for 
residents 

1) State of California, 2) 
California Association of 
Health Facilities (CAHF) 

At least 300 skilled 
nursing facilities 
participating will 
benefit if they 
follow through and 
continue using the 
program after 
conclusion, this 
correlates to 4,500 
residents. 

Improving dementia care and 
quality of life for residents and 
identify quality assurance 
performance improvement 
(QAPI) practices that  sustain the 
longevity of the program at 
facilities. 

Direct Improvements 
to Quality of Life 

Guam See Hawaii 
Hawaii $4,995.00 06/2016 - 05/2017 Translate the Physician 

Orders for Life-
Sustaining Treatment 
(POLST) form into a 
variety of local 
languages in an effort 
to broaden the 
understanding and use 
of the POLST form. 

Broaden the understanding and use of the 
POLST form in Hawaii. 

Kokua Mau Potentially all 
nursing facilities, 
home health 
agencies, and 
hospitals in HI 

POLST form in different 
languages 

Direct Improvements 
to Quality of Care 

Nevada $821,323.00 5/1/2016-4/30/2018 Decrease Falls in 
Skilled Nursing 
Facilities (SNF) 

Decrease falls in selected in SNFs by 25% HealthInsight NV SNFs Quarterly updates on progress of 
the program 

Direct Improvements 
to Quality of Care 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 9
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals and objectives 
of the project 

List entity(ies) that received 
funding and will carry out 

the project 

List entity(ies) that 
will benefit from 

the project (only if 
different from 

those who received 
funding) 

Expected deliverables or metrics 
for the project 

Project Category 

Nevada $180,794.00 12/31/2016 
12/31/2018 

Music and Memory Nevada Music & Memory Initiative, certifying 
Nevada’s skilled nursing facilities as “Music & 
Memory” facilities 

Nevada Health Care 
Association Perry Foundation 

NV SNFs Report to the SNF community 
through annual conferences; 
improvement in the unnecessary 
medication use of facility MDS 
indicators to be reported 
quarterly 

Direct Improvements 
to Quality of Life 

Nevada $418,246.00 8/1/2016 - 7/31/2018 Antimicrobial Forecast 
Project 

To create a consolidated, integrated, and 
comprehensive view of antimicrobial 
resistance patterns in the State of Nevada. 

University of Nevada, Reno Nursing Homes in 
rural NV, all 
counties except 
Washoe and Clark 

Quarterly updates on progress of 
the program 

Direct Improvements 
to Quality of Care 

American 
Samoa 

See Hawaii 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 10
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals 
and objectives of the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that will 
benefit from the project 

(only if different from those 
who received funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Alaska $48,000.00  10/15/2016 - 1/30/2017 
(Conference: January 9-10, 
2017) 

Long Term Care (LTC) 
Leadership Conference to 
Improve Resident Quality 
of Care 

The intended outcome of this 
conference is for leadership to 
return to their facilities with 
knowledge of new and upcoming 
information and best practices. 
This will allow them to implement 
changes leading to improved 
services that will have a positive 
impact on residents. 

State of Alaska's Health 
Facilities Licensing & 
Certification 

18 AK long term care facilities Conference registration, 
materials, air fare, lodging for 
three nights, and 
transportation 

Training 

Idaho $22,168.00 4/21/2016-10/31/2016 
(Conference: April 21-22, 
2016) 

Charting the Course to a 
Culture of Safety and 
Quality 

This conference will help nursing 
home leaders gain skills they need 
to foster a QAPI approach and 
culture where all staff members are 
better able to do the right thing at 
the right time for individualized 
resident care.

 Qualis Health; 
St. Alphonsus Health 
System; 
St. Luke's Health System

 N/A No data available Training 

Idaho $49,312.28 No data available Oneida County Long 
Term Care (LTC) Facility 
Technology Grant 

The proposal focuses on a variety 
of technologies intended to 
improve the quality of life for 
residents of Oneida County LTC; 
will use technology to deliver an 
assortment of activities, and 
provide each resident with 
personalized digital music and 
photos

 Oneida County LTC 
Facility

 N/A No data available Direct Improvements to Quality 
of Life 

Idaho $48,044.18 No data available Idaho State Veterans 
Home Boise Long Term 
Care (LTC) Technology 
Grant 

To purchase technology products to 
foster independence for residents 
with visual and/or auditory 
impairments by making information 
available in large, clear, glare-free 
print, and/or loud volume. 
Intended outcomes include 
increased cognitive function and 
decreased anxiety of residents. It is 
part of ongoing efforts to foster 
independence, improve quality of 
life, and provide person-directed 
care for ISVH-B residents.

 Idaho State Veterans 
Home Boise (ISVH-B) 

N/A Secure three SMARTboard® 
interactive white boards, 
accompanying portable stands, 
and dedicated computers as 
well as 3 sets of flight 
simulators with accompanying 
hardware. Additionally, ISVH-B 
will secure 25 Apple 
iPads with carrying cases and 
screen protectors. 

Direct Improvements to Quality 
of Life 

Idaho $49,172.00 No data available Idaho State Veterans 
Home Lewiston Long 
Term Care (LTC) 
Technology Grant 

To purchase technology products to 
improve the quality of life and care 
that the resident receives on a daily 
basis.

 Idaho State Veterans 
Home Lewiston

 N/A No data available Direct Improvements to Quality 
of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 10
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals 
and objectives of the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that will 
benefit from the project 

(only if different from those 
who received funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Idaho $49,415.63 No data available Idaho State Veterans 
Home Pocatello Long 
Term Care (LTC) 
Technology Grant 

To purchase technology products to 
foster independence for residents 
with visual and/or auditory 
impairments by making information 
available in large, clear, glare-free 
print, and/or loud volume. 
Intended outcomes include 
increased cognitive function and 
decreased anxiety of residents. It is 
part of ongoing efforts to foster 
independence, improve quality of 
life, and provide person-directed 
care for ISVH-P residents.

 Idaho State Veterans 
Home Pocatello 

 N/A Secure three SMARTboard® 
interactive white boards, 
accompanying portable stands, 
dedicated computers as well as 
3 sets of flight simulators with 
accompanying hardware. 
Additionally, ISVH-B will secure 
25 Apple 
iPads with carrying cases and 
screen protectors. 

Direct Improvements to Quality 
of Life 

Idaho $43,399.00 2016-2018 It's Never Too Late Long-
Term Care Technology 
Project 

Purchase and install IN2L software 
and therapy equipment, making 
computer activities accessible and 
enjoyable for older adults.  It's 
Never 2 Late provides a variety of 
adaptive and engagement 
computerized experiences for 
individuals living in senior living 
communities. Their solutions can 
benefit all residents throughout the 
continuum of care, but their 
particular focus is on older adults 
with physical and cognitive 
disabilities. Their systems are 
primarily well suited for dementia 
engagement programming as well 
as innovative therapy interventions.

 Bingham Memorial 
Skilled Nursing & 
Rehabilitation Center

 N/A IN2L software and therapy 
equipment 

Direct Improvements to Quality 
of Life 

Idaho $4,790.13 2016-2018 SMART Table Technology 
for Residents 

To enhance facility technology to 
improve quality of care and life for 
residents through the use of 
technology.  To address behavioral 
disturbances from our residents, 
specifically those with dementia, 
depression, and behaviors, utilizing 
technology in lieu of medication or 
alternate placement.   To decrease 
the amount and severity of 
behaviors noted, especially from 
our dementia population, as well as 
a decrease in depression symptoms 
expressed during the PHQ-9 
depression assessment 
interview.The table enables 
residents a multitude of options to 
interact with family members 
(including the ability to enlarge 
family pictures, watch home videos, 
etc.), play games, learn and review 
educational lessons, listen to audio 
books, and play trivia.

 Kindred Nursing and 
Rehabilitation-Mountain 
Valley

 N/A SMART table;  PHQ-9 
depression assessment 

Direct Improvements to Quality 
of Life 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2016
 
Region 10
 

State Total amount of 
State CMP funds 

obligated for 
each project (all 

years) 

Anticipated duration of 
project. Indicate 

beginning and ending 
date -(month/year) 

Title of each approved 
project funded in 

whole or in part with 
State CMP Funds 

Brief description of the goals 
and objectives of the project 

List entity(ies) that 
received funding and 

will carry out the 
project 

List entity(ies) that will 
benefit from the project 

(only if different from those 
who received funding) 

Expected deliverables or 
metrics for the project 

Project Category 

Idaho $35,048.92 2016-2018 It's Never Too Late Long-
Term Care Technology 
Project 

Use of iN2L adaptive computers to 
stay engaged and connected 
through the use of wellness and 
engagement content and stay 
connected applications.  The 
purpose of this project is to provide 
person centered care, to improve 
resident's self-esteem and overall 
quality of life, relieve feelings of 
hopelessness, loneliness and 
boredom.  The purpose is to also 
reduce anti-psychotic medication 
uses and the risks of debilitating 
side-effects of anti-psychotic 
medications, to address behavioral 
symptoms and psychological 
symptoms of dementia and 
traumatic brain injury that include 
verbal and physical aggression, 
wandering, confusion and agitation.

 Desert View Care Center 
of Buhl

 N/A iN2L adaptive technology Direct Improvements to Quality 
of Life 

Oregon No funded projects 
in calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 

Washington No funded projects 
in calendar year 
2016 

No data available No data available No data available No data available No data available No data available No data available 
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2017 CMP Projects by CMS Regional Office (RO)

 

ND 

SD 

NE 

TX 

a. ":'tc,
§] 

�

American Samoa 

Guam Puerto Rico 

USVI 
9 

State CMP Reinvestment Projects Funded in CY 2017
Please click on a region to see the region's respective list of 2017 CMP-funded 

projects.

RO 1

RO 10

RO 10

RO 8 RO 2
RO 5

RO 7 RO 3
RO 9

RO 9

RO 6
RO 4

RO 2



 1 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
  
  

 

    
    

  
  

  
  

   
  
  

  

  
    

 
 

    

      
 

   
   

  

    

      

   

      

    

      

     

    

   

    

     

    

     

     

  

  
   

  
 

  
 

 
 

  
  

 
 

   
  

 
  

 
  

  
 

  
 
 

  

    

      

  

  

     

     

     

  

   

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 1 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry out 
the project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Connecticut $3,500.00 1 day training in 
2017 

Getting to the 
Root Cause of 
Resident Falls 

Identify the underlying root 

cause for resident falls in skilled 

nursing facilities; provide 

insights to provide a better night 

of uninterrupted sleep for 

residents to hopefully lead to a 

lesser likelihood of falls; and, 

assist facilities in selecting 

appropriate interventions for 

residents to reduce falls. 

Working with several partners to 

ensure broad messaging to 

facilities to reduce falls and 

improve resident quality of life 

and care. 

Barbara S. 
Cass, R.N. , 
Section Chief 
Facility 
Licensing & 
Investigations -
DPH; 
Conn. 
Association of 
Health Care 
Facilities, 
Leading 
Age- CT, CT 
Coalition for 
Culture 
Change & 
American 
College of 
Health Care 
Administrators 

All CT Skilled 
Nursing 
Facilities 

Increase resident 

knowledge of reasons why 

falls occur so they have a 

clearer understanding. 

Increase understanding 

among facilities and staff of 

reasons for falls and ways 

to be more proactive in 

preventing them. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 1 

STATE Total amount Anticipated Title of each List entity (ies) Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

rom 

Maine $645,617.68 January 2016 - Conference Funding was requested to cover Dr. Michael All Maine Program presentation, Training Results pending 
December 2017 on End of Life the costs associated with the Gillett, nursing homes participation of nursing 
(24 months) Care and rental of conference space and speaker. home staff, survey results 

Ethical 
Decision 

the costs of the expert who will 
be presenting at the conference. 

Maine 
Division of 

of participants 

Making All Maine nursing homes will Licensure & 
participate. The expectation is 
that this presentation will 

Regulation 
for 

enhance essential skills to conference 
provide nursing home residents 
with safe, quality care while 

venue rental 

balancing residents' rights and 
being sensitive to family 
concerns. The conference will 
focus on ethical decision 
making regarding end of life 
care & honoring individual's 
wishes while improving 
communication. 

duration 
project approved 

funded in 

part with 
State CMP 

project 

whole or in 

funds 

Brief description of the goals 
and objectives of the project (ies) that 

received 

will carry 
out the 
project 

List entity 
that will 

ect 
benefit f
the projfunding and 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 1 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Massachusetts $1,550,000 January 2016 – Supportive SPOT makes available 60 under- 60 under- DPH will work with 60 Direct In addition to continuing to 
July 2018 Planning and technical assistance and performing performing under-performing nursing Improvements to engage the 40 nursing homes 
(31 months) Operations 

Team (SPOT) 
project 

training to support nursing home 
teams to develop and 
implement QAPI plans, conduct 
root cause analysis resulting in 
meaningful corrective actions, 
improve communication, and 
engage residents and families in 
QAPI. During the 2017 project 
year, the SPOT Initiative Team 
will provide technical 
assistance/training to all 60 
participating nursing homes 

nursing 
homes, 
Supportive 
Planning and 
Operations 
Team 
(SPOT) 

nursing homes homes to develop and 
implement effective 
QAPI plans, conduct 
effective root cause 
analysis resulting in 
meaningful corrective 
actions, improve 
communication, and 
engage residents and 
families in QAPI through 
the use of: virtual 
learning sessions, on-

Quality of Care that participated in the first year 
of SPOT, DPH identified 20 
additional nursing homes to 
engage in the Initiative. 
Between April 18 and May 16, 
2017, the SPOT Team 
conducted unannounced, on-
site visits to the 20 additional 
nursing homes during which 
members of the team assessed 
the status of the nursing homes’ 

through virtual learning 
sessions, on-site visits, 
telephone outreach, and email 
support. The focus of the 
technical assistance/training is 
to strengthen QAPI in the 
nursing homes. 

site technical assistance 
visits, telephone 
outreach, and email 
support. 

QAPI program in collaboration 
with nursing home teams. 
DHS will asses the status of 
QAPI in the 40 previously-
participating nursing homes, the 
SPOT Team collected QAPI 
self-assessments completed by 
the nursing home teams. 
The SPOT Team began 
providing on-site technical 
assistance visits in July 2017 
and visited 59 of the 60 nursing 
homes by the end of the 
calendar year. As compared to 
the beginning of this project 
year, participating nursing 
homes reported an increase in 
having a QAPI plan, an increase 
in all levels of staff receiving 
training in QAPI and an 
increase in communication of 
QAPI, specifically tools like 
performance improvement plans 
being communicated to staff, 
residents and their families. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 1 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Massachusetts $500,000.00 March 2017- Strengthening The primary objective of this Massachu- 51 MA nursing The project led participating Resident or Of the participating nursing 
December 2017 Resident and project is to work with skilled setts homes nursing homes through Family Council homes, there were small 

(10 months) Family 
Councils and 
Engagement 
Initiative 

nursing home staff, residents, 
and family members to develop, 
enhance, and sustain resident 
and family councils in their 
facilities. The project recognizes 
the essential role that resident 
and family councils play in 
fostering meaningful 
engagement between nursing 
home residents, their families, 
and facility leadership in efforts 
to improve person-centered 
care and the quality of resident 
life. 

Coalition for 
the 
Prevention 
of Medical 
Errors 

several small tests of 
change activities aimed at 
improving resident 
engagement. In addition to 
monthly check-in calls, the 
project held two learning 
sessions and four webinars. 
Project activities were 
documented and were 
developed into an activity 
guide, which can be used 
as a template to begin, 
strengthen, and sustain 
resident and family 
engagement in nursing 
homes. The activity guide 
will be available on the 
Massachusetts Program 
Management Bureau of 
Health Care Safety & 
Quality Massachusetts, 
Department of Public Health 
website: 
http://www.mass.gov/eohhs/  
gov/departments/dph/progr  
ams/hcq/healthcare  
-quality/health-care- 
facilities/long-term-care- 
facilities/nursing- 
homes/civil- monetary- 
penalty-use-plan.html 

changes to the meeting 
structure, which led to 
substantive improvements in 
the meeting quality: 61% 
changed how agendas are 
used, 50% changed how 
seating is arranged, 44% 
changed how minutes are 
shared, and 40% incorporated 
accommodations and 
adaptions. As a result of these 
structural changes and guided 
activities, 91% of participating 
nursing home reported an 
increase in informal or 
scheduled 1:1 resident 
conversations and 49% 
reported new conversations 
between leadership/staff and 
residents between meetings. 
Ten nursing homes launched 
a family council or meeting 
over the course of the project, 
and seven were in the process 
of starting one. While nine 
participating nursing homes 
already had family councils or 
meetings in place, they 
worked to improve their 
structure and objectives 
through this project. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 1 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry out 
the project 

List entity 
(ies) that will 
benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Vermont $190,479.00 July 1, 2016- Reducing the Funding was requested to Vermont All Vermont Through this project, VHCA Training Hosted an Oasis train-the-
June 30, 2017 Inappropriate continue efforts to reduce the Health Care nursing homes will host an Oasis train-the- trainer education session 
(1 year) Use of 

Antipsychotic 
Medications in 
Vermont 
Nursing 
Homes 
Through 
Workforce 
Training & 
Support; 
Oral Health 
Education 
Program 

inappropriate use of 
antipsychotic medications in 
Vermont nursing homes, by 
promoting workforce training 
and support through: Oasis (a 
person-centered curriculum); 
Music & Memory networking; 
Alzheimer's Disease & 
Dementia Care Training; and 
mentor training for direct care 
workers. 

Funding was also requested to 
provide training for direct care 
workers to improve nursing 
home residents’ oral health 
care. 

Association 
(VHCA) 

trainer session and at least 
eight Oasis and Music & 
Memory Networking 
Meetings; offer the 
Alzheimer's Disease & 
Dementia Care training in 
all of Vermont's 37 
Medicare/Medicaid nursing 
homes; and develop a 
comprehensive Peer 
Mentor Training packet to 
be piloted in five nursing 
homes. 

VHCA will provide oral 
health training to all of 
Vermont's 37 Medicare/ 
Medicaid nursing homes, 
and will provide each 
nursing home with a copy 
of the DVD, “Mouth Care 
Without a Battle.” 

where 45 individuals 
participated; Hosted 12 Oasis 
and Music & Memory 
networking meetings; Offered 
39 Alzheimer's Disease & 
Dementia Care Trainings with 
a total of 532 individuals 
attending the training; 
Preparation of a 
Comprehensive Peer Mentor 
training packet which was 
piloted in five nursing homes; 
Oral Health trainings were 
offered in 35 of Vermont's 
Medicare/Medicaid nursing 
homes with a total of 248 
individuals participating in the 
trainings; Each of Vermont's 
37 Medicare/Medicaid nursing 
homes was provided with the 
training DVD, "Mouth Care 
Without a Battle." 



 6 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

    

       
   

  

 
 

 

 
 

       
     

   
   

  
  

      
   

    
     

      
    

   
 

   
 

   
 
 

  
 

         
     

   
     

    
    

 

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 2 

STATE Total amount 
of State CMP 

Anticipated 
project 

Title of each 
approved 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 

List entity (ies) 
that will 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

funds duration project received benefit from 
obligated for 
each project 

funded in 
whole or in 

funding and 
will carry 

the project 

(all years) part with out the 
State CMP 

funds 
project 

New Jersey $32,000 May 1, 2017 – Nonviolent The goal of this project is to State of NJ N/A Quarterly reports Training Thus far, 22 staff members 
April 30, 2019 Crisis train nursing home staff on Department have been trained on de-
(24 months) Prevention 

and 
nonviolent crisis prevention 
techniques and de-escalation 

of Military & 
Veteran 

escalation techniques (two-
day training), and two staff 

Intervention interventions. Objectives Affairs at NJ members have participated in 
Training include: Train-the-Trainer 

education of 22 staff on de-
Veteran's 
Memorial 

the four-day training and 
certification. 

escalation techniques (two Home at 
days) and training and 
certification of two staff (four 

Paramus 

days). 400 total staff to be 
educated over two years. 



 7 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

    

                      
  

   
 

 
 

  
 
  

 
 

 
  

  
 

  
  

 
 

  
  

 
  

     
    

   
    

     

   
    

 

   
   

 

                  
   

 
 

  
 

 

   
    

    
     
   
    

   
   

    
 

  
 

 
 

 

     
    

   

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 2 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

New Jersey $24,750 September 1, 
2016 – June 
30, 2017 (22 
months) 

New Jersey 
Hospital 
Association/ 
Northern & 
Southern 
Chapters of 
Association 
for 
Professionals 
in Infection 
Control and 
Epidemiology/ 
New Jersey 
Department of 
Health 
Partnership 
on Principles 
of Infection 
Prevention 
and Control 

Pay tuition for up to 50 nursing 
home staff to attend the 
Northeastern Basic Course for 
Principles of Infection 
Prevention & Control between 
October 2016 and April 2017. 

NJ Hospital 
Association 

Participating 
nursing homes 
do not pay for 
tuition 

Attendance records, 
certificates of completion 
and course evaluation 
results 

Training Results pending 

New York $1 million August 1, 2015 
– July 31, 2017 
(24 months) 

Customer 
satisfaction 
survey and 
quality 
improvement 

Administer professionally 
designed customer service 
satisfaction surveys to residents 
and family members in 
participant NH's to capture their 
satisfaction and particular 
experience with the care, 
services, and living 
environment. to provide 
actionable feedback to facility 
leadership. 

Foundation 
for Quality 
Care; 
National 
Research 
Corporation 

Nursing Homes 
in New York 

Satisfaction surveys; 
individualized actionable 
feedback provided to each 
participating nursing home 

Other Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE  Total  amount  
of  State  CMP  

funds  
obligated for  
each project  

(all  years)  

Anticipated 
project  

duration  

Title  of  each 
approved  
project  

funded in 
whole  or  in 
part  with 

State  CMP  
funds  

Brief  description of  the  goals 
and objectives  of  the  project  

 List  entity  
(ies)  that  
received 

funding and 
will  carry  
out the  
project  

List  entity  (ies)  
that  will  

benefit  from  
the  project  

Expected deliverables  or  
metrics  for  the  project  

Project 
category 

Results  of  the  project  

Delaware $30,300.00 December  12,  
2016 –  May  1,  
2017  (four  and  
a  half  months)  

Music  and  
Memory  

The  goal  is  to  reduce  
inappropriate  use  of  
antipsychotics,  anti-anxiety,  and  
anti-depressant  medications.  
Also,  to  decrease  depression  
and pain,  and  better  support  
person-centered  care.  

Delaware  
Division  of  
Long  Term  
Care  
Residents  
Protection  
(DLTCRP)  

Residents  in  
certified  nursing  

 homes  in  
Delaware,  
University  of  
Delaware,  
AARP,  and  
Alzheimer’s  
Association  

Reduction  in  the  use  of  
anti-psychotic,  anti-anxiety  
and  anti-depressant  
medications.  
Reduction  in  agitation  and  
sun-downing.  
Enhance  engagement  and  
socialization,  and  foster  a  
calmer  social  environment.  
Provide  a  way  to  give  
pleasure  to  persons  with  
dementia.  
Increase  cooperation  and  
attention,  reducing  
resistance  to  care  specific  
to  all  activities  of  daily  living.  

Direct  
Improvements  to 
Quality  of  Life  

DLTCRP  used  annual  and  or  
quarterly  Minimum  Data  Set  
(MDS)  data,  tracking  the  use  
of  anti-psychotic,  anti-anxiety  
and  anti-depressant  
medication  usage,  as  well  as  
resistance  to  care  and  mood.  
DLTCRP  used  MDS  data  on  
100  residents  (identified  with  a  
diagnosis  of  dementia)  and  
used  annual  and  quarterly  
assessment  data  on  each  of  
those  residents  to  gauge  
changes  in  each  of  those  
identified  sections  of  the  MDS.  
There  was  a  reduction  in  the  
use  of  anti-psychotic,  anti- 
anxiety  and  anti-depressant 
medications,  as  well  as  a  
reduction  in  agitation  and  sun- 
downing.  

Delaware  $9,973.00 October  2-3,  
2017  (two  
days)  

Minimum  Data
Set  (MDS)  3.0 
Workshop  

 The  objective  of  this  project  is  to 
provide  training  on  the  most  
recent  updates  of  the  MDS  to  
certified  nursing  homes  and  
surveyors.  

Delaware  
Division  of  
Long  Term  
Care  
Residents  
Protection  
(DLTCRP)  

Certified  
nursing  homes  
in  Delaware,  
as  well  as  state  
surveyors  

Each  certified  nursing  
facility  will  have  the  most  
up-to-date  knowledge  on  
the  new  MDS.  

Training  DLTCRP  ensured  all  certified  
nursing  facilities  had  the  most  
up-to-date  knowledge  on  the  
new  MDS.  
40  out  of  45  certified  nursing  
homes  attended.  
95  nursing  home  staff  and  16  
surveyors  were  trained.  

Delaware  $77,274.00  November  1,  
2016 - October  
31,  2017  (one  
year)  

Virtual  
Enriched  
Therapy  

Through  this  project,  the  It’s  
Never  2  Late  technology  system  
will  be  implemented  at  the  
Delaware  Veterans  Home  to  
make  improvements  to  resident  
quality  of  life.   By  using  this  
technology,  art,  color,  and  
music  therapy,  as  well  as  other  
person-centered  activities,  will  
be  provided.  The  goals  include:  
decreased  use  of  antipsychotic  
drugs;  decreased  depression;  
decreased  behaviors  that  cause  
falls.  

Delaware  
Division  of  
Long  Term  
Care  
Residents  
Protection  
(DLTCRP)  

Residents  of  
Delaware  
Veterans  Home 

The  facility  will  monitor  
impact  in  order  to  show  
reductions  in  antipsychotic  
drug  use,  depression,  
behaviors,  and  falls.  

Direct  
Improvements  to  
Quality  of  Life  

Direct  improvements  to  
resident  quality  of  life  at  the  
Delaware  Veterans  Home  
was  noted.  The  system  
showed  reductions  in  anti- 
psychotic  drug  use,  
depression,  behaviors,  and  
falls.  
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Delaware $33,121.00 June 6 - 8, 
2017 (three 
days) 

Dementia 
Training 

This training will provide 
fundamental education on 
dementia and dementia care to 
enhance the quality of life of 
dementia residents. By 
educating care providers, the 
training will foster sensitivity and 
respect for the dementia 
resident, teach communication 
techniques, and provide 
sensitive approaches for 
assisting residents with 
activities of daily living. 

Delaware 
Division of 
Long Term 
Care 
Residents 
Protection 
(DLTCRP) 

Staff who work 
in 
Medicare/Medic 
aid certified 
nursing homes, 
including 
nurses, certified 
nursing 
assistants, and 
activity 
assistants 

The training will provide: an 
understanding of dementia; 
identification of common 
causes of aggressive, 
repetitive and sun downing 
behaviors in adults; 
description of 
behavioral/care intervention 
that may be used to prevent 
or reduce difficult care 
situations; description of 
challenges related to 
caregiver stress and 
utilization of stress 
reduction techniques; 
learning alternative activity 
interventions that are 
success-oriented. 

Training DLTCRP ensured all 
Delaware staff who work in 
Medicare/Medicaid certified 
nursing homes had the most 
up- to-date knowledge on the 
clinical aspects of dementia 
care. A post-test was 
administered (by an 
accredited Certified Dementia 
Care Practitioner) to 
participants to gauge their 
knowledge. 
300 nursing home staff 
attended this dementia 
training. Did not include ALL 
nursing home staff in 
Delaware. All certified nursing 
homes were represented. 

Maryland $8,750.00 September 15, 
2016 - January 
31, 2019 (twenty 
eight months) 

You Are the 
Eyes and 
Ears 
Conference 

This project aims to improve 
care for residents of Maryland 
long-term care facilities by 
strengthening the capacity of 
geriatric nursing assistants 
(GNAs) to provide care and 
support. It also provides 
recognition and support for 
GNAs by awarding scholarships 
and professional achievement 
awards. 

The Beacon 
Institute, Inc. 

GNAs who 
work in 
Maryland 
skilled nursing 
facilities 

The training will improve 
skills and enhance GNAs’ 
professional knowledge. 

Direct 
Improvements to 
Quality of Life 

The training included 140 
attendees and four speakers. 
Based on post conference 
surveys, 95% of attendees 
rated each session in the top 
20% of the evaluation scale. 
The majority of attendees felt 
that the facility was conducive 
to learning, the content was 
relevant, the teaching 
methods were effective, and 
the handouts were effective. 

Maryland $100,889.00 August 31, 
2016 –January 
31, 2019 (one 
year) 

Staff Training 
on Dementia 
Care 

The purpose of this project is to 
provide certified nursing home 
staff with tools and strategies for 
working with residents with 
dementia (through behavior and 
person-centered concepts). 

An expected outcome of the 
project is that residents will 
receive optimum dementia care 
from staff who are certified in 
Alzheimer's care. 

The Beacon 
Institute, Inc. 
and the 
Maryland 
Office of 
Health Care 
Quality 

12 nursing 
homes in 
Baltimore City 
and Charles 
County 

The training will result in 
nursing home staff who are 
better trained in Alzheimer’s 
care, resulting in both basic 
and advanced certification 
from the Alzheimer 
Association. 

The results from the training 
will be presented and 
shared publicly to 
encourage enrollment in the 
training program. 

Training No Cost Extension (NCE) was 
granted on December 18, 
2017. The Grant is still on 
going after the committee 
granted a No Cost Extension 
(NCE) on December 18, 2018. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project 
funded in 

whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Maryland $82,800 April 1, 2017 – 
December 31, 
2017 (two 
months) 

Improving 
Nursing Home 
Transitions 

The project will train nursing 
home staff, residents, and 
caregivers to use a discharge 
toolkit. Nursing home staff will 
also be provided with training in 
current discharge practices. 

The Beacon 
Institute, Inc. 

Fifteen 
Maryland 
nursing homes 

The training/toolkit includes 
the following staff 
resources: 
checklist of factors to 
assess residents’ 
competency for self-care; 
home environment review 
checklist; 
recommendations for 
addressing needs; 
template of discharge 
plan of care; contact list 
for various issues; and 
recommended resources. 

The training/toolkit also 
includes the following 

resident resources: 

discharge plan of care (with 
directions of how to follow 
post-discharge); tips for 
staying healthy; medication 
lists and tips; resource list 
that is specific to residents' 
needs in the community. 

The following caregiver 
resources are also included: 

caregiver self-assessment 
of competency and needs; 
review protocol (before 
residents return home); 
identifying home risks; 
action list to deal with 
specific problems; 
communication tips. 

Training Results pending. 

The grant is still ongoing 
after the committee granted 
a NCE December 18, 2017, 
through July 30, 2018. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project 
funded in 

whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Maryland $7,415 September 21, 
2016 -
February 15, 
2017 (six 
months) 

Western 
Maryland 
Geriatric 
Nursing 
Assistants 
(GNA) 
Conference 
2016 

This conference enables 
collaboration with local 
agencies, employers, and 
organizations to support high-
quality certified nursing aide 
(CNA) and GNA care. It helps 
establish an annual and local 
professional development 
opportunity for regional CNAs 
and GNAs. As part of the 
conference, attendees and 
others also receive a pertinent 
resource guide. 

Allegany 
College of 
Maryland 
(ACM) 

50-100 CNAs 
and GNAs who 
work in 
Maryland 
skilled nursing 
facilities 

The conference will provide 
attendees with a certificate 
of completion of job-related 
professional development, 
helping improve patient 
care through best practice 
training. A report will be 
developed on the 
conference’s suitability as 
an ACM credit internship; 
internship outline and 
learning objectives will be 
developed. 

Training 50 CNAs and GNAs enrolled, 
and conference attendees and 
others received a pertinent 
resource guide. Training was 
provided on various topics, 
including dealing with difficult 
behaviors in dementia patients 
and presence. Current 
resources from the 
Alzheimer’s Association were 
also provided. 

Maryland $109,850 June 23, 2016- Wound Care This project will offer training to Health 50 health care The project aims to Training 51 people attended three 
July 18, 2017 Training and up to 50 individuals on: the Facilities staff members increase the number of trainings in October 2016, 
(13 months) Certification physiology of the skin and 

underlying tissues, wound 
prevention, wound assessment, 
and wound healing. 

Association 
of Maryland 

in Maryland 
skilled nursing 
facilities 

skilled nursing facility staff 
who are trained in wound 
care, as well as to improve 
treatments for reducing risk 
and achieving quicker 
healing times for residents. 

March of 2017 and June of 
2017. The average pass 
rate between the three 
classes was 70%. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Maryland $80,189 November 1, 
2016 - January 
31, 2017 (three 
months) 

Advancing 
Quality 
Assurance 
and 
Performance 
Improvement 
(QAPI) in 
Maryland 

This project aims to develop a 
corps of QAPI- certified 
professionals in Maryland. This 
program will provide training to 
50 QAPI coordinators and will 
assist with coordinating, 
developing, and implementing 
QAPI plans in about 40 
Maryland nursing homes. 

The Beacon 
Institute, Inc. 

50 QAPI 
coordinators; 
40 Maryland 
nursing homes 

50 nursing home staff will 
complete the QAPI long-
term care course (provided 
by the American 
Association of Nurse 
Assessment Coordination); 
50 nursing home staff will 
pass the QAPI Certification 
exam and will become 
QAPI Certified 
Professionals (QCPs); 40 
Maryland nursing homes 
will complete QAPI plans. 

Training Results pending 

No Cost Extension (NCE) 
was granted on April 10, 
2017. 

Pennsylvania $977,900.00 July 1, 2016-
June 30, 2017 
(one year) 

Reduction in 
the Utilization 
of Restraints 

Pennsylvania Restraint 
Reduction Initiation (PARRI-
MAP-IT) program for healthy 
skin; to improve lives of 
residents through education, 
support, mentorship of long 
term care providers, residents 
and families, government 
agency representatives, and 
advocacy organizations; 
eliminating the use of physical 
restraints. 

Kendal 
Outreach 

No Data 
Available 

Quarterly reports submitted 
to OLTL contained data and 
responses regarding 
consultations performed 
during each quarter. Yearly 
surveys sent to respondents 
asking if their interaction 
with PARRI had a positive 
impact on their individual 
care processes. 

Direct 
Improvements to 
Quality of Life 

PARRI staff engaged 132 
facilities in 40 counties in the 
last quarter. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Pennsylvania $50,000.00 July 1, 2016-
June 30, 2017 
(one year) 

Improvement 
to Call Bell 
Access 

The RistCall Patient Care Pilot 
program will install the RistCall 
wireless, wearable, call bell 
system. 

Kane 
Regional 

Kane Regional 
residents 

CMS QAPI (quality 
assessment and process 
improvement) frame work 
with five elements will be 
considered to evaluate: 
patients' ability to call for 
help when away from 
bed (patient mobility & 
independent active life 
style), system ability to 
provide across the shift/ 
department 
communication (for 
leadership), system 
ability to capture 
anonymous feedback 
from patients and staff 
(feedback and data 
systems monitoring), 
system ability to provide 
detailed reports on 
response time, patient 
satisfaction and staff 
satisfaction (on 
performance 
improvement projects). 

Direct 
Improvements to 
Quality of Care 

RistCall equipment was 
installed in a 40-bed unit. 
The impact has been 
improvement in call bell 
response time, as well as 
improved resident 
satisfaction with the 
response from caregivers. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 3 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Virginia $215,395 September 1, 
2015 – August 
31, 2017 (two 
years) 

Micro 
Learning as a 
Tool for 
Delivering 
Person-
Centered 
Care for 
Residents 
with 
Dementia 
in Virginia's 
Nursing 
Facilities 

The project is expected to result 
in better quality care for nursing 
facility residents with dementia 
(through the provision of training 
to the staff who care for them). 
The learning gained through this 
training is sustainable, as nursing 
homes will continue to utilize 
approaches and practices 
in their homes. Staff are likely 
to be more responsive to 
ongoing training via this platform 
if: the initial delivery proves 
beneficial, and they recognize 
that the administrators are willing 
to try new approaches to make 
their jobs, as well as the care 
they provide, more effective. 

Riverside 
Center for 
Excellence 
in Aging and 
Lifelong 
Health 

Clinical and 
non-clinical 
staff in nine 
nursing homes 

No Data Available Training The survey was completed 
by 244 participants, mostly 
women (93%) and nearly 
evenly split between 
Caucasian (49%) and 
African Americans (49%). 
The pass rate for the 
entire project period 
averaged 96%, with pass 
rates by nursing homes 
varying between 94% and 
100%. Certificates of 
completion were issued 
quarterly to participants 
who had completed lessons 
in that quarter and achieved 
a 100% pass rate on all 
quizzes. An average of 283 
certificates were issued 
each quarter, with a total of 
1,131 certificates issued by 
the end of the project. 
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State  Civil  Money  Penalty  Reinvestment  Projects  Funded  in Calendar  Year  2017  
Region 4  

STATE Total  amount  
of  State  CMP  

funds  
obligated for  
each project  

(all  years)  

Anticipated 
project  

duration  

Title  of  each 
approved  
project  

funded in 
whole  or  in 
part  with 

State  CMP  
funds  

Brief  description of  the  goals
and objectives  of  the  project

  
  

List  entity  
(ies)  that  
received 

funding and 
will  carry  
out the  
project  

List  entity  (ies)  
that  will  

benefit  from  
the  project  

Expected deliverables  or  
metrics  for  the  project  

Project  
category  

Results  of  the  project  

Alabama  $106,232.00 June  18,  2015  - 
June  18,  2018  
(three  years)  

Long-Term  
Care  Quality  
Improvement  
Initiative/The  
Society  for  
Post-Acute  
and  Long- 
Term  Care  
Medicine  
(AMDA)  
Clinical  
Practice  
Guidelines  
(CPGs)  and  
Region  IV  
Website  

Develop  a  regional  website  and 
provide  AMDA’s  Clinical  
Practice  Guidelines  and  other  
AMDA  resources  to  certified  
nursing  homes  in  five  
southeastern  U.S.  states  
(Alabama,  Georgia,  Kentucky,  
Mississippi,  and  South  
Carolina).  

 University  of  
Louisville  
Research  
Foundation,  
Inc.  

Long-term  care  
residences  and  
staff  in  the  
targeted  states  

AMDA’s  Clinical  Practice  
Guidelines  (CPGs)  will  be  
made  available  to  clinicians  
and  all  members  of  the  
interdisciplinary  team  on  21  
different  long-term  care  
topics.  CPGs  may  be  used  
for  in-service  education  and  
directed  plans  of  correction.  

Training  Results  pending  

Alabama  $1,500,000.00  August  2016-
August  2019  
(three  years)  

 Music  and  
Memory  and  
Art  Therapy  
Program  

This  project  aims  to  develop  
and  implement  a  Music  and  
Memory  program,  as  well  as  an  
art  therapy  program  for  32  
certified  nursing  homes  
in  Alabama.  These  programs  will:
reduce  symptoms  of  anxiety  
and  depression;  reduce  
agitation,  improve  
communication;  foster  self- 
expression;  enhance  coping  
skills;  and  stimulate  positive  
interactions  with  staff  and  
family.  

A  statewide  conference  on  best  
practices  in  dementia  care  will  
be  provided  for  227  certified  
nursing  homes.  

Alzheimer's  
Education,  
Resources  &  
Services,  
Inc.  

Residents  in  32  
certified  nursing
homes  in  
Alabama;  227  
certified  nursing
homes  that  
attend  the  
statewide  
conference  

  

  

The  Music  and  Memory  and  
Art  Therapy  Program  will  
work  with  15-20  dementia  
residents  weekly  on  a  music  
and  art  themed  activity.  
Over  the  three  year  grant  
period,  Dr.  Daniel  Potts  and  
Angela  Duncan  will  
evaluate  between  480  and  
640  residents  with  dementia  
and  will  assist  the  residents’  
interdisciplinary  care  team  
with  creating  person- 
centered  care  plans  to  
include  art  and  music  
related  interventions.  
Through  the  program,  a  
statewide  conference  on  
best  practices  in  dementia  
care  will  be  provided  for  227  
certified  nursing  homes.  

Direct  
Improvements  to
Quality  of  Care  

  
Project  not  yet  complete.  Thus 
far,  there  have  been  
remarkable  changes  in  
residents.  Residents  who  
were  unable  to  participate  in  
an  art  activity  without  hand  
over  hand  assistance  can  now 
complete  projects  with  little  to  
no  assistance.  Residents  who  
were  initially  withdrawn  and  
not  willing  to  participate  now  
eagerly  participate  and  
engage  with  staff  and  other  
residents.  

 

 



funds
project

care training
staff

participant's
younger
was no

to
the
lasting
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 
(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project funded 
in whole or in 
part with State 

CMP funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 

List entity 
(ies) that 

will benefit 
from the 
project 

Expected deliverables or metrics 
for the project 

Project 
category 

Results of the 
project 

Alabama $204,552.00 October 6, 
2014 –August 
31, 2017 (10.5 
months) 

The Young 
Adult in Long 
Term Care 
(YALTC) 

Develop a training curriculum 
and program (for clinical 
practitioners and staff) about the 
young adult in the long-term 
care setting. 

American 
Medical 
Directors 
Association 
(AMDA) -
The Society 
for Post-
Acute and 
Long Term 
Care 
Medicine 

Long-term 
residents, 
and clinical 
practitioners 

YALTC training was guided 
by four key research 
questions, and data was 
collected at three periods 
during the course training. 
Each participant completed 
a pre-test (prior to the 
training) and post-test 
(immediately following 
training). A follow-up was 
conducted 60 days after the 
training. 

Training Overall, the YALTC 
program has a significant 
initial impact on 
knowledge about 
adult residents. There 
statistically significant 
difference between the 
percentage of correct 
responses from post-test 
follow-up, suggesting that 
YALTC training had a 
effect on participant 
knowledge. 

Alabama $1,744,332.00 October 2017 – 
September 30, 
2020 (three 
years) 

Brushing 
Away 
Infections: 
Improving 
Mouth Care 
Program 
(IMCAP) 

Program in seven Alabama 
nursing homes to educate 
Certified Nursing Assistants 
and licensed nurses on how to 
improve mouth care by utilizing 
evidence-based mouth care 
practices. 

The 
University of 
Alabama 
Birmingham, 
School of 
Nursing 

Residents 
and staff in 
seven 
certified 
nursing 
homes in 
Alabama 

Provide didactic and one on one, real 
time clinical coaching to 90 percent of 
aides and nurses; implement a 
comprehensive IMCAP in each 
facility; teach staff how to reduce 
care- resistant behaviors during oral 
care; integrate mouth care best 
practices at each participating facility; 
improve the overall oral health of 
residents. 

Direct 
Improvements 
to Quality of 
Care 

Results pending 

Alabama $88,089.90 August 26, 
2016-August 
26, 2018 (two 
years) 

Reducing 
Avoidable 
Hospital-
izations 
Across the 
Continuum of 
Care 

This project will assist Region IV 
states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations. 

Florida 
Atlantic 
University 

Certified 
nursing 
homes in 
Alabama 
and 
community 
partners 

Through this project, the following 
deliverables are expected: 
modification of Resident and Family 
Decision Guide; piloting the guide in 
seven of eight Region IV states; 
developing a video for nursing homes 
that explains the role of the Decision 
Guide in reducing avoidable 
hospitalizations; sending a complete 
package of Decision Guides and 
training materials, and providing the 
Decision Guide in different languages 
(i.e. Spanish, French, Chinese, 
Tagalog and Haitian Creole); 
developing webinars and conducting 
workshops to discuss best practices 
on how to reduce avoidable 
hospitalizations. 

Direct 
Improvements 
to Quality of 
Care 

Project not yet 
complete. Advisory 
committee is meeting 
monthly, and the 
Decision Guide is being 
updated. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Florida $119,255.10 June 1, 2017 – 
May 31, 2019 
(two years) 

Reducing 
Avoidable 
Hospital-
izations 
Across the 
Continuum of 
Care 

This project will assist Region IV 
states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations. 

Florida 
Atlantic 
University 

Certified 
nursing homes 
in Florida and 
community 
partners 

Through this project, the 
following deliverables are 
expected: modification of 
Resident and Family 
Decision Guide; piloting the 
guide in seven of eight 
Region IV states; 
developing a video for 
nursing homes that explains 
the role of the Decision 
Guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Georgia $115,094.90 November 22, 
2017 – 
September 30, 
2019 (22.5 
months) 

Reducing 
Avoidable 
Hospital-
izations 
Across the 
Continuum of 
Care 

This project will assist Region IV 
states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations. 

Florida 
Atlantic 
University 

Certified 
nursing homes 
in Georgia and 
community 
partners 

Through this project, the 
following deliverables are 
expected: modification of 
Resident and Family 
Decision Guide; piloting the 
guide in seven of eight 
Region IV states; 
developing a video for 
nursing homes that explains 
the role of the Decision 
Guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP project approved and objectives of the project (ies) that that will metrics for the project category 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project 
(all years) 

whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Georgia $788,850.00 June 6, 2017 – Georgia This program will develop and Georgia 150 certified Expected deliverables Direct 141 nursing homes have 
March 31, 2019 Statewide implement a Music and Memory Health Care nursing homes include: enrollment of Improvements to enrolled in the program 
(22 months) Music and 

Memory 
program for 150 certified 
nursing homes in Georgia. The 

Association 
(GHCA) 

in Georgia nursing homes with high 
antipsychotic utilization 

Quality of Care (through Q3 2018). 50 
nursing homes have been 

Program program will enhance the quality rates and nursing homes Music and Memory certified as 
of life for residents with with a dedicated, dementia of the end of 2017. The project 
dementia through person-
centered care plans, which 

unit; provision of education 
and training on music 

was presented at the GHCA 
Winter Convention, and 

include individualized music 
playlists and activities. 

therapy, including 
demonstrated usage of 

webinars were held on 
January 16-17, 2017, 

tactile music expression; February 13-14, 2017, and 
development of 
personalized playlists for 

March 13-14, 2017. 

each participating resident; 
and incorporation of music 
and memory program into 
individualized resident care 
plans. 

Georgia $47,339.50 June 10, 2016 Virtual To provide virtual dementia Second 169 certified Improvements in the Training Results pending 
–April 14, 2017 
(10 months) 

Dementia 
Tour 

tours, education, and training for 
direct care staff, physicians, 

Wind 
Dreams 

nursing homes 
in Georgia 

delivery of care provided to 
residents with dementia. 

other clinicians, administrative (residents, 
and corporate personnel in 169 family 
Georgia certified nursing homes members, 

direct care 
staff, the board 
of directors, 
and community 
partners) 

Georgia $88,000.00 August 30, Eden This program will implement A.G. Rhodes N/A Certify staff in Eden Training Results pending 
2016 –June 14, 
2017 (ten and a 

Alternative 
and Culture 

culture change and person-
directed care utilizing the Eden 

Health and 
Rehabilita-

Alternative principles 

half months) Change at Alternative principles. tion 
A.G. Rhodes 
Nursing Home 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Georgia $176,032.00 June 16, 2016 
–April 14, 2017 
(10 months) 

Changing the 
Culture of 
Death and 
Dying in the 
Nursing Home 
Setting 

This project will conduct 
education and training on end-
of-life care for nine, certified 
nursing homes in Georgia. 
Through the project, direct care 
staff will be interviewed on how 
to improve end of life care, and 
a list of best practices for long-
term care facilities to assist 
residents with grief and advance 
care planning will be developed. 
Throughout this project, 
discussions about advance care 
planning and POLST 
(Physician’s Orders for Life-
Sustaining Treatment) will 
occur. 

University of 
Georgia 
Research 
Foundation 

Nine certified 
nursing homes 
in Georgia 

This project will determine 

best practices in 

bereavement care for 

residents, family members 

and long-term care facility 

staff. The University of 

Georgia will discuss death 

and dying practices utilized 

at Carlyle Place with 

residents, family members, 

direct care staff, members 

of the interdisciplinary team, 

and corporate officials. A 

variety of interview 

techniques will be used to 

solicit information on how 

the nursing home manages 

a resident's death, and what 

practices are instituted in a 

nursing home to help 

residents, family members 

and staff grieve the loss of 

life. 

Direct 
Improvements to 
Quality of Care 

The project resulted in the 
development of two booklets 
for statewide dissemination to 
Georgia nursing homes on 
“Best Practices in 
Bereavement Care” (to be 
utilized by residents and staff). 

Kentucky $299,727.20 March 15, 2017 
– March 15, 
2020 (three 
years) 

Inspired Living 
Project 

The Inspired Living Project will 
use It's Never Too Late adaptive 
computer technology as a non-
pharmacological approach to: 
reduce falls/falls-related injuries, 
improve balance and gait, 
increase flexibility, and increase 
upper body, lower body and 
core strength, for approximately 
1,350 participants. The target 
for this project are residents 
with a BIMS (Brief Interview for 
Mental Status) score of seven 
or less. 

Trilogy 
Health 
Services 

1,350 residents 
in nine 
Kentucky 
nursing homes 

It’s Never Too Late 
technology will keep 
residents engaged, 
resulting in reduced falls 
and increased socialization. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category 

obligated for funded in funding and the project 
each project 

(all years) 
whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Kentucky $91,956.40 April 1, 2017 – Reducing This project will assist Region IV Florida Certified nursing Through this project, the Direct Results pending 
June 30, 2018 Avoidable states in reducing avoidable Atlantic homes in following deliverables are Improvements to 
(15 months) Hospitaliza- hospitalizations and educating University Kentucky and expected: modification of Quality of Care 

tions Across the residents, family members, community Resident and Family 
Continuum of 
Care 

staff, and community partners 
about best practices to reduce 

partners Decision Guide; piloting the 
guide in seven of eight 

avoidable hospitalizations. Region IV states; 
developing a video for 
nursing homes that explains 
the role of the Decision 
Guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Kentucky $744,202.00 April 15, 2017- Bingocize This project will train 300 direct Western This project is The Bingocize program Training Results pending 
April 15, 2020 care staff to implement Kentucky designed to involves activities and 
(36 months) Bingocize in 20 Kentucky University benefit at least exercise to improve 

certified nursing homes. Research 1,000 residents functional performance, 
Foundation, 
Inc. 

in 20 certified 
nursing homes 

leading to improvements in: 
activities of daily living, 

in Kentucky. This range of motion, and 
project also 
involves 

depression. The program is 
associated with reduced fall 

facilitating 
partnerships 

risk and increased resident 
engagement. Resident 

between seven participation will be 
universities and monitored and the impact of 
direct care staff 
in 20 certified 

the program will be 
assessed. 

nursing homes 
in Kentucky. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Kentucky $21,360.00 October 1, 
2016 – October 
31, 2017 (13 
months) 

It's a 
Wonderful Life 
Through 
Technology 

To purchase "It's Never Too 
Late (iN2L)," an adaptive 
computer technology for: 
enhancing individual and group 
activities; improving behavior 
management; decreasing 
utilization of antipsychotic 
medications; and providing 
opportunities for lifelong 
learning and resident access to 
family and friends via the 
Internet. 

Sayre 
Christian 
Village 
Healthcare 
Center 

Sayre Christian 
Village 
Healthcare 
Center 
residents, 
family 
members, and 
staff 

Project deliverables include: 
informing residents, family 
members and staff of iN2L; 
developing customized iN2L 
My Story digital biographies 
for 41 residents with 
dementia; utilizing iN2L 
technology for care plan 
meetings. 

As part of the project, all 
parties will also receive 
information on: how to 
protect themselves from 
identity theft and the loss of 
private protected health 
information, as well as on 
social media and social 
networking. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Kentucky $10,000.00 November 15, 
2016 – 
November 15, 
2018 (two 
years) 

Virtual 
Dementia 
Tour (VDT) 

To improve dementia care 
through the provision of virtual 
dementia tours, education, and 
training for direct care staff, 
residents and family members. 

Kenton 
Housing, 
Inc.: 
Rosedale 
Green 

Rosedale 
Green 
residents, 
family 
members, and 
staff 

Implement VDT tours for 
residents, family members, 
staff and the community. 
Utilize the Dementia Aware 
Competency Evaluation 
(DACE) to monitor the 
facility’s progress. 

Training Results pending 

Kentucky $9,515.00 November 15, 
2016 – 
November 15, 
2018 (two 
years) 

Virtual 
Dementia 
Tour (VDT) 

To provide virtual dementia 
tours, education, and training for 
direct care staff, residents and 
family members 

Golden 
Living 
Center-
Green Hill 

Golden Living 
Center-Green 
Hill residents, 
family 
members, and 
staff 

Implement VDT tours for 
residents, family members, 
staff and the community. 
Utilize the DACE 
assessment to monitor the 
facility’s progress. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Kentucky $23,497.23 October 1, 
2017 –October 
31, 2018 (13 
months) 

Minimum Data 
Set (MDS) 3.0 
Coding and 
Interpretation 
Basic 
Training; 
Advanced 
MDS Training 

This will provide joint education 
and training to providers, MDS 
Coordinators and State Agency 
surveyors on the MDS 3.0. 
Note: MDS 3.0 Coding and 
Interpretation Basic Training is 
two days (November 6-7); 
Advanced MDS Training is one 
day (November 9). 

Office of the 
Inspector 
General 

MDS 
Coordinators, 
State Agency 
staff and other 
nursing home 
personnel 

The training will give an 
overview of the MDS and 
will cover the following 
topics: how to assure 
accuracy, who must have 
an assessment completed, 
the resources needed to 
complete an assessment, 
and what forms are used 
and when. Information will 
also be provided on: the 
entry and discharge 
tracking assessment, a 
section by section review of 
item coding, a discussion of 
significant change 
assessments, the MDS 
Care Area Assessments, 
and MDS error correction. 

Training Through this project, 174 MDS 
coordinators were trained in 
the Basic MDS class, and 207 
MDS coordinators were 
trained in the Advanced MDS 
class. 
The QIO (Quality 
Improvement Organization) 
was added to the agenda and 
discussed the quality 
measures and composite 
scores. 
The MDS deficiencies have 
decreased as a result of 
training. 

Kentucky $49,051.00 March 15, 2017 
– March 15, 
2020 (three 
years) 

Living Intently 
and Fully 
Engaged 
(LIFE) Project 

Utilize It's Never Too Late 
(iN2L) technology to improve 
quality of life for 64 skilled 
nursing residents. 

Wesley 
Manor 
Retirement 
Community, 
Inc. 

Residents of 
the Wesley 
Manor nursing 
home 

Through this project, 
personal activity content 
pages and digital 
biographies /life stories will 
be developed for 64 
residents. The iN2L 
technology will be utilized to 
engage family members in 
resident care plan 
conferences via Skype. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Kentucky $46.109.14 March 1, 2017 
–February 29, 
2020 (36 
months) 

Giving Our 
Loved Ones 
Direction 
(GOLD) 
Project 

Provide It's Never Too Late 
(iN2L), an adaptive computer 
technology, to residents. 

Morganfield 
Nursing and 
Rehabilita-
tion 

Residents of 
the Morganfield 
nursing home 

This technology is expected 
to enhance individual and 
group activities, enrich 
social connections, and 
increase person-centered 
activities and interactions. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Kentucky $57,570.84 March 15, 2017 
–March 15, 
2019 (two 
years) 

We're Building 
on Love 
Project 

Provide It's Never Too Late 
(iN2L), an adaptive computer 
technology, to residents. 

Carmel 
Manor 

Residents of 
the Carmel 
Manor nursing 
home 

This technology is expected 
to enhance individual and 
group activities, enrich 
social connections, and 
increase person-centered 
activities and interactions. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Kentucky $46,485.24 March 15, 
2017-March15, 
2020 (three 
years) 

Fulfilling 
Residents’ 
Interests and 
Encouraging 
New 
Discoveries 
(FRIEND) 
Project 

Utilize It's Never Too Late 
(iN2L) technology to improve 
quality of life for 126 skilled 
nursing residents. 

Mountain 
Manor of 
Paintsville 

Residents of 
the Mountain 
Manor of 
Paintsville 
nursing home 

Through this project, 
personal activity content 
pages and digital 
biographies /life stories will 
be developed for 126 
residents. The iN2L 
technology will be utilized to 
engage family members in 
resident care plan 
conferences via Skype. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Kentucky $2,006,299.00 November 1, 
2017 – October 
31, 2020 (36 
months) 

Emergency 
Preparedness 
for Certified 
Nursing 
Homes in 
Kentucky 

Provide basic and advanced 
training on emergency 
preparedness, improving the 
quality of care and quality of life 
of residents through improved 
safety before, during, and after 
emergencies and catastrophic 
disasters. 

University of 
Louisville 
(UOL) 
Foundation 

All residents, 
staff, family 
members and 
community 
partners 
throughout 
Kentucky 

Over a three-year period, 
UOL will provide yearly 
training to 285 staff, 
surveyors, Long-Term Care 
Ombudsman and QIO 
(Quality Improvement 
Organization) staff on the 
CMS Final Rule for 
Emergency Preparedness. 

Training Training conducted in 
February 2018 was well 
received. Administrators and 
Directors of Nursing gave 
significant positive feedback 
on how to enhance their 
facilities’ emergency 
responses. 

Kentucky $9,425.51 May 1, 2017 – 
May 31, 2018 
(one year) 

SuzyQ Food 
Service 
Equipment 

Food service equipment will be 
utilized to enhance the dining 
program and offer residents 
more food choices. In addition, 
the facility seeks to decrease 
the number of residents with 
unintentional, significant weight 
loss. 

Cambridge 
Place 

Residents of 
Cambridge 
Place 

As part of this project, staff 
will receive training on the 
Dining Practice standards 
and will assist residents 
with food choices. Direct 
care staff will accommodate 
resident allergies, 
intolerances and 
preferences. Staff will be 
trained on “No Bare Hand 
Contact,” and quarterly 
reports will discuss targeted 
goals for decreasing 
significant weight loss. 
Meal observation audits will 
be conducted. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Kentucky $73,405.00 August 1, 2017 - One-Stop This program will provide Kentucky Kentucky long- The training will provide Training Project was well attended, and 
August 31, 2018 Dementia training to long-term care Office of term care information on how the the 468 participants were very 
(13 months) Shop providers (on complying with 

CMS regulation revisions) and 
to Office of Inspector General 
long-term care surveyors (on 
the new CMS long-term care 
survey process on dementia 
management) 

Inspector 
General 
(OIG), 
Division of 
Health Care, 
Training and 
Quality 
Assurance 
Branch 

providers, OIG 
long-term care 
surveyors, and 
direct care 
certified 
nursing aides 
(CNAs) who 
attend the 
training 

brain is affected by 
dementia, as well as the 
overall disease process. In 
addition, providers will learn 
three different techniques 
for increasing the domains 
of well- being, i.e. the 
positive approach, hand 
under hand technique, and 
the validation technique (in 
conjunction with a case 
study). 

satisfied. 

Mississippi $142,535.00 September 30, 
2015 – 
September 29, 
2018 (three 
years) 

University of 
Louisville: 
Clinical 
Practice 
Guidelines 
(CPGs) 

This project is a regional quality 
improvement initiative to provide 
peer-reviewed training materials 
to certified nursing homes on 21 
different topics. 

University of 
Louisville 

Residents, 
staff, clinicians, 
medical 
directors, 
administrators, 
governing body 
officials and 
consultants in 
six of the eight 
Region IV 
states 

Expected deliverables 
include: conversion of 
clinical practice guidelines 
to training materials on the 
shared website; creation of 
videos (related to the 
materials) for staff; 
provision of CEUs. 

Training Project not yet complete. Thus 
far, a website has been 
established for clinicians to 
gain access to the CPGs. 

Mississippi $18,525.00 May 1, 2017 – 
March 1, 2018 
(ten months) 

Three Multi-
Sensory 
Rooms in 
Three 
Mississippi 
Certified 
Nursing 
Homes 

This project will establish 
three multi-sensory rooms in 
three certified nursing homes 
in Mississippi. 

Stonebrook 

Inc. 

Residents at 

Oxford Health 
and Rehab 
Center, New 
Albany Health 
and Rehab 
Center, and 
Pontotoc 
Health and 
Rehab Center 

The project aims to improve 

the quality of life for 
residents with dementia and 
Alzheimer's disease, as well 
as reduce: symptoms of 
depression, anxiety, stress, 
and the use of antipsychotic 
medications. 

Direct 

Improvements to 
Quality of Life 

Project not yet complete. 

Oxford Health & Rehab multi-
sensory room is complete. 
The rooms at New Albany and 
Rehab and Pontotoc Health 
and Rehab are in progress. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Mississippi $86,714.90 August 26, 
2016 -August 
25, 2018 (two 
years) 

Reducing 
Avoidable 
Hospitaliza-
tions Across the 
Continuum of 
Care 

This project will assist Region IV 
states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations. 

Florida 
Atlantic 
University 

Certified nursing 
homes in 
Mississippi and 
community 
partners 

Through this project, the 
following deliverables are 
expected: modification of 
Resident and Family 
Decision Guide; piloting the 
guide in seven of eight 
Region IV states; 
developing a video for 
nursing homes that explains 
the role of the decision 
guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Direct 
Improvements to 
Quality of Care 

Results pending 



Dementia training will be
offered to residents, family
councils, direct care staff,
and community leaders.

Best practices were developed
that will continue to drive the
process of improvement in the
area of dementia care.
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Mississippi $22,460.00 July 13, 2016-
January 13, 
2018 (18 
months) 

Bedford Care 
Partners 
Project 

This project seeks to develop a 
cadre of qualified staff to 
provide dementia education in 
eight nursing homes in central 
and south Mississippi. 

HMP 
Management 
Corporation 

Residents, 
family 
members, and 
staff of eight 
dually certified 
nursing homes 
in Mississippi 

As part of this project, the 
following will occur: staff will 
attend the Positive 
Approach to Care Program 
(created by Teepa Snow) 
and obtain certification; 
following training, the 
certified staff will conduct 
educational events at the 
eight nursing homes, 
sharing best practices in the 
provision of dementia care. 

Training About 1,076 individuals were 
trained as Care Partners 
(exceeding the goal of 500). 
The Bedford Care Partners 
group was created; the first 
meeting was held on June 28, 
2017, and the group 
committed to meeting 
quarterly. The project has 
provided resources to train 
and develop hundreds of staff 
and community members. 

Mississippi $45,495.33 December 
2016-
December 
2019 (three 
years) 

Communica-
tion, 
Assessment, 
Relationships 
Equals 
Excellence 
(CAREs) 
Program 

The CAREs program seeks to 
utilize non-pharmacological 
approaches to reduce 
antipsychotic, anti-anxiety and 
hypnotic drug use, as well as 
reduce falls with major injuries 
in the 30-bed Medicare skilled 
nursing facility. 

Through this project, It's Never 
Too Late (iN2L), an adaptive 
computer technology, will be 
purchased to help meet these 
goals. 

Pike 
Community 
Care Center: 
Camellia 
Estates 

Camellia 
Estates 
residents and 
family members 

No data available Direct 
Improvements to 
Quality of Care 

Results pending 

Mississippi $87,779.00 December 14, 
2016 -
December 
2019 (three 
years) 

Diving Deeper 
on a Culture 
Change 
Journey 

This project will implement 
culture change and person-
directed care through the 
utilization of the Eden 
Alternative principle in four 
nursing homes (involving 
approximately 1,000 
employees). 

Mississippi 
Methodist 
Senior 
Services, 
Inc. 

Four 
Mississippi 
nursing homes; 
approximately 
1,000 
employees 

Eden Alternative educators 
will conduct a series of 
education and training 
programs for direct care 
staff. Each facility will 
implement a Music and 
Memory program, offer 
opportunities for gardening, 
and intergenerational 
activities (based on the 
Unity, Wonder, and Wisdom 
course). 

Training Project not yet complete 
Onsite project monitoring visit 
conducted August 3-4, 2017. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Mississippi $84,500.00 November 1, 
2017 -
November 1, 
2019 (two 
years) 

Kemper 
County LTC, 
Inc. dba 
Mississippi 
Care Center 
of DeKalb 

To purchase smart televisions, 
speakers, and new technology 
for resident rooms with an in-
house channel to keep 
residents abreast of facility 
events. 

Mississippi 
Care Center 
of DeKalb 

All residents of 
the nursing 
home, family 
members, and 
staff 

To improve the quality of life 
and peace of mind of the 
residents with the use of 
new technology. This will 
include an in-house channel 
to better inform residents of 
the facility's events, such as 
activities, daily events, 
birthdays, and information 
pertaining to the facility. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Mississippi $187,441.00 October 6, 
2014 - August 
31, 2017 (34 
months) 

The Younger 
Adult in Long-
Term Care 
(YALTC) 

Develop a training curriculum 
and program for clinical 
practitioners and staff on 
younger adults in the long-term 
care setting. 

American 
Medical 
Director's 
Association: 
The Society 
for Post-
Acute and 
Long Term 
Care 
Medicine 

Long-term care 
residences, 
clinical 
practitioners, 
and staff of 
long-term care 
facilities 

YALTC training was guided 
by four research questions. 
Data was collected at three 
periods during the course 
training: each participant 
completed a pre-test (prior 
to the training) and a post-
test (immediately following 
training); a follow-up was 
conducted 60 days after the 
training. 

Training Completed training on August 
31, 2017. There was a total of 
13 YALTC conferences held 
across the state over the 
three-year period. AMDA also 
activated a web-based 
training. They have an Online 
Resource Center, and all 
participants have received a 
YALTC CNA DVD. Feedback 
from the training sessions has 
been positive. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

North $109,887.73 October 1, Reducing This project will assist Region IV Florida Certified Through this project, the Direct Advisory committee is meeting 
Carolina 2017 – 

September 30, 
2019 (two 
years) 

Avoidable 
Hospitaliza-
tions Across 
the 
Continuum of 
Care 

states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations. 

Atlantic 
University 

nursing homes 
in North 
Carolina and 
community 
partners 

following deliverables are 
expected: modification of 
Resident and Family 
Decision Guide; piloting the 
guide in seven of eight 
Region IV states; 
developing a video for 
nursing homes that explains 
the role of the decision 
guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Improvements to 
Quality of Care 

monthly, and progress has 
been made with updating the 
Decision Guide. 



Medical
residents,
involved in
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP project approved and objectives of the project (ies) that that will metrics for the project category 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project 
(all years) 

whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

North $24,002.00 January 1, Untitled This project will repurpose the Longleaf Residents of As part of this project, all Direct The Verandah was only 
Carolina 2017 - staff dining room on the Neuro- Longleaf staff will receive training on Improvements to operational in the last quarter 

December 31, Center's main hall into a dining Medical Neuro-Medical the Dining Practice (by the Quality of Care of the project. Residents’ 
2017 (one year) room for residents residing on 

the 2nd, 3rd, 4th and 5th floors. 
Treatment 
Center 

Treatment 
Center 

Registered Dietitian and the 
Medical Director). Staff, 

individual clinical outcomes 
were continuously monitored 

residents and caregivers throughout the quarter. 
handling food shall receive 
training on hand washing, 

Although the facility did not 
meet its target goals for 

and the importance of "No overall increased lunch intake 
Bare Hand Contact" of 
ready- to-eat food. Staff will 

and reduced falls, it did see 
improvements for several 

also ensure that all food residents. Residents liked 
and beverages served in 
the dining room are 
maintained at proper 

being able to select their meal, 
and resident satisfaction was 
high (even among residents 

temperatures, and that who sporadically attended 
evening and morning meals 
will occur within a 14 hour 

during the quarter). 

timespan. 
The project aims to achieve 
overall increased lunch 
intake and reduced falls. 

North $20,787.47 October 15, Untitled Through this project, a Healthique All residents of The project is expected to Direct All targeted goals set by the 
Carolina 2016 – October computer, printer, large screen Group, LLC: the Winston- increase resident socializ- Improvements to facility were met. The facility 

14, 2017 (one TV, home theatre system, 40 Winston- Salem nursing ation and access to computer Quality of Life saw an increase in both 
year) iPads (and cases), and 60 

headphones will be purchased. 
Salem 
Nursing and 

home technology. resident participation in 
activities, as well as the length 

The equipment will be used to 
increase resident access to 
computer technology, social 

Rehabilitation of time in which an activity 
occurred. With the addition of 
new technology, average 

media, and music, as well as to 
enhance group activities. 

group activity participation 
grew by at least 25% and 
resident satisfaction increased 
to 90%. In addition, new 
technology has been 
incorporated into activity care 
plans for residents receiving 
psychiatric services, and 
social engagement increased 
overall. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

North $32,310.00 October 1, Healing This project aims to enhance an Conover Conover The Healing Garden will be Direct Results pending 
Carolina 2016 –March 

31, 2018 (18 
months) 

Garden existing Healing Garden and 
create a more therapeutic 
outdoor environment for 
residents, family members, 
visitors, and staff. 

Nursing and 
Rehabilitation 
Center 

Nursing 
residents, 
family 
members, 
visitors, and 
staff 

utilized for resident activities 
and to increase 
socialization and relaxation 
for residents, family 
members, visitors, and staff. 

Improvements to 
Quality of Life 

North $9,425.51 May 1, 2017 - SuzyQ Food This project aims to enhance Cambridge Cambridge Deliverables include Direct Results pending 
Carolina May 31, 2018 Cart Delivery resident dining, increase Place Place nursing improved meal service and Improvements to 

(13 months) System resident food choices, and 
decrease significant weight loss. 

home residents weight stability for all 
residents. 

Quality of Care 

North $23,773.06 May 1, 2017 – Technology This project will provide a BT2 Inc.: Skyland Care The program will provide Direct Project not yet complete. Thus 
Carolina April 30, 2018 

(one year) 
Enrichment 
Grant 

SMART television for all 
resident rooms; iPads for 
residents to have access to the 
Internet; and enhanced 
activities programming. 

Skyland 
Care Center 

Center nursing 
home 
residents, 
particularly 
those residents 
with an interest 
in connecting 
with family and 
friends via the 
Internet 

residents with: improved 
technology and internet 
access; enhanced quality 
entertainment, games, 
puzzles, and email; and 
engagement for every user 
during their activities of 
daily living. 

Improvements to 
Quality of Life 

far, residents share that their 
environment is more homelike 
and the equipment has 
enhanced their quality of life. 

North $20,217.00 August 1, 2017 It's Never Too Provide iN2L, an adaptive Capital All residents of Provide enhanced computer Direct Results pending 
Carolina -July 31, 2018 

(one year) 
Late (i2NL) computer technology, to 

residents 
Nursing and 
Rehabilitation 
Center 

the nursing 
home 

technology and access for 
residents. Increase 
resident, family, and staff 
satisfaction by ten percent; 
increase resident 
participation in facility 
activities by ten percent 

Improvements to 
Quality of Life 



 32 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

    

                      
                 

         
     

     
   

   
    

                      
                 

                
       

 

    
   

    
   

      
   

    
    

 
    

 
  

 
  

      
     

   
    

      
      

    
 

      
   

   
   

  

 
  
 

  
  

   
  

 

   
   

   
   
 

 
  

   

   
     

    
     

     
    

    
    

    
   

     
   

     
  

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

Anticipated 
project 

Title of each 
approved 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 

List entity (ies) 
that will 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project whole or in will carry 
(all years) part with 

State CMP 
out the 
project 

funds 

North $23,116.00 August 1, 2017 It's Never Too Provide iN2L, an adaptive Woodhaven All residents of Provide enhanced computer Direct Results pending 
Carolina -July 31, 2018 

(one year) 
Late (i2NL) computer technology, to 

residents 
Nursing, 
Alzheimer's 

the nursing 
home 

technology and access for 
residents. Increase 

Improvements to 
Quality of Life 

and resident, family, and staff 
Rehabilitation 
Center 

satisfaction by ten percent; 
increase resident 
participation in facility 
activities by ten percent 

North $25,495.00 September 1, Seniors Provide It's Never Too Late East All residents of The project aims to improve Direct Results pending 
Carolina 2017 - August 

30, 2018 (one 
year) 

Staying 
Connected 
(SSC) Project 

(iN2L), an adaptive computer 
technology, to residents 

Carolina 
Rehab and 
Wellness 

the nursing 
home 

quality of life, increase 
participation in activities, 
and increase resident 
satisfaction. 

Improvements to 
Quality of Life 

Quarterly reports will be 
developed, which will 
include results of resident 
activity participation within 
the facility, as well as the 
percentage of healthcare 
staff who document iN2L 
usage on care plans. 

North $15,932.00 March 1, 2016 Meaningful This project will use iPods and Hickory Residents of Quarterly reports with Direct The project improved 
Carolina –February 28, 

2017 (one year) 
Music Project iPads that are filled with 

individualized playlists and 
West: Trinity 
Ridge 

the nursing 
home who are 

results of anti-anxiety 
medications, incidence of 

Improvements to 
Quality of Life 

satisfaction and quality of life 
for residents living with 

music related applications. The living with behaviors, and satisfaction dementia. Music was used as 
playlists tailor the music to meet 
the needs of each resident living 

dementia measures an essential tool in connecting 
with residents with dementia 

in the memory care by helping to soothe 
neighborhood. 
This project aims to reduce anti-

anxiousness and agitation and 
engaging those residents who 

anxiety medications, reduce appear withdrawn or 
behaviors, and increase 
resident satisfaction through 

despondent. As a result, the 
facility experienced a 

meaningful activities. reduction in the use of 
antipsychotic medications. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

North $109,887.50 August 14, Reducing This project will assist Region IV Florida Certified Through this project, the Direct Results pending 
Carolina 2017 –August 

13, 2019 (two 
years) 

Avoidable 
Hospitaliza-
tions Across 
the 
Continuum of 
Care 

states in reducing avoidable 
hospitalizations and educating 
residents, family members, 
staff, and community partners 
about best practices to reduce 
avoidable hospitalizations 

Atlantic 
University 

nursing homes 
in North 
Carolina and 
community 
partners 

following deliverables are 
expected: modify resident 
and family Decision Guide; 
pilot the guide in seven of 
eight Region IV states; 
develop a video for nursing 
homes that explains the 
purpose of the Decision 
Guide in reducing avoidable 
hospitalizations; send a 
complete package of 
decision guide. 

Improvements to 
Quality of Care 

South $85,600.60 January 1, Reducing To assist Region IV states in Florida South Carolina Through this project, the Direct Results pending 
Carolina 2017 – 

December 31, 
2018 (two 
years) 

Avoidable 
Hospitaliza-
tions Across the 
Continuum of 
Care 

reducing avoidable 
hospitalizations and to educate 
residents, family members, staff 
and community partners on best 
practices in reducing avoidable 
hospitalizations. 

Atlantic 
University 

certified nursing 
homes and 
community 
partners 

following deliverables are 
expected: modification of 
Resident and Family 
Decision Guide; piloting the 
guide in seven of eight 
Region IV states; 
developing a video for 
nursing homes that explains 
the role of the Decision 
Guide in reducing avoidable 
hospitalizations; sending a 
complete package of 
Decision Guides and 
training materials to every 
skilled nursing and nursing 
facility, and providing the 
Decision Guide in different 
languages (i.e. Spanish, 
French, Chinese, Tagalog 
and Haitian Creole); 
developing webinars and 
conducting workshops to 
discuss best practices on 
how to reduce avoidable 
hospitalizations. 

Improvements to 
Quality of Care 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

South $862,287.32 October 12, Improving This project is focused on LeadingAge 75 South Deliverables include: Six Training Results pending 
Carolina 2016-October 

11, 2019 (three 
years) 

Individualized 
Care for 
Residents 
with Dementia 

individualized dementia care 
and the elimination of off-label 
antipsychotic medication use in 
a minimum of 75 South Carolina 
nursing homes. 

South 
Carolina 

Carolina 
nursing homes 

nursing home pilots; Hand-
in-Hand training by Dr. 
Charla Long; statewide 
learning collaborative to 
disseminate best practices 
and lessons learned to all 
South Carolina nursing 
homes 

South $4,720.00 October 3, Untitled To start up a Music and Memory Anchor All residents of Deliverables include: Direct Results pending 
Carolina 2016 -June 30, 

2017 (nine 
months) 

program and also run a Life 
Enrichment program. Also, to 
purchase a cotton candy 
machine and snow cone cart for 
activities. 

Rehabilitation 
and 
Healthcare 
Center of 
Aiken 

the nursing 
home 

implement Music and 
Memory program; develop 
playlist; include pertinent 
goals in care plans; utilize 
equipment for activities; 
monitor the impact of the 
programs on quality of life 

Improvements to 
Quality of Life 

South $2,104.00 December 13, Oakhaven To purchase an aquarium and Oakhaven All residents of Deliverables include: Direct Results pending 
Carolina 2016 – Nursing the supplies to maintain the Nursing the nursing purchase aquarium, as well Improvements to 

December 12, Center aquarium Center home as the supplies and fish; Quality of Life 
2017 (one year) Aquarium notify residents that the 

aquarium has been 
implemented in a 
centralized area; begin 
activities related to the 
aquarium. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category 

obligated for funded in funding and the project 
each project 

(all years) 
whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

South $2,556.00 December 7, Morrell To purchase an aquarium and Morrell All residents of Deliverables include: Direct Results pending 
Carolina 2016 – Nursing and the supplies to maintain the Nursing & the nursing purchase aquarium, as well Improvements to 

December 6, Rehabilitation aquarium; to implement Rehabilitation home as the supplies and fish; Quality of Life 
2017 (one year) Center therapeutic drumming circles Center notify residents that the 

Aquarium aquarium has been 
implemented in a 
centralized area; begin 
activities related to the 
aquarium. Modify the 
activities program to include 
therapeutic drumming 
circles. The drumming 
circles aim to increase 
social interaction, as well as 
to improve emotional 
expression. The circles also 
provide exercise that 
focuses on improving gross 
and fine motor skills, 
particularly for residents 
with dementia. 

South $2,126.00 January 22, Medford To purchase an aquarium and Medford All residents of Deliverables include: Direct Results pending 
Carolina 2017-January Nursing the supplies to maintain the Nursing the nursing purchase aquarium, as well Improvements to 

21, 2018 (one Center aquarium Center home as the supplies and fish; Quality of Life 
year) Aquarium notify residents that the 

aquarium has been 
implemented in a 
centralized area; begin 
activities related to the 
aquarium. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 4 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP project approved and objectives of the project (ies) that that will metrics for the project category 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project 
(all years) 

whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

South $2,500.00 August 23, Richard C. To develop and implement a Richard M. Fifty percent of Deliverables include: inform Direct Results pending 
Carolina 2016 – August Campbell Music and Memory program Campbell the nursing residents, family members, Improvements to 

22, 2017 (one 
year) 

Veterans 
Nursing 

Veterans 
Nursing 

home residents and staff about the Music 
and Memory program; 

Quality of Life 

Home: Music Home develop a system for 
and Memory 
Program 

obtaining a list of each 
resident's preferred music 
choices; educate residents, 
family members, and staff 
on how to use the Music 
and Memory equipment; 
develop customized 
playlists for residents with 
dementia; incorporate 
information into each 
resident's plan of care. 

South $6,823.04 October 26, Spirit of This conference is designed to Lexington All certified The South Carolina Spirit of Training The Spirit of Caring produced 
Carolina 2017 (one day 

conference) 
Caring 
Conference 

promote sharing of best 
practices and innovative ideas 

Medical 
Extended 

nursing homes 
in North 

Caring program recognizes 
facilities, employees, 

a book of best practices and 
projects that benefit residents. 

that South Carolina nursing Care Carolina residents, family members 
homes have implemented to 
improve quality of care and 

and volunteers for their 
contributions. Attendees are 

quality of life. provided a Spirit of Caring 
book with ideas for future 
quality improvement 
projects. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Indiana $600,000.00 August 1, 2016 
– July 31, 2018 
(two years) 

Music in Long 
Term Care 

Program to introduce music into 
long-term care facilities and the 
care planning of residents to 
reduce pharmacologic 
interventions; reduction in the 
dosage of prescribed 
medication administered per 
resident; reduction in the 
amount of negative behaviors; 
reduction in the amount of falls; 
increased level of resident 
engagement and quality of life. 

Butler 
University 
(Project 
Coordinator) 

Five to seven 
nursing homes 
will participate 
in the project. 
Approximately 
200 nursing 
home residents 
will benefit 
through direct 
participation. 

Develop protocols, 
guidelines, and timelines 
for project implementation; 
create data collection tools; 
identify five to seven 
facilities to participate; 
develop train-the-trainer 
program to be utilized by 
other groups; develop 
measurable outcomes and 
collect data to measure 
outcomes. 

Direct 
Improvements to 
Quality of Life 

Results pending; project 
results will be available in 
October 2018 

Indiana $75,000.00 May 1, 2016 – 
October 31, 
2017 (18 
months) 

Dementia 
Care in 
Southwest 
Indiana 

Educate nursing home staff on 
dementia care strategies and 
techniques to improve quality of 
care and quality of life for 
residents; identify person-
centered care approaches to 
decrease behavioral issues, 
falls, abuse, and anti-psychotic 
drug use; evaluate the Positive 

Approach to Care (PAC) model 
for potential statewide 
expansion. 

University of 
Southern 
Indiana 
Center for 
Healthy 
Aging and 
Wellness; 
Teepa 
Snow, 
developer of 
Positive 
Approach to 
Care 

12 nursing 
homes in 
Southwest 
Indiana and 
their residents. 

Introduce the Positive 
Approach to Care model at 
eight nursing homes in 
southwest Indiana through 
the following activities: host 
a kickoff meeting, complete 
train-the-trainer workshops 
for 16 facility staff, provide 
eight hours of online video 
training, conduct two days of 
in- person training, conduct 
workshop on lesson plan 
development, conduct eight 
in-service classes at each 
facility for at least 30 staff, 
and provide three hours of 
telephone support. 

Training 22 nursing home staff were 
certified as a PAC Certified 
Independent Trainer or as a 
PAC Certified Independent 
Coach. 783 nursing home 
staff were trained in the 
Positive Approach to Care 
Model. 

The project will also identify 
outcome and process 
measures, and collect data 
in order to create a QAPI 
plan. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Indiana $600,000.00 December 1, 
2015 – 
November 30, 
2017 (two 
years) 

Leadership 
Conference 

Bi-annual leadership 
conferences to conduct 
training and promote CMS 
initiatives such as GPRA 
pressure ulcer initiative, care 
coordination, dementia care, 
and healthcare associated 
infections. Improve awareness 
of healthcare quality issues in 
long-term care, increase 
participation in healthcare 
quality improvement projects 
addressing significant 
healthcare quality issues, and 
improve quality of life and 
quality of care for nursing 
home residents related to the 
topics of the conferences. 

Brookshire 
Manage-
ment 
(Event 
Planner); 
Indiana 
Convention 
Center 

All 554 Indiana 
nursing 
homes were 
invited to 
attend the 
conferences, 
as well as 
representa-
tives from 
health care 
quality 
organizations, 
provider 
organizations, 
consumer 
organizations, 
and long-term 
care 
ombudsman. 

Conduct up to four 
conferences over a two-
year period - hosting up to 
1,300 attendees each. 
Specific to conference 
topics, the Indiana State 
Department of Health 
(ISDH) will track the 
following indicators: number 
of statewide deficiencies; 
Indiana's rank regarding the 
frequency of topic 
deficiency; number of 
facilities that participate in 
state projects related to 
conference topics; if 
possible, identify rates of 
topic deficiencies through 
MDS data and other 
sources. ISDH will also 
track the number of facilities 
that attend, number of 
statewide immediate 
jeopardy level deficiencies 
on surveys, percent of 
providers cited at immediate 
jeopardy level related to 
topic, number of statewide 
actual harm level 
deficiencies cited on survey, 
and percent of providers 
cited at actual harm related 
to topics. 

Training October 22, 2015: Health 
Care Quality Leadership 
Conference focused on 
investigative strategies for 
addressing abuse. 864 
conference registrants. 

September 13, 2016: ISDH 
hosted a Leadership 
Conference on infection 
control and prevention. 804 
conference registrants. 
March 8, 2017: ISDH hosted 
a Leadership Conference on 
dementia care. Conference 
featured Teepa Snow, 
developer of Positive 
Approach to Care. 1,010 
conference registrants. 

Registrants at each 
conference included 
representatives from 
approximately 300 -350 
nursing homes as well as 
representatives from health 
care quality organizations, 
provider organizations, 
consumer organizations and 
long-term care ombudsman. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity (ies) 
that received 
funding and 
will carry out 
the project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Indiana $400,000.00 February 1, 
2017 – January 
31, 2019 (two 
years) 

Indiana 
Nursing Home 
Advanced 
Education 
Project 

The purpose of the project is to 
implement a program to 
improve the education of 
healthcare professionals 
working in long-term care 
facilities through course 
development focused on a lack 
of qualifications in important 
geriatric care areas, such as 
healthcare quality 
improvement, infection 
prevention, wound care, and 
Alzheimer’s/ dementia care. 

University of 
Indianapolis, 
Center for Aging 
and Community 
(Project 
Coordinator); 
Alzheimer's 
Association of 
Greater Indiana; 
Association of 
Professional s in 
Infection Control 
and Epidemiol-
ogy; Indiana 
University 
School of 
Medicine’s 
Department of 
Gerontology; 
Wound Care 
Education 
Institute 

Courses will be 
available to all 
Indiana nursing 
homes, as well 
as to health 
care quality 
organizations 
and education 
programs 

Indiana State Department of 
Health will offer four 
advanced certification level 
education courses to 
approximately 25-50 
participants for each course, 
to include the training 
materials in the following 
areas: healthcare quality 
improvement, infection 
prevention, wound care, and 
Alzheimer's/ dementia care. 

Training Results will be 
available in March 
2019 

Indiana $600,000.00 December 1, 
2016 – 
November 30, 
2018 (two 
years) 

Regional 
Collaborative 
Project 
Expansion 

Develop regional collaborative 
groups that are locally-based to 
work on quality improvement 
efforts within the nursing homes 
in their communities. Each 
regional collaborative will be 
responsible for developing and 
implementing at least two 
quality improvement projects 
addressing a quality of care 
need as identified through a 
QAPI process utilizing QAPI 
principles. 

University of 
Indianapolis 
Center for Aging 
and Community 
(Project 
Coordinator); 
nine long term 
care regional 
collaborative 
projects 

Each of the nine 
regional 
collaborative 
projects 
includes 20-25 
nursing homes. 
Projects are 
implemented to 
improve quality 
of care or 
quality of life for 
residents. 

Support the established  
regional collaboratives and 
expand to establish two to 
three new collaborative 
groups that will: Develop at 
least two quality 
improvement projects to 
address quality of care 
issues determined through 
a needs assessment 
conducted in their region, 
develop a QAPI facility plan 
template that can be 
adapted by facilities, and 
develop at least three QAPI 
project plan templates that 
can be adopted by nursing 
homes. 

Direct 
Improvements 
to Quality of 
Care 

Results will be 
available in January 
2019 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Indiana $500,000.00 April 15, 2016 – 
April 14, 2018 
(two years) 

Expressive 
Arts in Long 
Term Care 

An effective expressive arts 
program results in increased 
engagement of residents. This 
project will result in an 
Expressive Arts Course and an 
Expressive Arts Train-the-
Trainer Course. The project will 
focus on the use of arts through 
movement, drawing, painting, 
sculpting, writing, music, or 
acting as interventions or 
approaches to improve quality 
of life for residents. 

University of 
Indianapolis 
Center for 
Aging and 
Community 
(Project 
Coordinator) 

Participating 
Indiana nursing 
homes and 
their residents; 
and 
participating 
Indiana health 
care quality 
organizations 
and consumer 
organizations 
that serve long 
term care 
facilities and 
nursing home 
residents. 

The Expressive Arts Course 
will be offered statewide six 
times. The Expressive Arts 
Train-the-Trainer Course 
will be offered twice at 
different locations in the 
state. A toolkit will be 
created to provide a 
resource for implementation 
within long-term care 
facilities. 

Training Results will be available in 
June 2018 

Indiana $600,000.00 May 1, 2016 – 
April 30, 2018 
(two years) 

Polypharmacy 
Reduction in 
Long Term 
Care 

The project is implementing a 
unique approach to 
polypharmacy reduction in 21 
participating Indiana nursing 
homes. The project’s goal is to 
reduce the use of unnecessary, 
non-beneficial, and harmful 
drugs, resulting in improved 
quality of life, improved quality 
of care, and reduced health 
care costs. 

Purdue 
University 
School of 
Nursing 
(Project 
Coordinator) 

Approximately 
21 nursing 
homes will 
participate in 
the project; 
the program 
aims to benefit 
the residents 
of these 
nursing 
homes. 

The average number of 
prescribed medications in 
nursing homes is 9-15 
drugs per resident. The 
project will safely and 
effectively reduce the 
average number of 
medications per resident, 
including a reduction of 
antipsychotic drug use. 

Direct 
Improvements to 
Quality of Care 

Results will be available in 
July 2018 



The nursing
homes, nursing
home staff,
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Indiana $332,360.00 October 1, 
2017 – 
September 30, 
2020 (three 
years) 

Conversations 
on Advanced 
Care Planning 
in Nursing 
Homes 

The project will implement 
improvements to advance care 
planning in nursing homes 
focusing on person-directed 
culture, resident quality of life, 
and resident choice. The most 
important component of 
advance care planning is the 
initial conversation about one's 
health care wishes. 

University of 
Southern 
Indiana 
(Project 
Coordinator); 
Respecting 
Choices 

15 nursing 
homes will 
participate, 
benefiting 
participating 
residents and 
their families. 

The Respecting Choices 
Last Steps Model will be 
implemented in 15 nursing 
homes. 25 individuals will 
be trained as facilitators per 
year, for a total of 75 
facilitators. The project will 
create a model for 
implementing advance care 
planning in a nursing home. 
The project will study 
whether quality advance 
care planning reduces the 
number of unnecessary 
hospitalizations. 

Direct 
Improvements to 
Quality of Life 

Results will be available in 
October 2020 

Indiana $113,700.00 Annual Administrative 
Use of CMP 
Funds for the 
State of 
Indiana 

N/A N/A N/A N/A Administrative N/A 

Michigan $300,000.00 July 1, 2016 – 
December 31, 
2017 
(one and a half 

years) 

Holland Home 
Alzheimer’s 
Simulation 

Development of an Alzheimer's 
simulation and training program 
to drive culture change and 
training for nursing home staff to 
better care for patients with 
dementia-related issues. 

Holland 
Home 

Holland 
Home staff 

Provide training to all current 
and incoming staff whose 
care roles bring them into 
regular contact with 
individuals with dementia. 
Training includes dementia 
simulation & Teepa Snow's 
Positive Approach to Care. 
Teepa Snow will design and 
develop a series of core 
training materials. Two staff 
members will be trained as 
facilitators for simulation and 
as trainers for sustainability. 

Training Since July 2016 more than 
800 employees and 25 care 
givers have gone through this 
training. The overall results 
were not only a positive 
learning experience but 
helped staff to have a different 
outlook towards the 
consumers. There is a better 
understanding what each 
consumer has to go through 
on a daily basis and the many 
challenges they face. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the 
goals and objectives 

of the project 

List entity (ies) that 
received funding 

and will carry out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Michigan $329,916.00 May 1, 2016 – 
April 30, 
2019 
(three 
years) 

Western 
Michigan 
University 
Behavioral 
Consultation 
and Services 

To provide behavioral 
consultation and services 
to persons with cognitive 
impairment at skilled 
nursing facilities in 
Michigan. To assist 
these individuals to age 
in place, reduce the use 
of medication to manage 
behavioral and 
psychological symptoms 
of dementia, improve 
staff knowledge and 
abilities, and develop 
modules that can be 
adopted by other skilled 
nursing facilities. 

Center for 
Gerontology at 
Western Michigan 
University, 
Kalamazoo; Heritage 
Community of 
Kalamazoo; Harold & 
Grace Upjohn Care & 
Rehabilitation Center 

N/A Conduct intake 
assessments; conduct 
Functional Behavioral 
Assessment (one to four 
weeks), to include 
interviewing caregivers, 
direct observation, and 
manipulation of 
environmental variables to 
develop treatment plan; 
develop and evaluate 
function-based 
interventions (three to eight 
weeks); conduct training for 
staff and caregivers on 
interventions; create 
training modules. 

Direct 
Improvements 
to Quality of 
Care 

Results pending 

Minnesota $308,000.00 July 2016 – 
July 2019 
(three 
years) 

Music 
and 
Memory 

Provide Minnesota 
nursing homes funding 
to implement their own 
music and memory type 
programming. To 
implement as many 
music and memory type 
programs in nursing 
facilities across the 
State of MN, through 
the issuance of mini 
grants. 

Minnesota 
Department of 
Human Services 
(MDHS) 

29 nursing 
facilities in the 
State of 
Minnesota have 
received 
monies to train 
facility staff and 
implement 
internal music 
and memory 
programs. For 
a full list please 
contact MDHS. 

Many grant awards are 
anticipated, however since 
this is a voluntary program, 
the total number of nursing 
facilities that will be 
awarded grants to 
implement programs is not 
known at this time. 

Direct 
Improvements 
to Quality of 
Life 

To date, 29 nursing facilities have 
implemented programs. An additional 34 
facilities have been awarded grants but 
have no yet implemented programs. 

Minnesota $90,075.00 June 2017 – 
June 2019 
(two years) 

Joint Provider 
and Surveyor 
Training for 
Revised 
Requirements 
of 
Participation 

To provide nursing facility 
leaders the knowledge 
needed to implement the 
revised regulations 
through training held at 
statewide locations. 

Minnesota 
Department of Health 
and Minnesota 
Department of Human 
Services, with work 
carried out through 
subject matter expert 
speakers and 
individuals /entities 
involved in the 
logistics of holding 
training sessions 
statewide 

Nursing home 
facility staff who 
attend the 
training 

Providers attending the 
training will have a better 
understanding of the 
revised requirements of 
participation. 

Training One all-day training session was 
repeated at four locations throughout 
the state in November 2017. 800 
nursing home staff (representing 
approximately 250 nursing facilities), 17 
ombudsman staff and 120 survey 
agency staff attended. Topics covered 
in the first round of training included; 
new survey process, facility-wide 
assessment, staff competency and 
training, quality assurance and program 
improvement (QAPI), behavioral health, 
and abuse reporting. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Ohio $507,720.00 April 1, 2016 -
December 31, 
2018 (33 
months) 

Wound Care 
Certification 

The goal of this project is to 
provide wound care education 
and certification to direct care 
staff in order to improve the 
prevention and treatment of 
pressure injuries. 

Ohio Health 
Care, 
Association 
(OHCA), 
Ohio Health 
Care 
Association 
Educational 
Foundation 
(EFOHCA), 
Wound 
Care 
Educational 
Institute 
(WCEI) 

100 - 200 
nursing home 
facilities 
throughout 
Ohio 

5% - 15% improvement in 
the incidence of pressure 
injuries in long-stay 
residents, with a 
corresponding 
improvement in the CMS 
pressure injury quality 
measure; wound care 
certification for up to 200 
nurses; 11 quarterly 
progress reports and a 
final report at the 
conclusion of the project 

Training Results pending 

Ohio $1,005,662.00 June 2016 -
June 2019 
(three years) 

Preferences 
of Everyday 
Living 
Inventory 
(PELI) 

The goal of this project is to 
assist nursing facility staff in 
translating PELI data into daily 
care practices, with a focus on 
promoting the adoption of 
preference assessment through 
education and training, as well 
as promoting sustainability 
through quality improvement 
strategies. 

Miami 
University 
and the 
Scripps 
Gerontology 
Center 

This project has 
the potential to 
benefit all 960 
nursing 
facilities in Ohio 
(if all choose to 
participate in 
the project). 

Education and training 
materials for all ranges of 
nursing facility staff, 
including newsletters, 
webinars, and training 
videos with guides; 
Process for integrating 
preference data into 
quarterly care planning 
meetings; A variety of 
technological solutions 
for collecting, managing, 
and tracking data in 
order to help facilities 
sustain preference-
based care over time; An 
online discussion board 
to allow facilities to post 
questions and successes 
in providing preference-
based care; 12 quarterly 
progress reports, and a 
final report at the 
conclusion of the project. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Ohio $717,852.00 July 1, 2016 -
June 30, 2019 
(three years) 

Opening 
Minds 
Through Art 
(OMA) 

The goal of this project is to 
provide OMA training for staff at 
approximately 102 Ohio 
nursing facilities. The OMA 
program provides opportunities 
for creative self-expression and 
social engagement for people 
with Alzheimer's disease and 
other neurocognitive disorders. 

Miami 
University 
and the 
Scripps 
Gerontology 
Center; 
Approxima-
tely 102 
nursing 
facilities 
throughout 
Ohio that will 
receive seed 
money to 
launch OMA 
programs in 
their 
facilities. 

Staff and 
residents at 
approximately 
102 Ohio 
nursing 
facilities 

Online video-based training 
modules; assessment of online 
training compared to in-
person training; post-training 
consultation and support, 
including online support; 
certification as an OMA facility 
upon completion of one year of 
OMA programming; 
conferences in years two and 
three to share best practices 
among those implementing the 
program; satisfaction 
questionnaires given to 
conference attendees; 12 
quarterly progress reports and 
a final report at the conclusion 
of the project. 

Training Results pending 

Ohio $603,310.00 January 2017 -
June 2019 (30 
months) 

Antipsychotic 
Use 
Reduction 

The goal of this project is to 
reduce the use of antipsychotics 
for residents with dementia by 
providing training to nursing 
facility staff on non-medication 
behavior management skills. 

Waugh 
Consulting, 
LLC 

This project will 
benefit 
approximately 
40 nursing 
facilities in 
Northwest 
Ohio. 

Up to 80 interdisciplinary staff 
certified in the Reality 
Comprehension Clock Test 
(RCCT) cognitive assessment 
tool; decrease in the use of 
antipsychotic medications for 
residents with dementia and 
dementia-related conditions; 
improved performance on the 
CMS antipsychotics quality 
measure; ten quarterly 
progress reports and a final 
report at the conclusion of the 
project. 

Training Results pending 



reduction in citations
the Ohio
Health,
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry out 
the project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Ohio $73,545.02 April 1, 2017 - Focused The goal of this project is to LeadingAge Three Ohio This project is expected to Training Results pending 
May 31, 2019 Nurse reduce unnecessary Ohio, nursing reduce hospital readmission 
(26 months) Education hospitalizations and emergency 

room visits by increasing the 
ability of registered nurses 
(RNs), licensed practical nurses 
(LPNs) and state tested nursing 
assistants (STNAs) to 
communicate the conditions of 
the residents in their facilities 
accurately, effectively, and 
confidently. 

Optimized 
Care Network 
(OCN), 
The Ohio 
State 
University 
Office of 
Geriatrics and 
Interprofess-
ional Aging 
Studies, 
The Ohio 
State 
University 
College of 
Nursing, 
Silver 
Screen 
Video 
Productions 

facilities in 
Montgomery, 
Logan, and 
Lorain counties: 
Bethany Village 
(Dayton), 
Green Hills 
Retirement 
Community 
(West Liberty), 
and Kendal at 
Oberlin 
(Oberlin) 

rates by a combined 20% 
and reduce preventable 
emergency room visits by a 
combined 10% for the 
following seven health 
conditions: congestive heart 
failure, pressure injuries, 
pneumonia, COPD, 
diabetes, stroke, UTIs. 
This project is also 
expected to develop 
geriatric-specific 
curriculum, video training 
modules, pre- and post-
tests, certificate of 
completion, nine quarterly 
progress reports, and a 
final report at the 
conclusion of the project. 

Ohio $2,000,242.50 April 1, 2017 - Person- The goal of this project is to Office of Approximately Expectations include a 10% Training Results pending 
April 30, 2019 Centered Staff improve person-centered care the State 100 nursing reduction in citations issued by 
(25 months) Engagement in approximately 100 nursing 

facilities, focusing on strategies 
that emphasize the correlation 
of low staff turnover and high 
quality, person-centered care. 

Long-Term 
Care 
Ombudsman, 
12 regional 
long-term 
care 
ombudsman 
programs, 
B&F 
Consulting, 
Scripps 
Gerontology 
Center 

facilities 
throughout 
Ohio 

The Ohio Department of 
Health, a 10% reduction in 
ombudsman-verified 
complaints, a 10% 
improvement in staff 
stability, four semi- annual 
progress reports, and a final 
report at the conclusion of 
the project. 



 46 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

    

                      
               

               
             

        
        

           
          

          
    
  

       
   

    
       

      

                    
             
        

      
       

       
       

     
    
   

   
  

  
  
 

 
 

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Ohio $727,008.00 April 15, 2017 -
December 31, 
2018 (26.5 
months) 

LifeBio The goal of this project is to 
enhance person-centered care 
in participating nursing facilities 
by developing a Life Story 
Booklet and 1-page Life Story 
Summary for residents. These 
are to be shared with direct care 
staff and posted in or directly 
outside each resident's room. 

Ohio 
Colleges of 
Medicine 
Government 
Resource 
Center, 
Benjamin 
Rose 
Institute on 
Aging, 
LifeBio 
Corporation, 
Universal 
Healthcare 
Action 
Network 

Approximately 
30 nursing 
facilities in 
Northeast Ohio 

Approximately 830 LifeBio 
Story Booklets and Life 
Story Summaries, 
training materials for staff 
and volunteers, 
monthly webinars to 
provide technical assistance 
increased resident and 
family satisfaction with care, 
particularly regarding care 
preferences, 
a reduction in the use of 
antipsychotic medications, 
nine quarterly progress 
reports, and a final report at 
the conclusion of the project. 

Direct 
Improvements to 
Quality of Care 

Results pending 

Ohio $128,240.00 July 1, 2017 -
June 30, 2018 
(one year) 

CARES® 
Dementia 
Training 

The goal of this project is to 
train direct care staff in the 
CARES Dementia Basics 
Online Training Program so 
they can provide more person-
centered care to residents with 
dementia and dementia-related 
conditions. 

Ohio 
Health Care 
Association, 
Ohio 
Health Care 
Association 
Educational 
Foundation, 
HealthCare 
Interactive, 
Inc. 

150 nursing 
facilities 
throughout 
Ohio 

Enrollment 
offered first to 
facilities in the 
bottom 25% (as 
measured by 
the Ohio 
Department of 
Aging's 2015 
Nursing Home 
Resident 
Satisfaction 

The project will deliver 50 
one-year subscriptions to the 
CAREs Dementia Basics 
Online Training Program. 
Facilities will have at least 
25% of their staff complete 
the training. At least one staff 
member at each participating 
facility will earn the 
essentiALZ certification. 
Project aims to improve 
scores on the Ohio 
Department of Aging's 
Nursing Home Resident 
Satisfaction Survey and will 

Training Results pending 

Survey) develop four quarterly 
progress reports, and a final 
report at the conclusion of 
the project. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Ohio $216,220.00 August 1, 2017 -
June 30, 2019 
(23 months) 

Telehealth The goal of this project is to 
demonstrate how increased, 
responsive access to care via 
telehealth technology enhances 
care coordination for medically 
complex nursing facility residents. 

Leading Age 
Ohio, 
Optimized 
Care Network 

Two rural Ohio 
nursing facilities: 
Green Hills 
Community 
(located in Logan 
County) and 
Ohio Eastern 
Star Home 
(located in Knox 
County) 

Deliver on-site clinic 
(CareSpace) at Green Hills 
Community, introduce a 
telemedicine cart at Ohio 
Eastern Star Home, reduce 
emergency room visits by 
10%, reduce hospital 
admission and readmissions 
by 10%, and produce eight 
quarterly progress reports, 
and a final report at the 
conclusion of the project.

Direct 
Improvements to 
Quality of Care 

Results pending 

Ohio $6,319.30 May 2017 -
February 2018 
(nine months) 

Pine Kirk 
Relocation 

Project goals are to: move the 
belongings of residents who were 
relocated in the aftermath of an 
emergency event that occurred at 
Pine Kirk nursing facility on May 
12, 2017, and facilitate the move 
back to Pine Kirk in February 
2018 for those residents who 
choose to do so.  

Mathis Moving 
& Storage 
Company 
(Newark, OH) 

Pine Kirk nursing 
facility residents 
(Kirkersville, OH) 

Move resident belongings for 
23 residents from Pine Kirk to 
receiving facilities, relocate 
residents who choose to do 
so from receiving facilities 
back to Pine Kirk via van or 
ambulance. Move these 
residents' belongings from 
receiving facilities back to 
Pine Kirk. 

Resident 
Relocation 

Results pending 

Ohio $60,256.00 Annual Administrative 
Use of CMP 
Funds for the 
State of Ohio 

N/A N/A N/A N/A Administrative N/A 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $100,000.00 June 2016 – 
May 2017 (one 
year) 

TimeSlips 
Creative 
Storytelling, 
Inc. 

Through the use of 
improvisational storytelling, 
the project aims to improve 
communication and social 
connectedness, reduce 
challenging behaviors, and 
potentially reduce anti-
psychotic medications. The 
project also seeks to improve 
positive engagement between 
staff and residents. 

TimeSlips 
Creative 
Storytelling, 
Inc. 

50 Wisconsin 
nursing homes 

Certify 50 nursing homes in 
improvisational storytelling 
to improve communication 
and social connectedness 
among people with 
dementia. Recruit and train 
facility staff and volunteers 
and certify lead facilitators 
in each nursing home in 
Creative Storytelling 
Engagement Training. Hold 
face-to-face and telephone 
coaching sessions to 
answer questions, provide 
demonstration of a variety 
of techniques and provide 
continuity and support for 
new staff and volunteers. 

Direct 
Improvements to 
Quality of Life 

The  final  project  results  can  be  
accessed  using  the  following  
link  to  the  project  report: Final 
Report 

Wisconsin $67,373.00 December 
2016 – March 
2017 (four 
months) 

Cycling 
Without Age 

Implement a rickshaw cycling 
program at Lutheran Homes of 
Oshkosh to expand possibilities 
and experiences for people 
living in nursing homes, 
including persons living with 
severe physical limitations and 
dementia. 

Lutheran 
Homes of 
Oshkosh Inc. 

No data 
available 

Implementation of the 
Cycling Without Age 
program in the nursing 
home, including the creation 
of video and informational 
handouts to share with 
volunteers and other 
nursing homes and 
purchase of a transport 
trailer to carry a rickshaw to 
other nursing homes to 
raise awareness of the 
program. Nursing staff will 
partner with the University 
of Wisconsin - Oshkosh to 
conduct research to 
determine the outcomes of 
the program and create 
capacity to support 
development of the program 
in other skilled nursing 
facilities in Wisconsin. 

Direct 
Improvements to 
Quality of Life 

The  final  project  results  can  be  
accessed  using  the  following  
link  to  the  project  report: Final 
Report 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $7,000.00 January 2017 – 
December 
2017 (one year) 

Intergenerat-
ional Program 

Provide meaningful activities, 
educational opportunities, and 
innovative programming for 
grade school students, high 
school students, and nursing 
home residents to help build 
intergenerational relationships. 

Good 
Samaritan 
Society-Lodi; 
School 
District of 
Lodi 
Other WI 
nursing 
homes that 
choose to 
implement 
the 
Intergenerat 
-ional 
program 
using the 
Project 
manual 

No data 
available 

The after school program will 
include programs and special 
events where students and 
residents will foster 
relationships using prepared 
activities. These activities will 
develop a social connection 
between students and 
residents; establish positive 
relationships, and respect for 
another generation. The 
program pays for 
transportation for students; 
supplies for activities; and the 
development of a program 
manual for use by other 
nursing homes to replicate 
the program. The project will 
be evaluated using 
satisfaction surveys 
developed for residents, 
students, family members and 
nursing home staff. 

Direct 
Improve-
ments to 
Quality of Life 

Results pending 

Wisconsin $59,250.00 August 2016 – 
August 2019 
(three years) 

Infection 
Prevention and 
Control Training 
for Health Care 
Professionals 
Working in 
Nursing Homes 

Develop an educational program 
to address how antimicrobial 
stewardship, outbreak 
identification and control, and 
surveillance relate to infection 
control and prevention. 

Department of 
Health 
Services, 
Wisconsin 
Healthcare-
Associated 
Infections in 
Long-Term 
Care Coalition 

Wisconsin 
nursing homes 

Hold five regional workshops for 
100 nursing home infection 
preventionists and one 
conference with 600 or more 
nursing home infection 
preventionists. At the 
completion of the training 
program, 80% (or higher) of 
nursing homes will have 
lowered communicable infection 
rates by at least 10% (versus 
the same period in the prior 
year). Compliance with hand 
hygiene will increase by 20-
30%. There will be a reduction 
in surface contamination by up 
to 30%. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $58,300.00 February 2017 
–January 2018 
(11 months) 

Noah's 
Landing 
Program 

Establish a program to enhance 
quality of life by encouraging 
resident relationships with pets. 
Introduce dogs and cats into the 
facility and into nontraditional 
therapy to enhance the lives of 
nursing home residents. 

Lutheran 
Homes of 
Oshkosh Inc. 

No data 
available 

Select and train three cats 
and three dogs suitable for 
life in a nursing home; 
build a dog run; teach staff, 
residents, and volunteers 
how to handle and care for 
the dogs and provide 
counsel as needed; 
develop a program video 
and manual with lessons 
learned and a toolkit for 
program replication in other 
nursing homes. The 
program manual will share 
the philosophy, planning 
tools, activity ideas, 
program guides of the 
program and lessons 
learned. Lutheran Homes 
of Oshkosh will partner with 
the University of Wisconsin 
Oshkosh - College of 
Nursing to conduct 
quantitative and qualitative 
research measuring 
outcomes of the program. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Wisconsin $25,000.00 November 
2016 – October 
2017 (one year) 

Social Media 
and Brochure 
Project 

Statewide campaign to educate 
nursing home staff of the 
potential for violations of 
resident rights and caregiver 
misconduct by using handheld 
devices. Reduce the number of 
misconduct incidents related to 
sharing photos or videos of 
residents on social media. 

Department 
of Health 
Services 

Wisconsin 
nursing homes 

Each nursing home will 
receive: two videos for staff 
training, two laminated, 
international standard sized 
large posters (to post in 
break rooms), and 
brochures for employees to 
receive when they are hired 
and at ongoing training 
events. 

Training The  final  project  results  can  be
accessed  using  the  following  
link  to  the  project  report: Final 
Report 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $5,000.00 February 2017 
–February 2018 
(one year) 

Fitbits to 
Monitor 
Sleep/Wake 
Patterns 

Use Fitbits to help nursing staff 
assess sleep patterns (with 
minimal disruption to residents); 
distinguish falls patterns; and 
monitor medication adjustment 
for residents. 

Brewster 
Village 

No data 
available 

Partner with the University 
of Wisconsin - Oshkosh to 
analyze the data collected 
to understand how a 
resident's sleep patterns 
and routines affect their falls 
pattern, medication 
monitoring, and overall 
psychosocial well-being. 

Direct 
Improvements 
to Quality of 
Care 

The  final  project  results  can  be
accessed  using  the  following  
link  to  the  project  report: Final 
Report 

Wisconsin $192,200.00 April 2017 – 
March 2019 
(two years) 

Statewide 
Expansion of 
the Student 
Volunteer 
Program 

This program connects high 
school and college student 
volunteers with a local nursing 
home certified by Music & 
Memory to assist in 
implementation and continuity of 
the Music & Memory program. 
Residents benefit from 
increased access to 
personalized music through the 
extra set of hands provided by 
students, enhanced 
socialization opportunities, and 
a variety in daily routine. 
Reduced reliance on anti-
psychotic and anti-anxiety 
medication, reduced agitation, 
and improved quality of life is 
also anticipated. 

Music & 
Memory, Inc. 

All participating 
Wisconsin 
nursing homes 
certified by 
Music & 
Memory 

The project will increase the 
number of volunteers in 
nursing homes and 
residents benefiting from 
intergenerational 
relationships. Residents will 
have greater access to their 
personalized music and the 
associated benefits. 
Improvements in quality of 
life and continued reduction 
in the use of antipsychotic 
medications is also 
anticipated. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $29,300.00 August 2017 – 
August 2018 
(one year) 

Leadership & 
Systems 
Implementa-
tion 101 
Workshop 
Program 

The Wisconsin Director of 
Nursing Council will provide 
seven day-long workshops for 
teams of Nursing Home 
Administrators and Directors of 
Nursing to focus on developing 
leadership skills, principles of 
systems implementation, and 
systems maintenance. The 
workshops will provide 
education and interactive 
guidance regarding these 
issues and include development 
of an action plan for process 
improvement in their nursing 
home. 

Wisconsin 
Director of 
Nursing 
Council-
Education 
Forum 

Participating 
Wisconsin 
nursing homes 

The Administrators and 
Directors of Nursing will 
effectively implement 
change in a system in their 
nursing homes that will 
enhance the quality of care 
and life for residents. 
These principles will be 
used to identify and 
implement change in other 
systems in the nursing 
home, as needed. 

Training Results pending 

Wisconsin $46, 700.00 August 1, 2017 
– March 31, 
2019 (20 
months) 

Alzheimer’s 
Poetry Project 
Program 

Over a three-month period, 20 
nursing homes will be trained in 
the methods and techniques of 
the Alzheimer's Poetry Project. 
This is a unique and innovative 
program that uses the power of 
the spoken word and builds on 
the long tradition of poetry as an 
oral art form. 

Center for 
Community 
Stewardship 

20 participating 
Wisconsin 
nursing homes 

Improve the quality of life of 
nursing home residents with 
dementia and other 
psychosocial needs through 
increased socialization 
(decreasing isolation and 
boredom). By accessing 
resident creativity, staff 
sees residents as more fully 
human, engaging in 
performing and creating 
poetry. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $14,040.00 September 
2017 – August 
2018 (one year) 

Pressure 
Redistribution 
System 

Purchase a pressure mapping 
system to assess pressure 
distribution for residents to 
reduce the prevalence of 
pressure ulcers and create a 
better quality of life. The 
mapping will show exactly what 
cushions or mattress to use in 
order to properly redistribute the 
individual's pressure point(s). 

Dove 
Healthcare -
West 

Other 
Wisconsin 
nursing homes 
who learn 
about the 
program from 
Dove 
Healthcare-
West nursing 
home staff 

Implementation of a 
pressure mapping system in 
the nursing home to assess 
and monitor residents at 
risk for developing pressure 
injuries. Facility staff will be 
trained in the technology 
and use of the mapping 
system. Individual staff will 
be assigned responsibility 
for conducting pressure 
mapping on an ongoing 
basis in the facility. The 
facility will analyze the data 
and report on the outcomes 
of utilizing the pressure 
mapping system (related to 
the speed of healing 
existing pressure injuries, 
the prevention of future 
injuries and the 
improvement in resident 
satisfaction and quality of 
life). Nursing home staff will 
share their findings with 
other nursing homes at 
regional Directors of 
Nursing meetings. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $23,000.00 September 1, 
2017 – June 30, 
2019 (one year, 
nine months) 

Stop, Starting 
It 

The project will provide 10 
workshops across the state, 
with participation of 30-40 
caregivers at each training 
session. The training will assess 
attitudes, reframe perspectives, 
and practice interpersonal skills 
for working with people with 
dementia. The workshop will 
expose caregivers to new 
experiences and practices that 
will change attitudes and 
behaviors toward individuals 
with dementia, having a direct 
impact on their quality of life. 

North 
Central 
Health Care 

Participating 
Wisconsin 
nursing homes 

Participants will learn how 
to promote an overall 
environment of positive 
language and behaviors 
when working with people 
with dementia. Facilities will 
use this information to 
review their hiring and 
training practices, assess 
current resident- centered 
care practices, and identify 
opportunities for decreasing 
medications. Pre- and post-
test information will be 
collected at each 
presentation and will be 
used to evaluate the 
effectiveness of the training. 

Training Results pending 

Wisconsin $44,820.00 October 1, 

2017 - March 
31, 2018 (six 
months) 

Performance 
Improvement 
CMP Funds 
Project 

The Wisconsin Center for 

Performance Excellence will 
hold five workshops across the 
state for staff from 105 nursing 
homes with a one or two star 
rating from CMS. The workshops 
are designed to improve their 
performance using the Eight 
Disciplines method. Participants 
will develop corrective action 
plans as part of the workshop 
and, four weeks later, will 
participate in a two-hour, 
interactive group webinar to 
facilitate their transition into 
individual action projects. 

Wisconsin 

Center for 
Performance 
Excellence 

Wisconsin 

nursing homes 

Expected outcomes are 

measurable improvements 
to resident health and 
safety, as well as increased 
compliance with federal 
regulations. A 
corresponding outcome is a 
reduction in events that 
result in civil money 
penalties being assessed 
to nursing homes. Nursing 
homes will narrow the gap 
between their current 
performance and future 
potential with the expected 
outcome of improving 
resident health and safety. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $7,500.00 December 
2017 – May 
2018 (six 
months) 

Write Your 
Life 

This program brings together 
residents, students, and 
community members to listen to 
residents tell their life stories 
and help them record their 
memories, creating a keepsake 
to share with their loved ones. 
The stories will be printed into a 
book and presented to each 
resident and their families. The 
founder of the Write Your Life 
Seminar will spend three 
afternoons working with 
residents to share her program 
of creative expression. 

Park View 
Health 
Center 

Park View 
Health Center 
Nursing Home 
Residents 

As a result of this program, 
nursing home residents will 
improve their level of 
cognition, experience less 
depression, and improve 
their behavioral functioning. 
An additional benefit is the 
development of 
intergenerational 
relationships that are 
created as a result of this 
project. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Wisconsin $200,000.00 December 
2017 – 
November 
2019 (two 
years) 

Nursing Home 
Lighting to 
Improve 
Resident 
Health and 
Lower Fall 
Rates 

The Midwest Lighting Institute 
will conduct a pilot study in two 
Wisconsin nursing homes to 
determine if the installation of 
energy-efficient LED lighting will 
improve health by: helping 
residents maintain better 
daytime alertness and cognitive 
function, improving sleep and 
reducing their symptoms of 
depression, and improving 
safety by helping residents see 
better and move around more 
easily. The pilot is an 
opportunity to understand how 
the right spectrum of light may 
improve the lives of nursing 
home residents. 

Midwest 
Lighting 
Institute, Inc. 

Two Wisconsin 
nursing homes 

Significant improvements in 
health as assessed by 
improved cognitive function; 
better sleep; reduced 
agitation; reduced 
symptoms of depression; 
and a significant reduction 
in the incidence of falls 
(reducing injury and 
consequential health 
burdens). Results from the 
pilot study will be presented 
to all nursing homes via 
three statewide seminars 
and webinars. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 5 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Wisconsin $1,159,200.00 July 2017 – 
July 2019 (two 
years) 

Caregiver 
Career 
Program 

The program is designed to 
encourage individuals to enter 
caregiver careers. The program 
includes a comprehensive 
marketing and recruitment plan, 
highlighting the program and the 
rewarding aspects of working as 
a nurse aide. Nurse aide 
training and testing is provided 
by the program at no cost to the 
student, and a $500 retention 
bonus is paid by participating 
nursing homes to nurse aides 
after six months on the job. 
Regular webinars will be 
provided for nursing homes 
offering best practices for staff 
recruitment and retention. 

Wisconsin 
Department 
of Health 
Services 

Wisconsin 
nursing homes 

The project will increase the 
number of nurse aides in 
Wisconsin nursing homes 
by 3,000, highlight the 
rewarding aspects of 
working as a nurse aide 
caring for elders, and hold 
regular webinars for nursing 
home staff, featuring 
nationally recognized 
speakers who will share 
staff recruitment and 
retention best practices. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Arkansas $360,000.00 July 2017-June 
2018 (one year) 

Quality 
Assurance 
and 
Performance 
Improvement 
(QAPI) Based 
Approach to 
Meaningful 
Life, 
Empowered 
Staff, and 
Real Home 

Residents living in nursing 
home communities should have 
increased quality of life, not only 
at the nursing home, but within 
the provider community at-large. 

This project will advance 
improved quality of care through 
improved communication about 
individual plans of care. 
Residents will benefit from 
improved care transitions 
between providers and have a 
reduction in unnecessary 
medications and overall 
pharmacological interventions. 

Progressive 
Eldercare 
Services-
Green, Inc. 
DBA; The 
Green 
House 
Cottages of 
Belle Meade 

Residents of 
the Green 
House 
Cottages of 
Belle Meade 

Quality measures will 
be tracked regarding 
person-centered 
care and non-
pharmacological 
interventions. 

Direct 
Improvements to 
Quality of Care 

Results pending 

Louisiana $19,096.00 July 2017 -
June 2018 (one 
year) 

It’s Never Too 
Late 
(iN2L)Techno-
logy 

The goal of this project is to 
improve resident activity 
programming through the use of 
iN2L, an interactive, touch 
screen computer system. 

St. James 
Place 
(nursing 
home) 

Residents of St. 
James Place 

Project aims to increase in 
the number of residents 
who participate in individual 
and group activities. 

Direct 
Improvements to 
Quality of Life 

Increased resident 
participation in activities 

Louisiana $19,500.00 July 2017 -
June 2018 (one 
year) 

It's Never Too 
Late (iN2L): 
Living Life to 
the Fullest 

The goal of this project is to 
improve resident activity 
programming through the use of 
an interactive, touch screen 
computer system (iN2L). 

Villa 
Feliciana 
Medical 
Center 

Residents of 
Villa Feliciana 
nursing home 

Project aims to increase 
in resident participation in 
group and individual 
activities. 

Direct 
Improvements to 
Quality of Life 

Increased resident 
participation in group and 
individual activities 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Louisiana $42,550.00 July 2017 -
June 2018 
(one year) 

Scholarships 
for RN 
Preparation 
Program for 
Certification in 
Gerontological 
Nursing 

Identify and support 30 RNs 
through an on-line 
gerontological nursing 
certification preparation course 

Louisiana 
State Nurses 
Association 

The project is 
being 
administered by 
the Louisiana 
State Nurses 
Association 
(LSNA). The 
budget allows 
for LSNA to 
purchase 
ANCC 
preparation 
courses offered 
by the 
University of 
Nebraska and 
to pay 
certification 
examination 
fees to the 
ANCC. 

Scholarships for 30 RNs Training Results pending 

Louisiana $101,733.00 July 2017 -
June 2018 (one 
year) 

Antipsychotic 
Reduction 

The goal of this project is to 
reduce the reliance on 
antipsychotics by providing on-
site training to nursing facilities 
with high percentages of 
residents who are prescribed 
antipsychotics. 

SBAFA, Inc. 
(Shirley 
Barbara 
Freche 
Anthony, RN 
Consultant) 

Louisiana 
nursing homes 

Reduction in the use of 
antipsychotics in the 
facilities where on-site 
training is delivered 

Training Marked reduction in the use of 
antipsychotic medications in 
participating nursing homes 

Louisiana $177,103.00 July 2017 -
June 2018 
(one year) 

Recollection 
Toolkits and 
Specialized 
Dementia 
Training 

The goal of this project is to 
improve care to residents with 
dementia through staff training 
and specialized activities. 

Alzheimer’s 
Services of 
the Capital 
Area 

50 Louisiana 
nursing homes 

On-site training in 50 
nursing facilities and the 
dissemination of kits that 
are specially designed to 
assist in the delivery of 
activities to individuals living 
with Alzheimer's disease. 

Training To date, 223 staff members at 
16 different nursing homes 
have received training. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Louisiana $5,000.00 March 2017 
(Conference 
held on March 
29, 2017) 

24th Annual 
Conference 
on 
Alzheimer's 
Disease and 
Dementia 

This project underwrote the 
expenses of a national expert, 
who provided education and 
training to nursing home staff 
members about understanding 
and coping with Alzheimer's 
Disease. 

Alzheimer’s 
Services of 
the Capital 
Area 

Conference 
attendees 

Conference attendance 
and evaluation 

Training Conference attendees 
included 37 social service 
designees; two activity 
therapists; and seven 
administrators; 94% of all 
attendees rated the 
conference as "excellent" 

Louisiana $19,492.00 July 2017 -
June 2018 (one 
year) 

Broadband 
Computer 
Club 

The goal of this project is to 
improve resident quality of life 
through improved activity 
programming and social 
engagement through the use of 
an interactive, touch screen 
computer system - It's Never 
Too Late. 

Broadway 
Elder Living 
and Rehab 

Nursing home 
residents of 
Broadway 
Elder Living 
and Rehab 

Increase in resident 
participation in activities; 
increased social 
connections via Skype 

Direct 
Improvements to 
Quality of Life 

Increased participation in 
social activities and positive 
feedback from residents and 
staff 

Louisiana $19,492.00 July 2017 -
June 2018 (one 
year) 

Hashtag 
Residents on 
Computers 

The goal of this project is to 
improve resident quality of life 
through improved activity 
programming and social 
engagement through the use of 
an interactive, touch screen 
computer system - It's Never 
Too Late. 

Eastridge 
Nursing and 
Rehab 

Residents of 
Eastridge 
Nursing Home 

Increase in resident 
participation in activities; 
increased social 
connections via Skype 

Direct 
Improvements to 
Quality of Life 

Increased participation in 
social activities and positive 
feedback from residents and 
staff 

Louisiana $19,492.00 July 2017 -
June 2018 
(one year) 

Encore's 
Cajun Clickers 

The goal of this project is to 
improve resident quality of life 
through improved activity 
programming and social 
engagement through the use of 
an interactive, touch screen 
computer system - It's Never 
Too Late. 

Encore 
Healthcare 
and Rehab 

Residents of 
Encore 
Healthcare 

Increase in resident 
participation in activities; 
increased social 
connections via Skype 

Direct 
Improvements to 
Quality of Life 

Increased participation in 
social activities and positive 
feedback from residents and 
staff 

Louisiana $19,000.00 July 2017 -
June 2018 
(one year) 

Growing and 
Maintaining 
Haven 
Household 
Culture 

The goal of this project is to 
enable staff to help grow and 
maintain the skills needed for 
the facility’s households. 

Haven 
Nursing 
Center 

Haven nursing 
home staff 

75-85 staff will participate 
in Household Basic 
Training; 12-15 staff will 
participate in Household 
Leadership Development. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP project approved and objectives of the project (ies) that that will metrics for the project category 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project 
(all years) 

whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Louisiana $19,500.00 July 2017 -
June 2018 

JoEllen Smith 
Spa Retreat 

The goal of this project is to 
improve the bathing experience 

JoEllen 
Smith Living 

Residents and 
staff of JoEllen 

Increased resident 
satisfaction 

Direct 
Improvements to 

Increased resident satisfaction 

(one year) for residents by creating a spa- Center Smith Living Quality of Care 
like bathing environment and 
providing staff training. 

Center 

Louisiana $12,881.00 July 2017 - June Living Design The goal of this project is to Legacy Port Residents of Installation and maintenance Direct Aviary is under construction 
2018 (one year) Bird Aviary improve resident quality of life Allen Legacy Port of a bird aviary; increased Improvements to 

through the introduction of a bird 
aviary. 

Allen nursing 
home 

resident social engagement Quality of Life 

Louisiana $17,540.00 July 2017 - June Greener The goal of this project is to Many Residents of Increased resident and family Direct Increased use of outdoor space 
2018 (one year) Memories improve resident quality of life by 

providing an outdoor space that 
Healthcare Many Healthcare satisfaction Improvements to 

Quality of Life 
invites social engagement and 
activities. 

Louisiana $19,500.00 July 2017 -
June 2018 (one 

Joy in Bathing The goal of this project is to 
improve the bathing experience 

Regency 
House 

Residents of 
Regency 

Increased resident 
engagement in bathing 

Direct 
Improvements to 

Increased resident satisfaction 

year) for residents by creating a spa- House Quality of Care 
like bathing environment and 
providing staff training. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Louisiana $18,881.00 July 2017 -
June 2018 
(one year) 

Creating and 
Utilizing 
Innovative 
Therapies to 
Improve Our 
Residents’ 
Activities of 
Daily Living 
(ADLs) and 
Functionality 

The goal is to improve resident 
ADL function through the use of 
an interactive, touch screen 
computer system, It's Never Too 
Late. 

St. Luke's 
Nursing 
Facility 

Residents of St. 
Luke's 

Increase the number of 
residents engaged in 
rehabilitation; decrease the 
number of residents with 
ADL decline 

Direct 
Improvements 
to Quality of 
Life 

Increased duration of therapy 
sessions; positive feedback 
from residents 

Louisiana $40,000.00 Dec 2017-May Louisiana Provide training about best LEADER Conference Conference attendance and Training Results pending 
2018 Enhancing practices in nursing home attendees evaluation 
(18 months) Aging through 

Dignity, 
Empowerment 
and Respect 
(LEADER) 
Summit 

culture change 

New Mexico $27,500.00 June 2017 -
September 
2017 (three 
months) 

Empowerment 
of the 
Frontline 
Caregiver 
Project 

Award 10 scholarships to 10 
certified nurse aides (CNAs) to 
attend the National Association 
of Health Care Assistants 
Conference in Washington 
D.C. (September 6-7, 2017). 
The ten recipients will also 
present at the 2018 Leadership 
Symposium. 

This training will help build 
leaders, motivate, and educate 
front line nursing care staff. 

National 
Association 
of Health 
Care 
Assistants 

10 Certified 
Nurse Aides 

10 Certified Nurses 
Aides attended the National 
Association of Health Care 
Assistants Conference held 
on September 6-7, 2017. 
Each candidate submitted a 
short essay, outlining their 
commitment to quality and 
resident satisfaction, along 
with three letters of 
recommendation. 

Training Positive feedback received from 
the seven CNAs who attended 
the National Association of 
Health Care Assistants 
Conference in Washington, DC. 
The recipients participated in a 
panel discussion at the 2018 
Leadership Symposium held 
in Santa Fe. They shared 
what they learned and how 
they have been able to 
implement the information 
learned at the conference into 
their day-to day activities at 
the facility. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

New Mexico $94,378.00 July 2017 -
March 2018 
(nine months) 

Infection 
Control: 
Enhancing 
Quality of 
Care in Long-
term Care 
Facilities in 
New Mexico 

Provide Fundamentals in Long-
term Care Infection Control 
training to currently designated 
infection preventionists in New 
Mexico long-term care facilities. 
The purpose of the project is to 
increase long-term care staff 
knowledge in infection control 
prevention, surveillance, and 
reporting, leading to improved 
patient safety, reduced 
performance deficiencies. 

Infection 
Control 
Consultants 
of New 
Mexico 

At least ten New 
Mexico nursing 
facilities, with 
40 nursing 
home staff 
completing the 
training 

Training of 40 nursing home 
facility nurses. Program 
planning and infection 
control surveillance. New 
Mexico Association for 
Professionals in Infection 
Control and Epidemiology 
training. 

Training Initial conference was well-
received by all participants. 
The group will make future 
requests to continue with the 
progress. 

Oklahoma $160,275.00 January 2017-
December 
2019 (two 
years) 

Oklahoma 
State 
Department of 
Health 
(OSDH) Joint 
Provider 
Training 

Provide joint education for 
surveyors and providers on 
regulations and best practices. 
Provide funding for two, full-day 
joint trainings each calendar 
year. 

OSDH Oklahoma 
nursing homes 
and OSDH 
Survey Team 

Number of organizations 
and individuals attending 

Training 2017 trainings were held. 
9/26/17 (OKC) and 10/10/17 
(TULSA) featured speakers 
from the Naomi Feld and 
Teepa Snow groups to 
improve dementia care. 276 
individuals attended the Tulsa 
Training, which received an 
average satisfaction rating of 
3.8 on a 4-point scale. 277 
attended the OKC, which 
received an average 
satisfaction rating of 3.4 on a 
4-point scale. A total of 239 
facilities and 78 OSDH staff 
participated in the 2017 
training sessions. Planning for 
the 2018 training begins in 
mid-February. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category 

obligated for funded in funding and the project 
each project 

(all years) 
whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Oklahoma $2,672,525.91 April 1, 2017 - Transform This project will recruit and Oklahoma Participating Among the participating Direct Recruitment: Participation 
March 31, 2020 Long Term assist up to 60 facilities and Foundation Oklahoma nursing homes: over 50% of Improvements to vacillates, with an average of 
(38 months) Care provide intensive, on-site for Medical nursing homes quality measures and Quality of Life 58 recruited homes. 

technical assistance that Quality process measures will show 
includes: mentoring full quality (OFMQ) improvement from baseline Currently preparing for a 
assurance and performance by the end of the project. round of regional meetings. 
improvement (QAPI) Over 50% of the facilities 
implementation; assuring will have a fully functioning Staff are being trained as 
identification of appropriate QAPI program within 12 Laughter Yoga Leaders; this is 
measures for improvement; months of recruitment. one of the many skills that the 
guiding the QAPI team in data Educational offerings will contractor takes to QAPI site 
collection and monitoring for yield a 3.5 satisfaction visits. These are real tools that 
improvement; and providing score (or over). Note: build capacity among direct 
associated education, tools, and "Improvement" is defined as care staff and improve the 
resources. either a positive relative quality of life among nursing 

improvement rate (RIR) or a home residents. Of the 53 
As part of the project, will host 
two regional meetings in four 
locations (for a total of 24 

positive absolute rate. 
"Positive" is defined as 
movement in the expected 

homes having sufficient 
training to date, 52.8% of the 
participating nursing homes 

meetings). Will also host, direction for the measure. improved. 
record, and post two webinar 
trainings per contract year. 
These virtual and regional 
events will facilitate the spread 
of best practices. 

Oklahoma $164,445.00 April 2017 – Nurses Phase III of the NICHE in Long Geriatric Two Clinical education and Training Phase Three concludes this 
February 2018 Improving Term Care Community project Collaborative participating bedside rounds, based on pilot program. Although 
(15 months) Care for 

Healthsystem 
Care 
Nursing 

nursing homes 
and their staff 

the NICHE training modules quality metrics have 
improved, the current 

Elders Services format is unsustainable. 
(NICHE) (GCCNS) GCCNS has been 

instructed to initiate a train-
the-trainer approach. 
Additional results will be 
available in June 2018. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Oklahoma $797,026.35 April,1 2017- Less Is More This project is focused on the Oklahoma Participating The project will hold five Training 18 nursing homes have been 
March 31, 2020 optimization of medication Foundation Oklahoma collaborative sessions and recruited (16 was the goal). 
(36 months) systems (reducing 

antipsychotics and unnecessary 
medications). The Eden 
Alternative, a global non-profit 
focused on providing innovative 
approaches to care, has 
developed an educational 
initiative, “Less Is More: Well-
being Before the Med Cart” to 
address the optimization of 
medication systems. 
This project aims to recruit up to 
sixteen nursing homes, with 
each facility attending five 
Institute for Health Improvement 
Breakthrough Series 

for Medical 
Quality; 
Eden 
Alternative; 
Oklahoma 
University 
College of 
Pharmacy 

nursing homes aim for the improvement of 
the following quality metrics: 
immunizations 
(pneumococcal and
influenza) measure:
increase immunization rates 
(from baseline) by project
conclusion; number of 
medications (optimizing
medications): reduce (from
baseline) the average
number of medications per
resident by project
conclusion (scheduled and
as needed/PRN); anti-
psychotic medication
reduction: reduce (from 

The first two learning sessions 
have been held in three 
locations. The third is 
scheduled for April 2018. 
Pre- and post-test results for 
both sessions show relative 
improvement. 

Collaborative sessions. 
The project goal is to see a 
reduction (from baseline) in the 
use of medications on the Beers 
Criteria for Potentially 
Inappropriate Medication Use in 
Older Adults (BEERS Criteria) 
list by the end of the project. 

baseline) the use of anti-
psychotic medications by
project conclusion;
knowledge improvement:
identify improvement from
pre-session knowledge. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Oklahoma $408,028.00 April 1, 2017 - Person This project will recruit 40 TMF Health Participating OROCAG will develop a work Direct As of 12/31/17, 15 nursing 
March 31, 2019 Centered Oral nursing homes for education Quality Oklahoma plan for nursing home CNA Improvements to homes have been recruited 
(26 months) Care and will provide oral health 

screenings for ten residents in 
each home. 
The project’s key objectives 
are to: establish a statewide 
Oklahoma Resident Oral Care 
Advisory Group (OROCAG) to 
address older adult oral health 
challenges, improve nursing 
home staff knowledge, 
engagement in and skills for 
advancing person- centered 
oral care for residents, 
improve nursing home 

Institute nursing homes program training and toolkit, 
as well as initiatives to gain 
support for nursing home oral 
health care statewide. 
Nursing home staff will have 
more knowledge and 
strategies/care plans for 
personalized resident oral 
care. More residents will 
perform independent daily 
oral care and experience 
improved eating/chewing 
ability. Fewer residents will 

Quality of Care and 127 oral screens have 
been conducted during the 
first wave of the project. A 
total of 26 in-services have 
been conducted. Pre- and 
post-test results indicate an 
increase in knowledge, with a 
32% knowledge gain for direct 
care staff. Residents report 
satisfaction, sharing stories 
about how they have taken 
care of their teeth their entire 
lives, but no longer have the 
means to do so. Residents 

residents’ oral-related activities 
of daily living, improve nursing 
home resident weight stability, 
provide an oral health toolkit 
that facilities will utilize to 
improve resident oral health 
care, reduce the incidence of 
oral health-related 
hospitalizations, gather oral 
health surveillance data via 
the Basic Screening Survey 
(BSS), which will strengthen 
the Oklahoma state data 
repository gaging oral health 
burden, and develop a 
sustainability plan to continue 
training and expand the 

lose weight as a result of 
inability to eat due to oral 
issues. Facilities will use the 
toolkit to improve at least one 
aspect of resident oral health. 
Residents will face fewer oral 
health-related 
hospitalizations. BSS 
assessments will be 
conducted on at least ten 
residents at each participating 
nursing home. OROCAG will 
develop a plan to expand the 
program to at least 50 nursing 
homes beyond the initial two-
year project period. 

state they appreciate the 
attention to oral health. An 
advisory group has been 
formed and meets regularly. 

project statewide. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Oklahoma $787,783.00 September 1, 
2017 – June 
30, 2019 (22 
months) 

Step Up for 
Dementia 
Care 

This project will provide 
dementia-specific training to 
build daily care skills, 
knowledge, and empathy 
among direct care health 
professionals in 120 nursing 
homes. 

To achieve the project’s goal of 
improving the quality of 
dementia care in Oklahoma 
nursing homes, the project will: 

Oklahoma 
University 
College of 
Public 
Health, 
Oklahoma 
Foundation 
for Medical 
Quality 

Participating 
Oklahoma 
nursing homes 

The project intends to recruit 
120 homes, foster 
improvement in knowledge 
and attitudes (as 
demonstrated by a pre-post 
training questionnaire), host a 
number of train-the-trainer 
sessions and measure the 
number of individuals 
attending trainings provided 
during the project period. 

Training Recruitment is on-going, with 
30 homes participating and 
scheduling in-services. To 
date, training has been 
provided to 3 facilities. 
Facilities express a preference 
for a singular event, rather 
than an all-day station. The 
team remains flexible to meet 
each facilities' needs and the 
project continues to progress. 

use an evidence-based, 
dementia-specific training 
curriculum, “Walking Through 
Dementia,” use an evidence-
based training tool, “Bathing 
Without Battles,” to provide 
dementia- specific skills 
training on bathing (which is a 
high-anxiety, high-risk activity 
among direct care health 
professionals), establish 
sustainable access to skills-
and empathy-building trainings 
by providing "train-the-trainer" 
education and curricular 
materials to selected nursing 
facility staff; these staff would 
then be responsible for future 
dissemination of the 
knowledge, attitudes, and skills 
imparted by the curricula. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $8,481.73 April 5, 2017 – 
July 31, 2017 
(three months) 

Ice Cream 
Socials 

Through this project, the facility 
will utilize one ice cream 
machine in its primary activity 
department and the other in the 
secondary activity location in 
the Alzheimer's neighborhood (a 
secured environment). 

Cartmell 
Home for 
Aged, Inc. 

Residents of 
Cartmell Home 
for Aged 

Usage of ice cream 
machines for ice cream 
social activities; final report 
submission 

Direct 
Improvements to 
Quality of Life 

One machine was placed in 
the activity area in a secure 
neighborhood of ~ 35 
residents. This neighborhood 
has a dedicated activity 
director who used the machine 
weekly for residents to enjoy 
ice cream treats. The second 
machine was placed in the 
primary activity department, 
which is the gathering location 
for the broader resident 
population (~135). In this 
location, ice cream treats are 
served on average of three 
times/week. The machines are 
definitely a benefit to the 
seniors living here, especially 
for those who need help in 
achieving and maintaining 
weight goals. 

Texas $3,716.69 July 1, 2017- Memory This project will enable the Shady Acres Residents of Purchase/acquire/deliver Direct The project resulted in the 
September 30, Garden creation of a garden activity Health and Shady Acres materials for project; begin Improvements to development of a garden 
2017 program that includes a memory 

garden in the outdoor area of 
the memory care wing. This will 
enhance the lives of residents in 
the 32-bed memory care wing. 
The garden will incorporate vivid 
colors and aromatic smells, 
which will help stimulate 
residents' sensory brain function 
and serve as a catalyst in 
enriching cognitive function. The 
outdoor activity will also provide 
residents a fun and engaging 
area in which to benefit from 
being outdoors. 

Rehabilita-
tion 

site preparation work and 
mark ground for new 
structures. 

Open garden to residents; 
submit final report 

Quality of Life activity program, made 
possible by constructing four 
outdoor raised planters, which 
residents can access at their 
height. Through the project, 
we learned that assigning a 
single project manager who 
can see the project through to 
completion would have 
worked best. Additionally, 
hiring an outside party to 
construct all work is 
recommended. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $30,820.94 July 12, 2017 – 
June 30, 2018 

It's Never Too 
Late (iN2L) 

This project will implement 
iN2LTechnology. In doing so, 
the facility aims to improve 
quality of life and the provision 
of care for residents with 
behavioral and psychological 
symptoms. iN2L enables non-
pharmacological care through 
engagement with technology, 
which will reduce the use of as 
needed (PRN) antipsychotics. 

Renaissance 
Skilled 
Nursing 
Facility, 
L.L.C. 

Residents of 
the 
Renaissance at 
Kessler Park 

Order, install, and purchase 
licensing for iN2L 
technology; train 
staff/residents; implement 
schedule of iN2L usage; 
provide maintenance to 
equipment; provide 
refresher course training; 
submit final report 

Direct 
Improvements to 
Quality of Life 

Results pending 

Texas $15,000.00 June 1, 2017-
September 14, 
2017 (three and 
a half months) 

It's Never Too 
Late (iN2L) 
Program 

This project will implement It's 
Never Too Late (iN2L) 
technology. This will increase 
activity levels, providing positive 
living for facility residents. 

Green Oaks 
Skilled 
Nursing 
Facility, 
L.L.C. 

Residents of 
Green Oaks 
Rehab and 
Nursing 

Order, install, and purchase 
licensing for iN2L 
technology; train staff, 
residents, and families; 
provide final introductory 
training; submit final report 

Direct 
Improvements to 
Quality of Life 

Received positive feedback 
from residents. Usage ranged 
from 154 to over 305 hours in 
a single month. Residents who 
are restless or yelling out are 
able to focus on the jukebox or 
possibly a reminiscing game. 
iN2L has been used for: 
cognitive stimulation, 
Facebook, emailing 
friends/family, residents are 
able to use fine motor skills in 
several activities by painting 
on the screen and choosing 
screen options. 
In terms of lessons learned, 
the facility was able to reach 
out to residents with music 
when unable to reach them in 
other ways. Having access to 
programs of interest to 
residents helps capture their 
attention and stimulate their 
minds. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Texas $172,414.00 July 1, 2017 – 
September 30, 
2019 (27 
months) 

Our Home, 
Our 
Community, 
Our Voices 
Matter: A 
Nursing 
Facility 
Resident 
Advocacy 
Pilot in Rural 
West Central 
Texas 

This project will fully fund a two-
year self-advocacy and 
community organizing pilot 
program for nursing facility 
residents located in rural West 
Central Texas. This program will 
enhance the self-advocacy skills 
of nursing facility residents 
through education and 
deliberate practice, while also 
building coalitions of nursing 
facility self-advocates through 
community organizing strategy 
and education. 

West Central 
Texas 
Council of 
Govern-
ments 

West Central 
Texas Area 
Agency on 
Aging 
Ombudsman 
Program; 
resident self-
advocates 

A self-advocacy coordinator will 
be hired and a curriculum 
developed; materials will be 
produced to assist with 
recruitment and publicity. At least 
50 one-on-one interviews will be 
conducted with nursing home 
residents to discover their needs 
and wants. A Project Advisory 
Committee will be formed, and 
monthly community organizing 
meetings will be held to discuss 
community organizing and 
advocacy strategy. As needed, 30 
follow-up meetings will be held 
with individual residents to assist 
them with self-advocacy activities. 
A legislative platform and agenda 
will be developed; residents may 
have an opportunity to present at 
a professional event. 
The coordinator will attend 
trainings, monitor relevant 
legislation, and provide quarterly 
reports. Interviews with other local 
advocacy groups will be held to 
determine opportunities for 
collaboration. At least two visits 
will be coordinated for residents to 
meet with legislators in local 
offices. 
To measure impact, pre- and 
post-project self- assessments 
and observations will be 
administered and collected. A 
plan for sustainability (including 
curriculum materials for resident 
and family councils), as well as a 
report with analysis and 
recommendations, will be 
developed. 

Direct 
Improvements to 
Quality of Life 

Results pending 



 

 

 

70 
 

          
 

 
   

   
 

 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

    

      
  

 

 
  

   
 

  

    
      

     
     

    
      

    
 

 
 
 

  
  

 

    
    

     
    

  
   

 

 
  

   

     
     

      
   

    
      

      
      
    

      
    

    
    

     

     
    

  

  
   

 
 

  
 

 

     
   

      
      

     
     

  
    

   
     

       
   

   
     

     
     

  
    

   
    
  

  
 
 

 
 

  
  

  
 

  
     

  
    

    
   

    
    

 
     
   

    
   

  

   

 

 

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $7,163.55 July 1, 2017 – Residents Through this project, Carriage Carriage Residents of Purchase and install soft Direct The ice cream machine was 
October 31, Scream for House Manor will install a soft House Carriage House serve ice cream machine; Improvements to ordered and delivered to the 
2017 Ice Cream at 

Carriage 
House Manor 

serve ice cream machine to 
enrich the dining experience for 
residents who associate ice 
cream with their heritage and to 
help prevent resident weight 
loss. 

Manor Manor monitor the effects of the 
ice cream machine on 
resident weight 
maintenance and resident 
satisfaction. 

Quality of Life facility. It has been a huge 
success with residents. 
Residents generally use an 
entire mix of soft-serve by the 
end of the day. The residents 
request it with meals and as 
midnight snacks. The facility 
offers it to residents who have 
little food preference to 
combat weight loss. Several 
socials have been hosted 
using soft serve for residents. 

Texas $25,475.33 August 2, 2017 
- July 31, 2020 
(three years) 

"What Matters 
to Me": A 
Person-
Centered 
Care Video 
Training 
Series 

This project will produce six 
person-centered care training 
videos to improve quality of life 
and quality of care. This will 
provide facilities with a training 
tool that models skills for 
improving communication 
between nursing home direct 
caregivers, facility management, 
and residents. In turn, resident 
quality of life and care will be 
enhanced through improved 
person-centered care practices. 
The training videos will be 
available through the Office of 
the Texas Long Term Care 
Ombudsman (OSLTCO) 
website, the National Long-term 
Care Ombudsman Resource 
Center website, and Texas 
nursing homes. 

Health and 
Human 
Services 
Commission; 
OSLTCO 

Nursing home 
facilities; long-
term care 
ombudsmen 

Expected deliverables 
include six short videos that 
demonstrate person-
centered care; a trainer's 
guide (based on video 
content) for training 
purposes; pre- and post-test 
for nursing home use. 

The project will also include 
four regional train-the-
trainer sessions for long-
term care ombudsmen 
throughout Texas. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $550,651.60 November 15, 
2017 – 
September 30, 
2020 (34.5 
months) 

Music and 
Memory 
Initiative, 
Phase Four 

This project aims to certify an 
additional 200 Texas nursing 
homes as Music and Memory 
certified facilities. The project is 
a two- phase initiative. Phase 
One will certify 100 nursing 
facilities, and Phase Two will 
certify an additional 100 nursing 
facilities. The rollout of this 
project will ensure that 
participants engage in the 
program in its entirety and that 
all webinars and training events 
are attended. 

Health and 
Human 
Services 
Commission 
Quality 
Monitoring 
Program 

200 Texas 
nursing homes 

Select, reach out to, and 
confirm the first 100 facility 
nominees; conduct Music 
and Memory program 
launch and orientation for 
Phase One participants; 
conduct 12-part webinar 
series for Phase One 
participants; select, reach 
out to, and confirm the 100 
facility nominees for 
Phase Two; conduct 
Music and Memory 
Program launch and 
orientation for Phase Two 
participants; conduct 12-
part webinar series for 
Phase Two participants. 

Gather data from facility 
participants to measure 
program success; submit 
cumulative report to CMS. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP project approved and objectives of the project (ies) that that will metrics for the project category 

funds 
obligated for 

duration project 
funded in 

received 
funding and 

benefit from 
the project 

each project 
(all years) 

whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Texas $223,597.60 June 1, 2017 – Intellectual This project will provide Health and Nursing home This project has a number Training Results pending 
March 15, 2019 and comprehensive education and Human staff throughout of expected deliverables, 
(21.5 months) Developmen-

tal Disability 
training on caring for nursing 
facility residents with various 

Services 
Commission 

Texas including: 

(IDD) / Mental intellectual and developmental Quality Kick-off and practice 
Illness 
(MI)Training 
Academy 

disabilities, as well as those with 
mental illness. Eight regional 
face-to-face trainings will be 

Monitoring 
Program 

session; deployment of an 
outreach plan to publicize 
registration information and 

held across the state. Upon 
completion of regional trainings, 

promote participation of 
nursing facility staff; 

evaluations will be reviewed to conducting eight regional 
identify any content areas that 
need to be revised. Once 

trainings; reviewing training 
evaluation scores and 

revisions are made, parts of the 
curriculum will be converted into 
a computer based training 

comments to determine 
and implement potential 
improvements/revisions to 

module, while the remainder will 
be taught by Quality Monitoring 
Program (QMP) staff (as 

the curriculum; converting 
the modules into computer-
based training format; 

requested by nursing home 
providers). Facilities will be able 

launching computer-based 
training and QMP staff 

to access all tools and job aides resources for facilities to 
created for this project (at no 
cost) on the Health and Human 

use as a sustainable 
training resource. 

Services Commission Quality 
Monitoring Program website. 

Texas $6,250.00 July 2, 2017 – Virtual This project will enable three Oaks Staff at Oaks Three staff to complete Training Results pending 
July 31, 2018 Dementia staff members to attend the Nursing Nursing Center Second Wind Dreams’ VDT 
(13 months) Tour (VDT) VDT-Certified Trainer Program Center facilitator training; arrange 

and become certified to conduct four educational 
VDT trainings within the facility. 
The VDT program will help raise 

setting/tours at other 
facilities to train staff 

awareness of the effects of company-wide; purchase 
dementia on a person’s life and 
create an educational "safety 

VDT license for one year; 
implement VDT program ; 

net" within the Oaks Nursing host community event to 
Center community to better 
understand and help those who 

learn about dementia "from 
the inside"; update facility's 

suffer from any type of dementia dementia care education 
or cognitive decline. policy and calendar to 

reflect integration of VDT 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $366,962.24 October 1, 
2017 – 
February 28, 
2020 (29 
months) 

Train-the 
Trainer 
Program: 
Handfeeding 
Techniques 
for Nursing 
Facility 
Residents 

This project aims to teach 
nursing facility staff the skills 
needed to reduce the risk of 
weight loss in all residents 
experiencing the type of 
functional decline that warrants 
feeding assistance with meals. 
As part of this project, four 
regional training sessions will 
be conducted. Each regional 
training will be comprised of ten 
facilities (20 staff per session). 
The trainings will combine 
information sharing, small group 
role plays, and hands-on skills 
training. Participating facilities 
will be required to participate in 
regional follow-up debriefing 
webinars within four to six 
weeks after they are trained. 
Participating facilities will also 
be required to conduct training 
sessions in their own facilities 
within two months of 
participating in the training 
session. 

Health & 
Human 
Services 
Commission 
Quality 
Monitoring 
Program 
(QMP) 

40 Texas 
nursing homes 

Expected deliverables 
include: confirming 
participating nursing 
facilities, who will each 
identify two staff to attend 
training sessions with Dr 
Melissa Batchelor-Murphy 
and QMP Master Trainers; 
producing training materials 
(e.g., training manuals, 
classroom visual aids, 
training videos, role play 
kits); creating pre- and post-
test for nursing home use; 
conducting Master Training 
Sessions and having 
Master Trainers co-facilitate 
sessions for the nursing 
facility staff trainers; 
conducting post-training 
webinars; revising training 
program/ materials as 
needed (prior to 
implementation in next 
region). 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $17,660.99 November 1, 
2017 – October 
31, 2018 (one 
year) 

Engaging 
Residents 
Through the 
Use of Digital 
Technology 

This project will implement It's 
Never Too Late (IN2L) 
technology at the facility. IN2L 
will provide opportunities for 
social involvement, recreation, 
and cognitive training for 
residents with dementia. IN2L 
will enable the facility to improve 
quality of life and care for 
residents with behavioral and 
psychological symptoms (in a 
non-pharmacological manner, 
through engagement with 
technology). This will reduce the 
use of as needed (PRN) 
antipsychotics. 

Winfield 
Rehab and 
Nursing 

Residents of 
Winfield Rehab 
and Nursing 

Project deliverables/ metrics 
include: purchase and 
installation of IN2L 
equipment; conducting on-
site training, installation, 
and program rollout; 
conducting baseline Activity 
Engagement Outcome 
Survey; and entering 
baseline antipsychotic use 
data in the Medication 
Tracking Tool. 
The facility will make 
stakeholders aware of the 
project through outreach 
materials and a meeting to 
unveil the system to 
residents, families, 
volunteers, etc. They will: 
create My Page buttons and 
My Story digital biographies 
for residents; highlight IN2L 
activities; and publicize 
monthly training 
opportunities. 
Program impact will be 
continually monitored 
through the review of IN2L 
Outcome Survey and 
Usage Reports, as well as 
antipsychotic usage data. 
Best practices will be 
shared, and refresher 
trainings will be conducted. 
A final evaluation report will 
be submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals and 
objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Texas $12,099.00 November 1, 
2017 – October 
31, 2018 (one 
year) 

It's Never 
Too Late 
(IN2L) 

This project will implement It's Never 
Too Late (IN2L) technology. This will 
provide opportunities for social 
involvement, recreation and cognitive 
training for facility residents with 
dementia. IN2L will enable the facility 
to improve quality of life and care for 
residents with behavioral and 
psychological symptoms (in a non-
pharmacological manner, through 
engagement with technology). This will 
reduce the use of as needed (PRN) 
antipsychotics. 

Whitehall 
Rehab and 
Nursing 

Residents of 
Whitehall 
Rehab and 
Nursing 

Project deliverables/ metrics 
include: purchase and 
licensing of IN2L 
technology; completion of 
training and baseline 
survey(s); compilation of 
data on residents receiving 
antipsychotic medications 

Direct 
Improvements to 
Quality of Life 

Results pending 

Texas $25,974.59 November 1, It's Never Too This project will implement It's McAllen Residents of Project deliverables/ metrics Direct Results pending 
2017 – October Late (IN2L) Never Too Late (IN2L) Nursing McAllen include: purchase and Improvements to 
31, 2018 technology. This will provide 

opportunities for social 
involvement, recreation, and 
cognitive training for all facility 
residents. The project will assist 
with decreasing antipsychotic 
medication use and negative 
behavioral outbursts. It will 
improve quality of life for all 
residents and increase staff 
knowledge regarding resident 
needs and abilities. 

Center and 
Rehab 

Nursing Center licensing of IN2L 
technology; staff and 
resident training; 
implementation of a 
schedule for IN2L usage; 
and the provision of 
equipment maintenance. 

Quality of Life 

Texas $64,603.60 November 1, 
2017 – October 
31, 2018 (one 
year) 

It's Never Too 
Late (IN2L) 

This project will implement It's 
Never Too Late (IN2L) 
technology. This will provide 
opportunities for social 
involvement, recreation and 
cognitive training for facility 
residents with dementia. IN2L 
will enable the facility to improve 
quality of life and care for 
residents with behavioral and 
psychological symptoms (in a 
non-pharmacological manner, 
through engagement with 
technology). This will reduce the 
use of as needed (PRN) 
antipsychotics. 

Advanced 
Healthcare 
Solutions 

Advanced 
Health and 
Rehabilitation 
Center of 
Garland; 
Wedgewood 
Nursing and 
Rehab; 
Colonial Manor 
Nursing Center; 
Parkview Care 
Center 

Project deliverables/ metrics 
include: purchase and 
licensing of IN2L 
technology; staff and 
resident training; 
implementation of a 
schedule for IN2L usage; 
and the provision of 
equipment maintenance. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $12,099.00 November 1, It's Never Too This project will implement It's Community Residents of Project deliverables/ metrics Direct Results pending 
2017 – October Late (IN2L) Never Too Late (IN2L) Care Center Community include: purchase and Improvements to 
31, 2018 technology. This will provide 

opportunities for social 
involvement, recreation, and 
cognitive training. The project 
will serve all residents, including 
residents with behavioral and 
psychological symptoms; the 
project will assist with 
decreasing antipsychotic 
medications and negative 
behavioral outbursts that affect 
others. Overall, the program 
aims to decrease use of 
psychotropic medications, 
improve socialization and 
quality of life, enrich 
communication with 
family/friends/community, 
enhance resident 
independence, and increase 
cognitive stimulation. 

of Crockett Care Center of 
Crockett 

licensing of IN2L 
technology; training staff, 
caregivers, and volunteers; 
equipment utilization; and 
conducting surveys 

Quality of Life 

Texas $17,660.99 November 1, 
2017- October 
31, 2018 (one 
year) 

It's Never Too 
Late (IN2L) 

This project will implement It's 
Never Too Late (IN2L) 
technology. This will provide 
opportunities for social 
involvement, recreation, and 
cognitive training. The project 
will: help decrease use of 
psychotropic medications, 
improve socialization and 
quality of life, enrich 
communication with family and 
community, enhance resident 
independence, increase 
cognitive stimulation, and 
initiate other programs within 
the facility. 

Whispering 
Oaks Rehab 
and Nursing 

Residents of 
Whispering 
Oaks 

Project deliverables include: 
purchase, licensing, and 
installation of IN2L 
technology; training staff 
and volunteers; promoting 
program to families and 
volunteers; training of family 
members and additional 
volunteers (by staff and 
volunteers); providing 
usage tracking reports once 
a month 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $17,660.99 November 1, 
2017-
December 31, 
2019 (26 
months) 

It's Never Too 
Late (iN2L) 

This project will implement It's 
Never Too Late (iN2L) 
technology. The program aims 
to improve quality of life, as 
well as how residents with 
behavioral and psychological 
symptoms are cared for in a 
non-pharmacological manner. 
The project will help decrease 
use of psychotropic medication, 
as well as improve socialization 
and quality of life. In addition, it 
will enrich communication with 
family and community, enhance 
resident independence, and 
increase cognitive stimulation. 

Southeast 
Nursing & 
Rehabilita-
tion Center 

Residents of 
Southeast 
Nursing Center 

Project deliverables/ metrics 
include: purchase and 
installation of iN2L 
equipment; conducting on-
site training, installation, 
and program rollout; 
conducting baseline Activity 
Engagement Outcome 
Survey; and entering 
baseline antipsychotic use 
data in the Medication 
Tracking Tool. 
The facility will make 
stakeholders aware of the 
project through outreach 
materials and a meeting to 
unveil the system to 
residents, families, 
volunteers, etc. They will: 
create My Page buttons and 
My Story digital biographies 
for residents; highlight iN2L 
activities; and publicize 
monthly training 
opportunities. 
Program impact will be 
continually monitored 
through the review of iN2L 
Outcome Survey and 
Usage Reports, as well as 
antipsychotic usage data. 
Best practices will be 
shared, and refresher 
trainings will be conducted. 
A final evaluation report will 
be submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $17,660.99 November 1, 
2017 - October 
31, 2020 (three 
years) 

Dignity 
Through 
Technology at 
Palo Pinto 
Nursing 
Center 

This project will implement It's 
Never Too Late (iN2L) 
technology. The program 
provides opportunities for social 
involvement, recreation, 
improved motor functioning, and 
cognitive linguistic stimulation. 
The project also helps facilitate 
communication with patients 
and their families, and decrease 
the need for antipsychotic 
medications for patients with 
behavioral and psychological 
symptoms. Additionally, the 
program aims to decrease the 
amount of assistance a patient 
needs to participate in activities 
of daily living, resulting in an 
improved sense of autonomy 
and personal confidence. 

Palo Pinto 
Nursing 
Center 

Residents of 
Palo Pinto 
Nursing Center 

Project deliverables/ metrics 
include: purchase and 
installation of iN2L 
equipment; conducting on-
site training, installation, 
and program rollout; 
conducting baseline Activity 
Engagement Outcome 
Survey; and entering 
baseline antipsychotic use 
data in the Medication 
Tracking Tool. 
The facility will make 
stakeholders aware of the 
project through outreach 
materials and a meeting to 
unveil the system to 
residents, families, 
volunteers, etc. They will: 
create My Page buttons and 
My Story digital biographies 
for residents; highlight iN2L 
activities; and publicize 
monthly training 
opportunities. 
Program impact will be 
continually monitored 
through the review of iN2L 
Outcome Survey and 
Usage Reports, as well as 
antipsychotic usage data. 
Best practices will be 
shared, and refresher 
trainings will be conducted. 
A final evaluation report will 
be submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Texas $20,800.00 November 15, 
2017-
November 30, 
2018 (13.5 
months) 

Chair Tai Chi 
Resident 
Classes 

This project will contract with a 
chair Tai Chi instructor in order 
to implement Chair Tai Chi 
classes, five days a week, two 
times a day, for 12 months. 
Participation in these classes 
will increase resident well-being, 
strength, and independence. It 
will also lower resident risk of 
falls, thus decreasing injuries 
from falls. 

Methodist 
Retirement 
Community 
Towncreek 

Methodist 
Retirement 
Community 
Creekside 

Contract Chair Tai Chi 
instructor to conduct 
classes; implement classes. 
Baseline assessment will be 
conducted for each resident 
involved in the program. 
Further assessment will be 
conducted quarterly for 
each resident participating 
in the program. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Texas $17,620.20 December 1, 
2017-
November 30, 
2020 (three 
years) 

It's Never Too 
Late (iN2L) 

This project will implement It's 
Never Too Late (iN2L) 
technology, improving quality of 
care of residents with symptoms 
of dementia, stroke, and 
psychological symptoms. By 
using technology (a non-
pharmacological method), the 
use of antipsychotic 
medications may be reduced. 

Mesquite 
Tree Nursing 
Center 

Residents of 
Mesquite Tree 
Nursing Center 

Project deliverables/ metrics 
include: purchase and 
installation of iN2L equipment; 
conducting on- site training, 
installation, and program rollout; 
conducting baseline Activity 
Engagement Outcome Survey; 
and entering baseline 
antipsychotic use data in the 
Medication Tracking Tool. 
The facility will make 
stakeholders aware of the 
project through outreach 
materials and a meeting to 
unveil the system to residents, 
families, volunteers, etc. They 
will: create My Page buttons 
and My Story digital biographies 
for residents; highlight iN2L 
activities; and publicize monthly 
training opportunities. 
Program impact will be 
continually monitored through 
the review of iN2L Outcome 
Survey and Usage Reports, as 
well as antipsychotic usage 
data. Best practices will be 
shared, and refresher trainings 
will be conducted. A final 
evaluation report will be 
submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $11,012.70 November 15, 
2017 - May 15, 
2018 (six 
months) 

Gazebo The goal of the project is to 
increase the availability of 
meaningful outdoor activities for 
residents who use wheelchairs 
or Geri-chairs. This will be 
accomplished through 
installation of a gazebo for 
outdoor activities, encouraging 
residents to remain active. This 
will enhance resident quality of 
life and provide meaningful 
activities. This addition will allow 
residents who are in 
wheelchairs & Geri-chairs to be 
brought outside to enjoy fresh 
air and sunlight, and to socialize 
with others. 

Silsbee 
Oaks 
Healthcare, 
LLP 

Residents of 
Silsbee Oaks 

Install gazebo with ceiling 
fan; install wheelchair ramp 
and handrails 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $17,660.99 November 28, 
2017 – October 
31, 2020 (34 
months) 

Bettering 
Lives Through 
Technological 
Advance-
ments at 
Seymour 
Rehab and 
Healthcare 

This project will implement It's 
Never Too Late (iN2L) 
technology, providing 
opportunities for social 
involvement, recreation, 
improved motor functioning, and 
cognitive linguistic stimulation. 
The program will facilitate easy 
access to electronic and 
Internet-based communication 
and will help facilitate 
communication with residents 
and their families. The program 
will also decrease the need for 
antipsychotic medications for 
patients with behavioral and 
psychological symptoms and 
will decrease the amount of 
assistance a resident needs to 
participate in activities of daily 
living (resulting in an improved 
sense of autonomy and 
personal confidence). 

Seymour 
Rehab and 
Healthcare 

Residents of 
Seymour 
Rehab and 
Healthcare 
Center 

Project deliverables/ metrics 
include: purchase and 
installation of iN2L 
equipment; conducting on-
site training, installation, 
and program rollout; 
conducting baseline Activity 
Engagement Outcome 
Survey; and entering 
baseline antipsychotic use 
data in the Medication 
Tracking Tool. 

The facility will make 
stakeholders aware of the 
project through outreach 
materials and a meeting to 
unveil the system to 
residents, families, 
volunteers, etc. They will: 
create My Page buttons and 
My Story digital biographies 
for residents; highlight iN2L 
activities; and publicize 
monthly training 
opportunities. 
Program impact will be 
continually monitored 
through the review of iN2L 
Outcome Survey and 
Usage Reports, as well as 
antipsychotic usage data. 
Best practices will be 
shared, and refresher 
trainings will be conducted. 
A final evaluation report will 
be submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Texas $1,419.88 November 16, 
2017 – May 30, 
2018 (6.5 
months) 

Interactive 
Companion 
Pets 

Through this program, twelve 
Interactive Companion Pet dolls 
(cats and dogs) will be 
purchased. These dolls provide 
comfort and added 
companionship to residents with 
limited communication ability 
and cognitive deficits. Residents 
will be monitored for agitation, 
anger, crying and other displays 
of sadness; the pets will be 
introduced at those times with 
the goal of reducing resident 
distress. 

Methodist 
Retirement 
Community 
Cornerstone 

No data 
available 

Interviews with residents, 
families, and staff will be 
conducted to determine 
which residents would 
benefit from companion 
pets. Pets will be purchased 
and placed into 
use/distributed to identified 
residents. Resident use will 
be monitored and reactions 
to pet use will be 
documented. Outcomes will 
be reported to CMS and the 
state. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Texas $105,439.00 December 1, 
2017-
November 30, 
2020 (three 
years) 

It's Never Too 
Late to 
Connect 

This project will implement It's 
Never Too Late (iN2L) 
technology, including utilization 
of six interactive units and bike 
simulator. The project provides 
engagement with friends, family, 
and community. It aims to 
improve quality of life, reduce 
usage of as needed (PRN) 
antipsychotic medications, and 
reduce the incidence of 
behavioral and psychological 
symptoms of dementia. 

Cleveland 
Health Care 
Center 

Residents of 
Cleveland 
Health Care 
Center 

Expected deliverables for 
this project include: 
Purchase and licensing of 
iN2L technology; on-site 
training and program rollout; 
participation in content 
update webinar and best 
practices group call; 
conduct onsite refresher 
training. 

A baseline outcome survey 
will be conducted and 
baseline antipsychotic use 
data compiled. During the 
project, antipsychotic usage 
data will be collected, 
analyzed, and reported. 
Program impact will be 
monitored; quarterly and 
final evaluation reports will 
be submitted. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category the project 

obligated for 
each project 

funded in 
whole or in 

funding and 
will carry 

the project 

(all years) part with out the 
State CMP 

funds 
project 

Texas $69,629.00 December 1, Resident This project will implement It's Methodist Residents of Expected deliverables for Direct Results pending 
2017 – Engagement Never Too Late (iN2L) Retirement Crestview this project include: Improvements to 
November 30, and Calming technology, an interactive and Community: Purchase and licensing of Quality of Life 
2020 Technology adaptive computer system that Crestview iN2L technology; iN2L 

(REACT) will provide a person-centered 
experience. Through one-on-

training for the community’s 
staff and volunteers; and 

one and group recreational and staff promotion of and 
leisure activities, iN2L helps training for families and 
enhance the quality of care and 
decrease the use of 

volunteers; pre- and post-
program interviews/surveys 

antipsychotic medications. will be conducted, as well 
The project also aims to provide 
connection to resident's family 

as a first year interview and 
survey and an interval 

members and engage residents interview survey. An 
on many dimensions of the 
wellness protocol. 

evaluation report will be 
submitted to CMS and the 
state 

Texas $25,076.46 December 1, 
2017 – July 31, 

Snoezelen 
Room & 

This project will create a 
therapeutic environment and 

Monarch 
Pavilion 

Residents of 
March Pavilion 

As part of this project, 
therapeutic room items will 

Direct 
Improvements to 

Results pending 

2018 (eight Family allow for additional seating for Rehabilita- be purchased and installed. Quality of Care 
months) Transitions: 

Resident 
larger families who are visiting 
residents. The project aims to 

tion Suites These items (used to 
promote sensory stimulation 

Quality of enhance the quality of and reduce anxiety) include: 
Care 
Improvements 

behavioral care by offering 
residents an enhanced activity 

an activity table, silk plants, 
dresses, hats, and arm 

area. Key elements include 
visual, tactile, and movement 

pads, as well as a bubble 
column. 

oriented products. The family 
transitional space will include 
additional seating and space for 
larger families. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 6 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of 
the project 

Texas $59,778.00 December 1, 
2017-
November 30, 
2020 (three 
years) 

Resident 
Engagement 
and Calming 
Technology 
(REACT) 

This project will implement It's 
Never Too Late (iN2L) technology, 
an interactive and adaptive 
computer system that will provide a 
person-centered experience. 
Through one-on-one and group 
recreational and leisure activities, 
iN2L helps enhance the quality of 
care and decrease the use of 
antipsychotic medications. The 
project also aims to provide 
connection to resident's family 
members and engage residents on 
many dimensions of the wellness 
protocol. 

Methodist 
Retirement 
Community: 
Pinecrest 

Residents of 
Pinecrest 

Expected deliverables for this 
project include: Purchase and 
licensing of iN2L technology; 
iN2L training for the community’s 
staff and volunteers; and staff 
promotion of and training for 
families and volunteers; pre- and 
post-program interviews/surveys 
will be conducted, as well as a 
first year interview and survey 
and an interval interview survey. 
An evaluation report will be 
submitted to CMS and the state. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category 

obligated for funded in funding and the project 
each project 

(all years) 
whole or in 
part with 

will carry 
out the 

State CMP project 
funds 

Iowa $160,610.88 December 1, Fall This project seeks to implement WesleyLife No data Decrease the number of Direct Decrease in falls from bed 
2016 – Prevention - a fall prevention program. This Halcyon available falls, as measured by the Improvements to 63% by the end of the 
December 31, Halcyon will be done through use of: House number of falls recorded Quality of Care contract term; 
2017 (one year) House wider mattresses to prevent on the fall log/incident residents are sleeping 

(WesleyLife) falls from bed, and an 
integrated exercise program 
with an emphasis on improving 
balance. 

report; improve functional 

use of ankles, hips, 
and knees, as measured 
by range of motion 

much better, longer and 
more soundly; and 
short-term stay residents 
saw an 18% increase in 

score on the improved locomotion. 
Fullerton Advance 
Balance Scale; 
improve confidence in 

stability/avoiding falls, as 
measured by the 
Activities-Specific 
Balance Confidence 
Scale. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Iowa $78,995.96 December 1, Increase This project aims to: engage Sunrise No data Maintain or improve the Direct Results include a decrease 
2016 – Resident residents in fun and meaningful Terrace available number of residents who Improvements to in the number of residents 
December 31, Participation activities; improve ADL scores; Nursing and have behaviors and Quality of Care with behavior symptoms by 
2017 (one year) in Activities 

and Fall 
Prevention: 
Sunrise 
Terrace 
Nursing and 
Rehabilitation 
Center 

reduce falls; reduce 
antipsychotic medication usage; 
and improve resident 
independence and happiness. 
In order to achieve these goals, 
the project will use: a 
comprehensive Fall Prevention 
Education/Training Program; 
the interactive computer 
system, “It’s Never Too Late”; 
and a visual motor and neuro-
cognitive rehabilitation training 
device called “Dynavision D2” 
(to improve cognitive 
processing ability, balance, and 
functional mobility amongst 
residents). Through this project, 
the facility will also use 
“RehabStation” equipment to 
allow residents to receive 
strengthening, endurance, 
balance, ADL function, gait, and 
flexibility activities. The facility 
will also use “RehabHarness” 
equipment, which utilizes a 
ceiling rail system and a 
resident safety harness to 
provide support for balance and 
gait training. 

Rehabilita-
tion Center 

symptoms that affect 
others to less than or 
equal to the state average. 
Maintain or improve the 
number of residents who 
have a decline in activities 
of daily living (ADL) to less 
than or equal to the state 
average. Decrease the 
length of stay of those 
whose ability to move 
independently worsened 
to below the state 
average. Reduce falls 
within the facility to less 
than or equal to the state 
average. Reduce the use 
of antipsychotic 
medication to be less than 
or equal to the state 
average. 

1.35% from baseline. The 
CASPER percentage of 
residents whose need for 
help with ADLs increased. 
(2017: 8.1%; Q2: 13.2%; 
Q3: 13.3%; Q4: No data 
available). Goal Not Met for 
Long-Stay, CASPER 
Results: (2017: Q1: 20.2%; 
Q2: 31.1%; Q3: 24.8%; Q4: 
No data available). Reduced 
use of antipsychotic 
medication by 1.59%. 
Providing the education 
upon hire to all new 
employees has kept 
everyone educated versus 
having one or two fall 
prevention in-services a year 
and only having part of the 
staff trained. The iN2L 
system has increased 
volunteerism among school 
students. It provides an easy 
way to engage and interact 
with residents. Residents 
enjoy the students’ company 
and the volunteers feel 
comfortable using the 
technology to engage them 
and make their day more 
enjoyable. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Iowa $30,820.62 December 
1,2016 – March 
31, 2018 (16 
months) 

Increase 
Resident 
Participation 
in Activities 
and Social 
Engagement 

This project will utilize person-
based technologies to: improve 
resident quality of life by 
providing activities that address 
the needs and strengths of each 
individual, enrich their social 
relationships through 
opportunities to stay connected 
with family, friends and the 
community, and address the 
behavioral and psychological 
symptoms of dementia (BPSD) 
through a non-pharmacological 
method, thereby potentially 
reducing the use of as needed 
(PRN) antipsychotics. The 
facility will use the computer 
system, “It’s Never Too 
Late” (iN2L), to offer ongoing 
activities led by frontline and 
administrative staff, as well as 
utilized by families and 
volunteers, to attain resident 
engagement and socialization 
outcomes of improved well-
being. Three mobile units, four 
hours of onsite training, and the 
12-month subscription service 
will be acquired.  

Spurgeon 
Manor (48 
total 
residents) 

No data 
available 

Over a 12-month period: 
Residents will increase their 
participation in group and/or 
one-on-one activities per 
person by up to four 
activities per person per 
month. 
20 personalized, resident 
personal “pages,” and 
digital biographies reflecting 
the residents’ preferences 
and interests, will be 
created. 
We plan to reduce PRN 
antipsychotic use by 35% or 
more 

Direct 
Improvements to 
Quality of Life 

Individual accounts have 
been maintained for all 
nursing facility residents. 
Nursing facility has 0% PRN 
antipsychotics. The iN2L 
system has been one of our 
tools to help accomplish this. 
Group activity usage 
increased from 15 groups in 
the first quarter to 106 groups 
in the fourth quarter. iN2L has 
continued to be used daily at 
Spurgeon Manor. iN2L has 
greatly assisted in the social 
engagement among 
residents, which also helps 
maintain mental sharpness. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Missouri $145,000.00 November 1, 
2017 - October 
31, 2018 (one 
year) 

Enhanced 
Leadership 
Development 
Academy 
(ELDA) 

The purpose of ELDA is to 
strengthen leadership capacity, 
improve nurse retention, and 
improve quality of care in long 
term care facilities. The ELDA 
training program is a 
professional development 
certificate program for 
registered nurses (RN), 
Missouri Nursing Home 
Administrators (NHA), and 
Social Service Designees (SSD) 
working in Missouri long term 
care facilities. ELDA uses a 
proven curriculum to improve 
leadership behaviors, combining 
face to face meetings and two 
webinars. Offered over seven 
months, ELDA features an 
innovative and evidence-based 
curriculum with a strong focus 
on application to practice and 
peer consultation. 

University of 
Missouri-
Columbia, 
Nursing 
Outreach 
and 
Education 

Missouri 
nursing homes 

Through this project period, 
the University of Missouri – 
Columbia will provide two 
complete sessions of the 
ELDA program. Each 
session is open to all 
nursing homes in Missouri. 
In the first year ELDA was 
implemented (November 1, 
2016 – October 30, 2017), 
64 participants went 
through the program. 
This project is expected to 
develop better prepared 
leaders, who see 
themselves as highly 
competent for the job 
demands, are more likely to 
be reinforced by the job, 
see it as a career, and are 
less likely to leave the 
facility. Ultimately, retention 
of this type of highly 
qualified leader leads to 
higher performing nursing 
homes and better care 
outcomes. 

Training Results pending 



 89 

          
 

   
   

 
 
 

  

 
 

  
 

 

  
 
  

 

    
    

  
  

  
 
 

   
  
  

  

  
    

 
 

   
 

                     
  

   
    

   
    

    
   

   
     

    
      
     
    

   
   

    
  

   
 

  
  

    
    

    

   
          
           

         
        

     
      

       
      

     
    

    
     

     
     

     
     

    
      

      
    

  
     

       
      

   
   

  
    

    
    

     
   

    
   

    
     

   

State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals and 
objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Missouri $540,000.00 July 1, 2017-
June 30, 2018 
(one year) 

The Quality 
Improvement 
Program for 
Missouri 
(QIPMO) 

QIPMO is a cooperative service 
between the Department of 
Health and Senior Services 
(DHSS) and the University of 
Missouri Sinclair School of 
Nursing. The program provides 
long-term care nursing facility 
staff with technical assistance 
and support and is entirely 
separate from the state survey 
and enforcement process. The 
Sinclair School of Nursing 
utilizes nurses with expertise in 
geriatrics to work directly with 
long-term care facility staff to 
help them learn best clinical 
practices, improve care delivery, 
and improve outcomes for 
nursing home residents. A key 
focus of the program is helping 
staff effectively apply the 
Resident Assessment 
Instrument process to clinical 
care, as well as improving the 
quality of clinical care by 
monitoring processes and 
outcomes with quality 
measures/indicators derived 
from the Nursing Home 
Minimum Data Set (MDS). 
The Nursing Home Leadership 
Coaching service is designed to 
assist nursing home 
administrators and other key 
operational leaders effectively 
deal with the complex 
management issues they face in 
their daily business. 

University of 
Missouri 
Sinclair 
School of 
Nursing 

Long-term care 
nursing 
facilities and 
hospital-based 
skilled nursing 
units 
throughout the 
entire state of 
Missouri 

This project will provide a 
Quality Improvement 
Program for Missouri long-
term care nursing facilities 
and hospital-based skilled 
nursing units; provide MDS 
education and support to 
long-term care nursing 
facilities and hospital-based 
skilled nursing units. In the 
previous contract year, there 
were a total of 1,341 site 
visits made by either the 
nurse consultants or the 
leadership coaches. An 
additional 6,821 contacts 
(e.g., telephone, email) were 
made; provide 
education/training on Quality 
Improvement/Quality 
Assessment and 
Performance Improvement 
processes to long-term care 
nursing facilities and hospital-
based skilled nursing units. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 7 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals and 
objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the 
project 

Missouri $77,265.00 July 1, 2017-
June 30, 2019 
(two years) 

Restorative 
Sleep Vitality 
Program 
(RSVP) 

RSVP is designed to support residents’ 
health and well-being by helping them 
have a more restful and refreshing sleep 
throughout the night. This program will 
implement an RSVP quality 
improvement project in at least 40 
Missouri nursing homes and will 
recognize the importance of both the 
environmental factors, as well as the 
individual resident’s preferences for 
promoting quality sleep. 

Missouri 
Coalition 
Celebrating 
Care 
Continuum 
Change (MC 
5) 

Missouri nursing 
homes 

The project team will obtain 
corporate level commitment 
from a minimum of 40 nursing 
homes to provide resources 
and support for 
implementation of an RSVP 
quality improvement project 
in each nursing home. 
Provide technical assistance 
and support to these nursing 
homes (to help them 
implement an RSVP 
program); utilize the quality 
improvement methodology of 
the Institute for Health 
Improvement Collaborative 
Model and Quality Assurance 
Performance Improvement 
tools; track five quality 
measures (pre- and post-
project) in each home to 
determine depth of 
improvement: depression, 
behaviors, pain in long term 
residents, use of 
antipsychotics, and pressure 
ulcers. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Colorado $20,000.00 March 28, 2016 
– March 28, 
2017 (one year) 

Eliminating 
Alarms and 
Falls, Cycle 7 

Educate provider communities 
about the correlation between 
alarms and falls; introduce care 
teams to strategies for reducing 
the use of alarms. 

Edu Catering Nursing home 
staff and 
residents in 
participating 
facilities 

Monthly reports 
communication materials 
with/for participants; 
program information, 
presentation and survey; 
summary report and 
presentation 

Training As a result of the project, a 
substantial reduction in alarms 
was seen in participating 
facilities. 

Colorado $20,941.00 March 11, 2016 
- March 11, 
2018 (one year) 

Create and 
Update 
Information 
Resources for 
the MOST 
(Medical 
Orders for 
Scope of 
Treatment) 

This program aims to increase 
awareness and utilization of the 
MOST (Medical Orders for 
Scope of Treatment) program. 

Colorado 
Advanced 
Directives 
Consortium 

Nursing home 
residents 

Monthly reports and 
invoices; communication 
with participants; program 
promotion, presentation, 
and survey; summary report 
and presentation 

Training Trainings have been 
delivered; currently awaiting 
project final report/curriculum 

Colorado $11,860.00 February 11, 
2016 – 
February 11, 
2017 
(one year) 

Provide 
Comfort 
Matters 
Dementia 
Program 
Training to 
Providers 

This project is focused on 
provider adoption of person-
centered dementia care 
approaches. 

Christian 
Living 
Communit-
ies (currently 
doing 
business as 
The Suite at 
Someren 
Glen) 

Christian Living 
Community 
residents and 
staff 

Monthly reports and 
invoices; final presentation 

Training The training was well received 
by providers, who retained 
discussion points about 
strategies for interacting with 
individuals experiencing 
dementia symptoms. 

Colorado $13,104.00 February 11, 
2016 – February 
11, 2018 (two 
years) 

Eden 
Education 
Training 

This project will provide the 
Eden Education Growth 
Program training on approaches 
to care. 

Eben Ezer 
Lutheran 
Care Center 

Eben Ezer 
residents and 
staff 

Monthly reports and invoices; 
final presentation 

Training Trainings delivered; awaiting 
project final report/ curriculum 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project funded 
in whole or in 
part with State 

CMP funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Colorado $9,872.00 February 23, 
2016 – February 
23, 2017 
(one year) 

Develop a 
Certified 
Nursing 
Assistant 
(CNA) 
Program 

This project will expand the 
availability of CNAs, enabling 
more consistent assignments. 

Spanish 
Peaks, 
Huerfano 
County 
Hospital 
District 

Nursing home 
residents in 
Huerfano 
County 

Monthly reports and 
invoices; communication 
with participants; program 
promotion, presentation, 
and survey; summary 
report and presentation 

Training Five full time (FTE) and five 
as needed (PRN) staff 
added to staffing pool 

Colorado $28,257.00 February 12, 
2016 – February 
12, 2018 
(two years) 

Increase the 
time that food 
is available for 
residents, 
decrease the 
use of artificial 
supplements, 
and decrease 
weight loss. 

This project will work towards 
the utilization of a habitation 
model of care. The project 
focuses on food and its ability to 
improve the well-being of those 
living with dementia. 
This project is designed to 
educate and enable care 
partners to provide “real food 
when and where elders want it” 
in order to: change the 
environment in which those 
living with dementia obtain their 
daily meals, and help decrease 
use of supplements and weight 
loss in those living with 
dementia. 

As part of this project, person-
centered dementia training will 
also be provided for all staff. 

Brookshire 
House 
(doing 
business as 
Conifer Care 
Communities 
LLC) 

Nursing home 
residents at 
Brookshire and 
throughout 
Colorado 

Monthly reports and 
invoices; communication 
with participants; program 
promotion, presentation, 
and survey; summary report 
and presentation. 

Direct 
Improvements to 
Quality of Life 

Accessibility to foods 
enhanced, use of supplements 
decreased. Final report 
pending 

Colorado $54,000.00 March 16, 2016 
– March 16, 
2017 (one year) 

Operate an 
intergenerat-
ional summer 
camp in three 
nursing 
homes on the 
Front Range 
to improve the 
understanding 
of the aging 
process and 
the 
connection 
between 
youth and elders. 

This project will build 
relationships across generations 
and increase interactions. 

Focus 
Consultation 

Residents in 
three nursing 
homes on the 
Front Range; 
other Colorado 
nursing homes 
(who will 
receive access 
to a manual to 
help them 
replicate this 
project) 

Pre- and post- data results; 
Eden Alternative well- being 
results; facilitator's guide 
and intergenerational camp 
manual; end of camp event 
summary 

Direct 
Improvements to 
Quality of Life 

Residents and students 
provided very positive 
feedback. Many students 
expressed interest in 
volunteering and 
returning. Facilities are 
looking forward to the 
recurring event. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project funded 
in whole or in 
part with State 

CMP funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Colorado $38,793.00 November 15, 
2016 – 
November 15, 
2018 (two 
years) 

Person-
Centered 
Dementia 
Care: 
Reducing 
Anxiety and 
Agitation to 
Improve Well-
Being. Cycle 8 

This project will provide training 
and consultation on reducing 
resident anxiety and agitation 
for staff and families at six 
skilled care communities in the 
Denver Metropolitan area. 

Alzheimer's 
Association 
Colorado 
Chapter 

Bear Creek 
Center; 
Bethany Rehab 
Center; Forest 
Street 
Compassionate 
Care Center; 
Garden 
Terrace; Health 
Center at 
Franklin Park; 
Julia Temple 
Health Care 
Center 

Expected deliverables for 
staff and families include 
greater knowledge of: 
identifying triggers for 
behaviors; the process for 
assessing challenging 
behaviors and strategies to 
address common dementia- 
related behaviors. 

As a result of the training, 
staff and families will have 
more confidence in their 
skills and abilities. 

Training Results pending 

Colorado $146,875.00 November 22, 
2016 – June 30, 
2019 (31 
months) 

Music and 
Memory 
Program 

Through this project, items 
necessary for implementing the 
Music and Memory program will 
be purchased and deployed. 

Colorado 
Health Care 
Association 

Colorado 
nursing home 
residents 

As part of grant reporting, 
receipts for iPods and 
iTunes, monthly status 
reports, and invoices will be 
provided. 

Direct 
Improvements 
to Quality of Life 

Initial certifications complete 

Colorado $33,662.00 November 
2016 – 
November 
2017 (1 year) 

Restorative 
Sleep Vitality 
Program 

The project seeks to improve 
the lives of residents by utilizing 
approaches that will improve 
the quality of their sleep. 
Through this project, three 
variables will be introduced: 
reduction in noise, light, and 
inactivity during waking hours. 
These will be introduced in an 
attempt to mitigate the negative 
aspects that these variables 
have on the quality of residents’ 
sleep. This project is designed 
to provide person-centered 
training for residents, families, 
and staff in order to reduce 
resident falls, pain, behaviors 
and pressure ulcers. 

Vivage Nursing home 
residents of 
three Colorado 
long-term care 
facilities 

Data will be collected on the 
changes made through this 
project and will help identify 
what improves sleep, 
enabling new night-time 
practices to be extended 
throughout Visage’s 
communities. 

Sleep patterns will be 
measured, and each of the 
three participating 
communities will measure 
indicators that they believe 
will be affected by this 
project (considering their 
unique populations). These 
indicators are: falls, pain, 
and pressure ulcers. 

Direct 
Improvements to 
Quality of Care 

There was documented 
reduction in sleep 
disturbances and reported 
improvements in well-being. 
The facility discovered and 
eliminated industrial level 
noise at night in some areas 
of the facility. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 

project funded 
in whole or in 
part with State 

CMP funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Colorado $7,838.58 January 1, 
2017 – 
November 3, 
2018 (22 
months) 

CMS 
Dementia 
Care Focused 
Survey 

Education to persons who serve 
residents living in Colorado 
nursing homes with dementia. 

Edu-
Catering 

Colorado 
nursing home 
residents 

Eleven workshops will be 
conducted throughout the 
state; communication with 
participants, monthly 
reports, and invoices will be 
delivered; and survey, 
summary report, and 
presentation will be 
provided. 

Training Results pending 

Colorado $7,521.85 January 12, 
2016 – January 
12, 2017 (one 
year) 

Promote 
Stronger 
Relationships 
Across 
Generations 

This intergenerational program 
uses gardening as a means to 
build relationships and shared 
knowledge. 

Green 
House 
Homes at 
Marisol 

Residents of 
Green House 
Marisol 

Monthly project progress 
reports (including 
information on any setbacks 
or lessons learned), as well 
as invoices for purchased 
supplies, will be submitted. 

Direct 
Improvements to 
Quality of Life 

Residents and children who 
participated provided positive 
feedback. Residents now have 
small garden areas for each 
home. 

Colorado $1,000.00 November 1, 
2017 – June 30, 
2018 (eight 
months) 

Meaningful 
Ways to 
Honor Death 
in Long-term 
Care 
Communities 

This project seeks to develop 
best practices for honoring 
death in long-term care 
facilities. 

Larimer 
County Area 
on Aging 

Larimer County 
Facilities 

Develop best practices for 
honoring death in long-term 
care facilities 

Resident or 
Family Council 

Results pending 

Colorado $7,437.00 December 1, 
2017 – June 30, 
2018 (seven 
months) 

It’s Never Too 
Late (iN2L) -
Alzheimer's 
Unit 

This project will enable a rural 
facility to purchase iN2L system 
for their Alzheimer's unit. 
Through the program, the 
facility aims to reduce sun-
downing. The facility will also 
compare usage of iN2L in the 
Alzheimer’s unit with usage of 
the existing system in other 
areas. 

Southeast 
Colorado 
Hospital 
District 

Southeast 
Colorado 
Hospital District 
Alzheimer’s unit 
residents 

Expected deliverables 
include: report(s) on usage, 
engagement, and sleep 
regulation; data that 
compares Alzheimer's unit 
iN2L usage to non-
Alzheimer's unit iN2L 
usage; quality of life 
improvements. 

Direct 
Improvements to 
Quality of Life 

Results pending 

North $12,000 July 5, 2017 – Infection This two day presentation by Karen All nursing Two day presentation was Training 70 of North Dakota's 80 
Dakota November 30, 

2017 (5 
months) 

Control in 
Long Term 
Care Facilities 

Karen Hoffman and Evelyn 
Cook was specifically planned 
to address the requirement of 
the infection preventionist at 
each nursing facility. The 
content of the presentation was 
directed at infection prevention 
staff and covered all aspects of 
nursing home infection control. 

Hoffman and 
Evelyn Cook 

home residents 
in North Dakota 

attended by 100 staff from 
the 80 nursing homes in 
North Dakota. We plan to 
monitor the infection control 
citations into the future to 
see if they are affected by 
the increased training 
opportunity. 

nursing homes had 
representation at this two day 
training that took place on 
October 26 and 27, 2017. All 
State Agency surveyors were 
at the presentation. Many 
questions were answered by 
the presenters and the post 
presentation evaluation were 
positive. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

South $8,586 September 27, Project to South Dakota Healthcare South All (109) Long The attendees will be Person-Centered The projected outcome is 
Dakota 2017 – improve Association (SDHCA) 66th Dakota Term Care tracked by scanning name Care increased understanding in 

September 28, person- Annual Fall Convention Health Care Facilities in SD badges at the sessions, long term care providers 
2017 (2 days) centered care 

within LTC 
facilities in 
South 
Dakota. 

Educational Sessions on the 
New Requirements of 
Participation: The purpose of 
these sessions is to ensure that 
long term care centers 
understand the person-centered 
care regulations in the new 
Requirements of Participation 
(ROPs) that are scheduled to be 
implemented in the fall of 2017. 
The sessions will feature 
presentations by Carmen 
Bowman, a nationally 
recognized leader and expert in 
the long-term care regulatory 
environment and implementing 
change in long term care 
centers. 
The educational sessions will be 
in-person, face-to-face learning 
opportunities. The session 
objectives have been identified 
as follows: providers will be 
able to list the new CMS 
requirements in regards to 
person centered care, providers 
will be able to describe culture 
change best practices that 
enhance compliance with the 
ROPs, and providers will be able 
to assess their center’s 
compliance with the new 
regulations. 

Association ensuring that only those 
who were in attendance 
receive continuing 
education credit. After the 
Convention is complete, 
evaluations will be 
distributed to the attendees 
to gather feedback from the 
various disciplines and 
ensure the completion of 
the objectives for the 
sessions. 

about the CMS definition of 
person centered care, and the 
reinforcement of culture 
change in centers. The 
sessions will discuss the 
regulatory requirements, as 
well as what’s new and what 
remains constant in the 
regulations and the culture 
change aspect of person 
centered care. 

In addition, long term care 
centers will be given 
educational materials around 
these topics to take back to 
their centers, giving them a 
resource to draw on as they 
implement changes. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 8 

STATE Total amount Anticipated Title of each Brief description of the goals List entity List entity (ies) Expected deliverables or Project Results of the project 
of State CMP 

funds 
project 

duration 
approved 
project 

and objectives of the project (ies) that 
received 

that will 
benefit from 

metrics for the project category 

obligated for 
each project 

funded in 
whole or in 

funding and 
will carry 

the project 

(all years) part with out the 
State CMP 

funds 
project 

Utah $200,000.00 July 1, 2017 – Oral Health Provide a one-year oral health Senior Approximately Facility residents will be Direct Results Pending 
June 30, 2018 Project program to ten certified long- Charity Care 600 Utah assessed using the Improve-
(1 year) term health care facilities. This Foundation residents in ten Association of State and ments to 

will impact approximately 600 certified long Territorial Dental Directors Quality of 
residents by giving them 
access to care that otherwise 

term care 
facilities across 

(ASTDD) assessment tool 
two times during the 

Care 

may have been out of reach or the Wasatch duration of the project, 
financially unreasonable. Front. once at the beginning and 

then again several months 
later to determine the 
effectiveness of the 
program. In addition to the 
assessment tool, 
satisfaction surveys will be 
provided to the facility 
administration, staff, 
residents, and families to 
help determine the quality 
of care provided. Data 
from the assessment and 
survey will be provided in 
quarterly progress reports. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 9 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry out 
the project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Arizona $100,000 July 1, 2015 – 
June 30, 2017 
(two years) 

Music and 
Memory 
Program for 
Improving 
Dementia 
Care 

This project will implement the 
Music and Memory program to 
decrease behavioral symptoms 
of dementia and advance better 
quality of life for residents. 

13 Arizona 
nursing 
homes 

Residents and 
staff of the 
participating 
long-term care 
facilities 

A decrease in the use of 
some medications is 
expected. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Arizona $18,000 June 9, 2017 

(one day) 

Long-Term 
Care (LTC) 
Health Care-
Acquired 
Infection 
Conference 

Through this conference, 
current best practices for 
infection control will be 
identified, with an emphasis on 
Clostridium difficile infection. 

Arizona 
Department of 
Health 
Services 
(ADHS) 
Bureau of 
Long-term 
Care 
Licensing; 
ADHS 
Healthcare 
Acquired 
Infection 
Program 
(LTC 
Subcommit-
tee); APIC 
(Association 
for Profession-
als in Infection 
Control and 
Epidemiology) 
Consulting 

Arizona nursing 
home staff 

APIC will present this 
conference, advancing 
better awareness of 
infection control. An 
expected measure is the 
reduction of infection control 
citations (which in turn 
leads to a healthier LTC 
resident population). 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 9 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

California $1,445,573 July 1, 2015 – 
June 30, 2018 
(three years) 

Music and 
Memory 
Program for 
Improving 
Dementia 
Care 

This project will help advance 
the campaign to improve 
dementia care in California's 
skilled nursing facilities by using 
the Music and Memory 
program, which uses 
personalized music for 
residents. 

State of 
California; 
California 
Association 
of Health 
Facilities 
(CAHF) 

At least 300 
participating 
skilled nursing 
facilities will 
benefit from the 
project; this 
correlates to 
4500 residents. 
Additionally, up 
to a total of 
1200 facilities 
can benefit 
from available 
materials on 
the CAHF 
website. 

Improve dementia care and 

quality of life for residents 

and identify quality 

assurance performance 

improvement (QAPI) 

practices that sustain the 

program’s longevity at 
participating facilities. The 

UC Davis School of Nursing 

principal researcher will be 

measuring the residents’ 
improvement throughout the 

course of the study only. 

The final report will be 

available to all participating 

facilities and posted to 

CAHF’s website for the 
balance of the 1200 

facilities. The study did not 

include resources or 

training on how to continue 

the program evaluation, 

though facilities can 

manage change and 

monitor progress through 

the resident care 

plan. Facilities were 

encouraged to use QAPI 

practices to maintain 

program quality and expand 

the program to interested 

families and residents. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 9 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Hawaii $4,995.00 June 2016 – 
May 2017 
(one year) 

Translation of 
the Physician 
Orders for 
Life-
Sustaining 
Treatment 
(POLST) 
Form 

In an effort to broaden the 
understanding and use of the 
POLST form in Hawaii, this 
project will translate the POLST 
form into a variety of local 
languages. 

Kokua Mau All nursing 
facilities, home 
health 
agencies, and 
hospitals in 
Hawaii 

POLST form translated 
into ten local Hawaiian 
languages 

Consumer 
Information 

Translations of the POLST 
form were made into the 10 
most-needed languages (as 
determined by the State Office 
of Language Access). 
The translations are available 
on the Kokua Mau website: 
www.  
kokuamau.org/languages. 

The grantee has received 
positive feedback on the 
translations and plans to 
survey people about their use. 
Social workers, nurses, and 
doctors report that they like to 
have the translations available 
to help work through the 
documents with patients and 
families. The grantee has also 
received calls from family 
members who share positive 
feedback about working with 
the form. 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 9 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Nevada $821,323.00 May 1, 2016 – 
April 30, 2018 
(two years) 

Decrease 
Falls in Skilled 
Nursing 
Facilities 
(SNFs) 

This project aims to decrease 
falls in selected Nevada SNFs 
by 25%. The Comprehensive 
Resident Safety and Prevention 
Program (CRiSP) program is 
comprised of four key pillars, 
which contain a collection of 
best practices to guide facilities 
in improving their organizational 
systems through education and 
quality improvement. These 
pillars are Culture Change 
(commit across the 
organization, develop team 
skills, adopt safety culture); 
Leadership (support the front 
lines, provide coaching and 
mentoring, establish vision and 
expectations); Safety 
(customize care plans, observe 
and monitor, conduct safety 
briefings); Measurement (collect 
data, monitor performance, 
integrate with QAPI) 

HealthInsight The project will 
engage 10-12 
Nevada SNFs 
in the falls 
management 
program 

Quarterly program progress 
updates will be provided. 

Direct 
Improvements to 
Quality of Care 

Results pending 

Nevada $180,794.00 December 31, 
2016 – 
December 31, 
2018 
(two years) 

Music and 
Memory 

Nevada’s Music and Memory 
Initiative will certify Nevada’s 
skilled nursing facilities (SNFs) 
as “Music and Memory” 
facilities. 

Nevada 
Health Care 
Association 
Perry 
Foundation 

Nevada SNFs Improvements in 
unnecessary medication 
use [in facility Minimum 
Data Set (MDS) 
indicators] will be reported 
quarterly. Reports to the 
SNF community will also 
be made through annual 
conferences. 

Direct 
Improvements to 
Quality of Care 

Results pending 

Nevada $418,246.00 August 1, 2016 
July 31, 2018 
(two years) 

Antimicrobial 
Forecast 
Project 

This project will create a 
consolidated, integrated, and 
comprehensive view of 
antimicrobial resistance patterns 
in the State of Nevada. 

University of 
Nevada, 
Reno 

Nursing homes 
in rural Nevada 
(all counties, 
except Washoe 
and Clark) 

Quarterly program progress 
updates will be provided. 

Direct 
Improvements to 
Quality of Care 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Alaska $48,000.00 October 15, 
2016 – January 
30, 2017 
(Conference 
held: January 
9-10, 2017) 

Long Term 
Care (LTC) 
Leadership 
Conference to 
Improve 
Resident 
Quality of 
Care 

The intended outcome of this 
conference is for leadership to 
learn new, emerging information 
and best practices and bring 
this knowledge back to their 
facilities. This will enable them 
to implement changes in their 
facilities, leading to improved 
services (which will have a 
positive impact on residents). 

State of 
Alaska's 
Health 
Facilities 
Licensing 
and 
Certification 

18 long term 
care facilities in 
Alaska 

Conference registration, 
materials, air fare, lodging 
for three nights, and 
transportation 

Training The 18 facilities participated, 
and the conference was 
successful. Information was 
shared from several state 
divisions, the Quality 
Improvement Organization 
(QIO) and the LTC 
association. The leadership of 
the LTC facilities actively 
participated and have shared 
that the event enabled them 
all to learn of upcoming 
changes and available 
resources all at one time. 

Idaho $49,312.28 2016 - 2018 (two 
years) 

Oneida 
County Long 
Term Care 
(LTC) Facility 
Technology 
Grant 

This project focuses on the 
implementation of a variety of 
technologies for improving the 
quality of life for residents of the 
Oneida County LTC facility. 
Through this grant, technology 
will be used to deliver an 
assortment of activities, as well 
as provide each resident with 
personalized digital music and 
photos. 

Oneida 
County LTC 
Facility 

No data 
available 

No data available Direct 
Improvements to 
Quality of Life 

Results pending 

Idaho $48,044.18 2016 - 2018 (two 
years) 

Idaho State 
Veterans 
Home Boise 
(ISVH-B) 
Long Term 
Care 
Technology 
Grant 

Through this project, technology 
products will be purchased; 
these technologies will foster 
independence for residents with 
visual and/or auditory 
impairments by making 
information available in large, 
clear, glare-free print, and/or 
loud volume. The project’s 
intended outcomes include 
increased cognitive function and 
decreased anxiety of residents. 
The project is part of ongoing 
efforts to foster independence, 
improve quality of life, and 
provide person-directed care for 
ISVH-B residents. 

ISVH-B No data 
available 

Secure three 
SMARTboard® interactive 
white boards, 
accompanying portable 
stands, and dedicated 
computers as well as three 
sets of flight simulators with 
accompanying hardware. 
Additionally, ISVH-B will 
secure 25 iPads 
with carrying cases 
and screen protectors. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Idaho $49,172.00 2016 - 2018 (two 
years) 

Idaho State 
Veterans 
Home 
Lewiston 
(ISVH-L) Long 
Term Care 
Technology 
Grant 

The objective of this project is to 
purchase technology products 
that enable improvements in the 
quality of life and care that 
residents receive daily. 

ISVH-L No data 
available 

No data available Direct 
Improvements to 
Quality of Life 

Results pending 

Idaho $49,415.63 2016 - 2018 (two 
years) 

Idaho State 
Veterans 
Home 
Pocatello 
(ISVH-P) 
Long Term 
Care 
Technology 
Grant 

Through this project, technology 
products will be purchased; 
these technologies will foster 
independence for residents with 
visual and/or auditory 
impairments by making 
information available in large, 
clear, glare-free print, and/or 
loud volume. The project’s 
intended outcomes include 
increased cognitive function and 
decreased anxiety of residents. 
The project is part of ongoing 
efforts to foster independence, 
improve quality of life, and 
provide person-directed care for 
ISVH-P residents. 

ISVH-P No data 
available 

Secure three 
SMARTboard® interactive 
white boards, 
accompanying portable 
stands, dedicated 
computers as well as three 
sets of flight simulators with 
accompanying hardware. 
Additionally, ISVH-B will 
secure 25 iPads 
with carrying cases 
and screen protectors. 

Direct 
Improvements to 
Quality of Life 

Results pending 

Idaho $43,399.00 2016 - 2018 
(two years) 

It's Never Too 
Late (iN2L) 
Long-Term 
Care 
Technology 
Project 

Through this project, Bingham 
Memorial will purchase and 
install iN2L software and 
therapy equipment, making 
computer activities accessible 
and enjoyable for residents. 
iN2L provides a variety of 
adaptive and engaging 
computer-based experiences 
for residents. iN2L systems are 
particularly well-suited for 
dementia engagement 
programming, as well as 
innovative therapy interventions. 

Bingham 
Memorial 
Skilled 
Nursing & 
Rehabilitation 
Center 

No data 
available 

Implementation and 
usage of the iN2L 
software and therapy 
equipment. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Idaho $4,790.13 2016 - 2018 (two 
years) 

SMART Table 
Technology 
for Residents 

This project will improve quality 
of care and life for residents 
through the use of technology. 
In particular, technology will be 
utilized (in lieu of medication or 
alternate placement) in order to 
address behavioral 
disturbances from residents 
(specifically those with dementia 
and depression). 
The SMART table will provide 
residents with a variety of 
options to interact with family 
members (including the ability to 
enlarge family pictures, watch 
home videos, etc.), play games, 
learn and review educational 
lessons, listen to audio books, 
and play trivia. 

This project aims to decrease: 
the amount and severity of 
behaviors noted, especially 
from the facility’s dementia 
population, and depression 
symptoms expressed during the 
PHQ-9 depression assessment 
interview. 

Kindred 
Nursing and 
Rehabilita-
tion 
Mountain 
Valley 

No data 
available 

Through this project, a 
SMART table will be 
deployed at the facility. The 
PHQ-9 depression 
assessment will be 
administered to ascertain 
whether a decrease in 
depression symptoms 
occurs. 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Idaho $35,048.92 2016 - 2018 (two 
years) 

It's Never Too 
Late Long-
Term Care 
Technology 
Project 

The purpose of this project is to 
provide person centered care 
and improve resident self-
esteem and overall quality of life 
(including relieving feelings of 
hopelessness, loneliness, and 
boredom). Residents will use 
iN2L to stay engaged and 
connected through the use of 
wellness and engagement 
content and stay connected 
applications. 
This project also aims to reduce 
anti-psychotic medication use 
and the risks of debilitating side 
effects of anti-psychotic 
medication. It also seeks to 
address behavioral and 
psychological symptoms of 
dementia and traumatic brain 
injury, which include verbal and 
physical aggression, wandering, 
confusion and agitation. 

Desert View 
Care Center 
of Buhl 

No data 
available 

iN2L adaptive technology Direct 
Improvements to 
Quality of Life 

Results pending 

Idaho $40,000.00 May 4-5, 2017 

(two days) 

Resident 
Safety and 
Quality 
Improvement 
Conference 

This project will provide 
scholarships for the following 
people to attend the Idaho 
Resident Safety and Quality 
Improvement Conference, 
“Thriving Through Change: A 
Rx for Resilience”: up to four 
staff from skilled nursing 
facilities (SNFs) and & 
SNF/Nursing Facilities(NFs) (a 
direct care staff member, 
Administrator, Director of 
Nursing, and Quality 
Assurance/Quality Improvement 
Coordinator); the State 
Ombudsman; and long-term 
care (LTC) state agency survey 
staff 

Idaho Board 
of Examiners 
for Nursing 
Home 
Administra-
tors 

Up to four staff 
from SNFs and 
SNF/NFs; the 
State 
Ombudsman; 
LTC state 
agency survey 
staff 

Each scholarship will 
include conference 
registration, as well as 
hotel, travel, and meal 
costs. 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Idaho $46,898.00 October 27, 
2017 (one day) 

Pressure 
Ulcer 
Prevention 
Coalition 
(PUPC) 
Conference 

This project will provide a 
scholarship for each skilled 
nursing facility to send two staff 
(a registered nurse and/or a 
licensed practical nurse) to 
attend the Idaho Pressure Ulcer 
Prevention Coalition’s 11th 
Annual Consensus Meeting in 
Boise, Idaho. At the meeting, 
the staff will receive information 
and education, and will network 
with peers regarding how to 
reduce the number of avoidable, 
high-risk pressure injuries in 
residents residing in skilled 
nursing facilities/nursing 
facilities (with resulting 
improvement in care and quality 
outcome measures). 

The Idaho 
Health Care 
Association 
and the 
Pressure 
Ulcer 
Prevention 
Coalition 

No data 
available 

Venue, catering, speakers, 
continuing education, 
advertising, event planning 
services 

Training Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Idaho $34,335.07 Summer 2017 Mini-
technology 

To enhance facility technology 
to improve quality of care and 
life for residents through the use 
of technology. To address 
behavioral disturbances from 
our residents, specifically those 
with dementia, depression, and 
behaviors, utilizing technology 
in lieu of medication or alternate 
placement. To decrease the 
amount and severity of 
behaviors noted, especially from 
our dementia population, as well 
as a decrease in depression 
symptoms expressed during the 
PHQ-9 depression assessment 
interview. The table enables 
residents a multitude of options 
to interact with family members 
(including the ability to enlarge 
family pictures, watch home 
videos, etc.), play games, learn 
and review educational lessons, 
listen to audio books, and play 
trivia. 

Mountain 
Valley of 
Cascadia 

No data 
available 

Beams Professional 
Edition-Music therapy, 
Yamaha Acoustic Grand 
piano, Q-pads, smart TV, 
TV cart, Headphones, 
Xbox 

Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Oregon $200,128.00 Summer 2017 The Echo 
Project 

The project aims to develop 
more knowledgeable and skilled 
front-line nursing home staff. 
Through training and education, 
front-line staff will be better 
equipped to deliver person-
centered care in addressing 
nursing home residents’ mental 
health concerns and behavioral 
issues. 

The Oregon 
Health 
Authority 
(OHA) 
Health 
Systems 
Division will 
work closely 
with the 
Oregon 
Rural 
Practice-
based 
Research 
Network 
(ORPRN) to 
create and 
deliver this 
program with 
the OHA 
project team 

20-30 long-term 
care facilities in 
Oregon 

The creation of an Oregon-
relevant, 24 session 
curricula that can be utilized 
in the future by different 
nursing homes. The project 
will deliver 24 ECHO 
sessions (focused on 
geriatric mental health) to 
nursing home staff, as well 
as recordings of the didactic 
presentations (which can be 
viewed by nursing staff on 
their own schedules, or as 
part of all-staff meetings). 
Four reports on program 
administration and results of 
evaluations (due in months 
4, 10, 14, and 18) will be 
submitted from ORPRN to 
the OHA Health Systems 
Division. 

Training Project launch event, facility 
recruitment, expert panel and 
curriculum development were 
initiated in Fall 2017. 
The program commences 
March 2018 - April 2019. 

Oregon $149,580.00 10 -12 
months in 
2017 

Portland State 
University 
(PSU) 
Resident 
VIEW 

PSU’s Institute on Aging is 
developing a tool to assess 
person-directed care (PDC) 
from the point of view of 
residents, called the Resident 
VIEW (Voicing Importance and 
Experience for Well-Being). 

Portland 
State 
University 

Nursing homes 
within a 100-
mile radius of 
Portland 
(constituting 
four areas: 
Portland, 
Portland 
metropolitan 
area, I-
5/Willamette 
River corridor, 
and rural 
communities) 

Tuition, travel, data analysis Direct 
Improvements to 
Quality of Life 

Results pending 
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State Civil Money Penalty Reinvestment Projects Funded in Calendar Year 2017 
Region 10 

STATE Total amount 
of State CMP 

funds 
obligated for 
each project 

(all years) 

Anticipated 
project 

duration 

Title of each 
approved 
project 

funded in 
whole or in 
part with 

State CMP 
funds 

Brief description of the goals 
and objectives of the project 

List entity 
(ies) that 
received 

funding and 
will carry 
out the 
project 

List entity (ies) 
that will 

benefit from 
the project 

Expected deliverables or 
metrics for the project 

Project 
category 

Results of the project 

Washington $124,486.50 Fall 2017 Music and 
Memory 
Program 

Music and Memory is a popular 
music therapy program that has 
been increasingly adopted in 
nursing homes to support 
individuals with dementia. It is 
an example of a non-
pharmacologic treatment to 
address behavioral issues of 
residents with dementia. 
This program uses personalized 
playlists delivered on iPods or 
other digital devices, which are 
set up by caregivers who are 
trained in the program. The 
underlying premise of the Music 
and Memory program is that 
these musical favorites tap deep 
memories that are not yet lost to 
dementia. The awakening of 
these memories can facilitate 
residents to communicate, 
engage, and socialize. 

Washington 
State 
Department 
of Social 
Health and 
Services; 
LeadingAge 
Washington 

45 Washington 
nursing homes 

Music and Memory program 
supplies/costs, iPod 
shuffles, headphones, 
speakers, USBs, laptop, 
external hard drive, travel 
expenses 

Direct 
Improvements to 
Quality of Life 

At the completion of the first 
quarter, all 45 nursing homes 
have taken the training and 
have been certified in Music 
and Memory. LeadingAge 
Washington is currently 
processing the requests for 
equipment from each nursing 
home. 



 

 

 
 

 

State Plan for the Use of Civil Money Penalty (CMP) Funds  

Resource Guide 
All states must submit an acceptable plan for the use of CMP funds to the Centers for Medicare & Medicaid 
Services (CMS). Each state shall submit its plan for the upcoming calendar year to its CMS Regional Office (RO) by 
October 31 of each calendar year. CMS will review each plan and determine if the plan meets regulatory 
requirements1. 

This resource guide contains guidelines to help states develop their plan for the use of CMP funds utilizing the CMP 
State Plan Submission Template and to submit their plans to their respective ROs. Please note that the use of the 
template is not required by CMS, and does not guarantee that a state’s plan will be approved by the RO. A state 
may use its own CMP state plan template as long as it meets the necessary requirements.  The template is provided 
to help guide states in the development and submission of their plan for the use of CMP funds.  

As part of its plan, each state must also submit project tracking information to account for the previous year’s CMP 

funded projects. States should complete the CMP Project Tracking Sheet at the end of each calendar year and 

submit directly to their CMS RO and the Civil Money Penalty Reinvestment Program (CMPRP) mailbox at CMP-

info@cms.hhs.gov by February 1 of the following year. The first tab of the CMP Project Tracking Sheet contains 

instructions for completing the tracker. The second tab provides a pre-filled example of the type of information 

requested, and the third tab contains a template for states to directly enter CMP projects that took place during CY 

2018.    

The CMP State Plan Submission Template and CMP Project Tracking Sheet are located on our CMP Reinvestment 

Resource Webpage at: https://www.cms.gov/Medicare/Provider-Enrollment-and-

Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html  If you have questions about these 

resources, please contact CMP-info@cms.hhs.gov.  

 
 

 

 

 

 

                                                           
1 As specified in 42 CFR 488.433(e)-(f) 

mailto:CMP-info@cms.hhs.gov
mailto:CMP-info@cms.hhs.gov
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
mailto:CMP-info@cms.hhs.gov


 
 
  

Guidelines to Complete a CMP State Plan for the Use of Civil Money Penalty 

(CMP) Funds 
An effective CMP State Plan should include the following information. The CMP State Plan Submission Template is 

mapped to these guidelines.  

Plan Section Description 

1. Plan 
Timeline 

• Use this section of the template to indicate the start date and end date for the plan 
(month and year). This should follow the upcoming calendar year (e.g., January 1, 2019 
– December 31, 2019) 

• Indicate the date that the plan was submitted to CMS for review. 

2. Points of 
Contact 

• Include a primary point of contact for the State Plan.  

• If there is a secondary point on contact, include his or her information. 

• Point of contact information should include: name, title, address, phone number, and 
email address. 

3. Current CMP 
Balance 

• Provide the projected CMP balance as of January 1 for the calendar year covered by this 
plan. 

4. Emergency 
Reserve Fund 
Plan 

• Use this section to provide the amount of CMP funds (per section 3) that the state will 
reserve for emergency situations. 

• Indicate the intended use for the funds, such as the relocation of residents.  

5. Annual 
Administrative 
Use  

• If using CMP funds for administrative use, use this section to provide the amount of 
CMP funds (per section 3) that will be used during the calendar year covered by the 
plan.  

• Provide a description of how these funds will be used. For example, salary and benefits 
for one part-time staff (0.5 FTE) to oversee the evaluation of approximately 30 
submitted CMP applications as well as the administration and monitoring of 
approximately 10 CMP awards. 

• Be sure to avoid potentially prohibited or problematic costs (e.g., administrative 
expenses beyond those necessary to administer, monitor, evaluate, or report on the 
effectiveness of projects utilizing CMP funds). 

6. Obligated 
Funds Plan 

• Include a list of continuing and/or new projects planned for CY 2019. List each project 
title, amount obligated for approved CY 2019 projects, start and end dates of project, 
and recipient of funds. 

• Provide the total amount of obligated funds for all continuing and/or new projects 
planned for CY 2019. 

7. Available 
Funds 

• Provide the state’s available funds (as of January 1, 2019) for new CMP projects. This 
DOES NOT include the amount of funds for emergency or administrative use, and for 
obligated projects as noted above. To calculate, take the total amount provided in 
section 3 and subtract the total amounts in sections 4, 5, and 6. 

8. Plan 
Summary 
Chart 

• Complete the chart in this section to provide a numeric summary of the plan.   

• Provide the estimated CMP funds balance (from section 3), the amount of CMP funds 
held in reserve for emergency use during the calendar year (from section 4), the 
projected administrative use for the calendar year (from section 5), the amount of 
obligated funds for approved CY 2019 projects (from section 6), and the total available 
funds for CMP projects in CY 2019 (from section 7). 

9. Public 
Information 

• Each state must make standard information about funded projects publicly available.  
Project information shall be updated annually. 

• Use this section of the template to provide the website address or other posting 
location for project information. 

• If a state chooses to post information on a website, it may post information on its own 



 
 
  

Plan Section Description 

state website or refer stakeholders to the CMS-operated website where lists of each 
state’s projects are posted. If a state prefers to not maintain its own website and rely on 
the CMS website, the state should include information on its website to direct 
stakeholders to the CMS site. For example, include the following statement on the state 
website: “[State] maintains information about projects funded by CMP funds.  This 
information can be found on the CMS website at 
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html”  

10. Solicitation 
and Review 
Methods 

• Use this section of the template to describe how the state will solicit CMP projects that 
will benefit nursing home residents. If applicable, provide information on the types of 
projects intended to be solicited (e.g., dementia care, music and memory, etc.). 

• Examples of solicitation methods include but are not limited to: websites, notices to the 
Ombudsman’s office, presentations to the nursing home provider community, and 
conferences. 

• Include relevant details for each solicitation method.  For example: who is responsible 
to carry out the solicitation notice, the general timing of when it will occur, where it will 
occur, and the target audience.  

• If applicable, describe any standard language or requirements that will be included in 
each solicitation notice. 

• Include relevant details to describe how the state will review CMP applications. For 
example: who is responsible for reviewing the applications? Will there be a review 
committee that meets on a regular basis? What criteria will the state use to evaluate 
applications? Is there a checklist of criteria or an evaluation template that reviewers will 
use? What will the state do with applications that do not meet criteria? What 
timeframe is expected to review and approve/deny applications? At what point will the 
application be submitted to CMS? 

11. Monitoring 
and Tracking 
Methods 

• Use this section of the template to describe how the state will monitor and track 
projects that use CMP funds as well as funds used for administrative use in section 5. 

• Provide information about how the state will assure monies paid out for the CMP 
project were spent on the items identified by the CMP fund recipient. For example: site 
visits, invoices, time cards, and receipts for supplies and travel can aid in approving 
invoices. 

• Describe how the state will track project results. For example: periodic or standard 
reporting deadlines, deliverables, final report, as well as the inclusion of metrics. 

CMP Project 
Tracking Sheet 
(Excel) 

• At the end of the calendar year, complete the CMP Project Tracking Sheet to facilitate 
the tracking of CMP-funded projects. 

• The CMP Project Tracking Sheet should be submitted to the CMS RO and the CMPRP 
Mailbox at CMP-info@cms.hhs.gov by February 1 of each year and contain information 
on projects that took place during the previous year. For example, on February 1, 2019, 
states should submit tracking sheets with information on projects that took place 
during 2018.  

• The first tab of the CMP Project Tracking Sheet contains instructions for completing the 
tracker. The second tab provides a pre-filled example of the type of information 
requested, and the third tab contains a template for states to directly enter CMP 
projects that took place during CY 2018.    

 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
mailto:CMP-info@cms.hhs.gov


CMP State Plan Submission Template 

Plan for the Use of Civil Money Penalty (CMP) Funds 

Introduction 
This plan describes how [enter state/territory name]     will use Civil Money 

Penalty (CMP) Funds for the 2019 calendar year. Questions about this plan shall be directed to the point 

of contact listed below.  

1. Timeline
Plan Start Date: January 1, 2019

Plan End Date: December 31, 2019

Date of submission to CMS:

2. State Points of Contact:
Primary Point of Contact Secondary Point of Contact 

Name: Name: 

Title: Title: 

Office: Office: 

Address: Address: 

Phone: Phone: 

Email: Email: 

Plan for the Use of CMP Funds 

3. Current CMP Balance
The state’s projected CMP funds balance as of January 1, 2019 is $

4. Emergency Reserve Fund Plan
For the planned calendar year, the state will reserve a portion of CMP funds for emergency

situations such as relocation of residents during a closure. This amount will be $

.

.



Describe below how the state will use emergency reserve funds. 

5. Annual Administrative Use
The state estimates $     of CMP funds (per section 3) will be used for

administrative use during the calendar year covered by the plan. If the state does not intend to use CMP

funds for administrative use, enter ‘0’ (zero).

If using CMP funds for administrative use, describe below how the funds will be used [e.g., salary and 

benefits amount for one part-time staff (0.5 FTE) to evaluate 30 submitted CMP applications and to 

oversee the administration and monitoring of approximately 10 CMP awards]. 

6. Obligated Funds Plan
Include a list of continuing and/or new projects planned for CY 2019. List each associated project title,

amount obligated for approved CY 2019 projects, start and end dates of project, and recipient of funds. If

more space is needed, an extended sheet is provided on the last page. Please make sure the total

amount of obligated funds in the extended sheet is reflected in the total in this section.

Project Title Amount 
Obligated 

for CY 2019 

Start and End Dates Recipient of Funds 



7. Available Funds
The state’s available funds (as of January 1, 2019) for new CMP projects is $

This DOES NOT include the amount of funds for emergency or administrative use, and for obligated

projects as noted above. To calculate, please take the total amount provided in section 3 and subtract

the total amounts in sections 4, 5, and 6.

8. Plan Summary Chart
Complete the following chart:

1. Estimated CMP funds balance for January 1, 2019 

(From section 3) 

2. Amount of emergency CMP funds held in reserve 
for CY 2019 
(From section 4) 

3. Projected administrative use for CY 2019 
(From section 5) 

4. Total obligated CMP funds for continuing and/or 
new projects planned for CY 2019  
(From section 6) 

5. Available funds for CMP Projects in CY 2019 
(From section 7) 

Plan for Public Posting, Solicitation & Review Methods, and Monitoring & 

Tracking Methods 

9. Public Posting of Funded CMP Projects
On an annual basis, the state will post the following information about each project funded to a publicly

available location:

1. Project title

2. Project purpose and goals

3. Project duration

4. Dollar amount awarded for the project

5. Awardee name

6. Project results (e.g., outcome and lessons learned)

Note: The above information may be posted on the state’s website or may refer stakeholders to the 

CMS operated-website where lists of each state’s projects are posted. If a state prefers to rely on the 

CMS website, the state should refer the public to the CMS CMP Reinvestment Resource website. 

The total amount of obligated CMP funds for continuing and/or new projects planned for 

CY 2019 is $   .

.

$

$

$

$

$



Information on the items listed above can be found posted at the following publicly available location 

(e.g., state website, CMS website, state newsletter): 

 
 
 
 
 

 

10.   Solicitation and Review Methods  
Describe how the state will solicit CMP projects to benefit nursing home residents. Include relevant 

details (who is responsible, when, where, and who the target audience is).  If applicable, provide 

information on the types of projects intended to be solicited (e.g., dementia care, music and memory, 

etc.). 

 
 
 
 
 
 
  

 

Describe methods and criteria the state will use to objectively and consistently review and evaluate 

applications. Include relevant details (personnel reviewing applications, criteria state will use to evaluate 

applications, expected review timeframe, and process for submitting applications to CMS). 

 
 
 
 
 
 
 

 

11.   Monitoring and Tracking Methods 
Describe how the state will monitor and track projects that use CMP funds, as well as funds used for 

administrative use (section 5). 

 
 
 
 
 
 
 



 

Extended Sheet for Obligated Funds Plan 
If applicable, use this space for additional project information from section 6. Please make sure the total 

amount of obligated funds in section 6 reflects the projects included in this extended sheet. 

    

    

    

    

    

    

    

    

    

    

    

    

Project Title Amount 
Obligated 

for CY 2019 

Start and End Dates Recipient of Funds 

 



Sample CMP State Plan  

State X Plan for the Use of Civil Money Penalty (CMP) Funds 

Introduction 
This plan describes how State X will use Civil Money Penalty (CMP) Funds for the 2019 calendar year. 

Questions about this plan shall be directed to the point of contact listed below.  

1. Timeline
Plan Start Date: January 1, 2019

Plan End Date: December 31, 2019

Date of submission to CMS: October 13, 2018

2. State Points of Contact:
Primary Point of Contact Secondary Point of Contact 

Name: 
Jane Doe 
Title: 
Director 
Office: 
Long Term Care Policy Unit 

Address: 
1234 Windy Lane 
City Z, State X, 12345 

Phone: 
123-456-7891
Email:
jdoe@email.com

Name: 
John Doe 
Title: 
Assistant Director 
Office: 
Long Term Care Policy Unit 

Address: 
1234 Windy Lane 
City Z, State X, 12345 

Phone: 
123-456-7890
Email:
jdoe2@email.com

Plan for the Use of CMP Funds 

3. Current CMP Balance. The state’s projected CMP funds balance as of January 1, 2019 is
$5,000,000.

4. Emergency Reserve Fund Plan
For the planned calendar year, the state will reserve a portion of CMP funds for emergency

situations such as relocation of residents during a closure. This amount will be $1,000,000.

Describe below how the state will use emergency reserve funds. 



We plan to reserve $1,000,000 for emergency relocation of residents due to the possibility of natural 
disasters or facility closures.  We have 60 Medicare and Medicaid Certified facilities in the state, with 
approximately 7,200 residents.  In 2018, we had one involuntary closure of a facility resulting in the 
state ultimately paying for the relocation of 150 residents and their belongings.  Also in 2018, we had 
two facilities go into receivership, with the state having to pay facility expenses of $400,000.  
Furthermore, our state experiences frequent tropical storms that often require evacuations. 

 

5. Annual Administrative Use 
The state estimates $150,000 of CMP funds (per section 3) will be used for administrative use during the 

calendar year covered by the plan. If the state does not intend to use CMP funds for administrative uses, 

enter ‘0’ (zero). 

If using CMP funds for administrative uses, describe below how the funds will be used [e.g., salary and 

benefits amount for one part-time staff (0.5 FTE) to evaluate 30 submitted CMP applications and to 

oversee the administration and monitoring of approximately 10 CMP awards]. 

$150,000 will be used for administrative use during the 2019 calendar year, which will cover the 
salary and benefits for one part-time staff (0.5 FTE) and one full-time staff (1.0 FTE) to oversee the 
evaluation of 50 submitted CMP applications as well as the administration, monitoring, and results 
collection of approximately 15 CMP awards. The staff will also focus on an in-depth solicitation 
strategy to ensure that facilities are aware of how CMP funds can be used for projects to improve 
quality of care for residents. 
 
 

 

6. Obligated Funds Plan  
Include a list of continuing and/or new projects planned for CY 2019. List each associated project title, 

amount obligated for approved CY 2019 projects, start and end dates of project, and recipient of funds. If 

more space is needed, an extended sheet is provided on the last page. Please make sure the total 

amount of obligated funds in the extended sheet is reflected in the total in this section. 

Project Title Amount 
Obligated 

for CY 2019 

Start and End Dates Recipient of Funds 

iN2L Technology Program  $21,360  1/1/2019-
12/31/2019 

Orange Grove 
Nursing and Rehab 
Center 

Eden Alternative Culture Change Project  $140,280  
 

1/1/2019-
9/30/2020 

Institute of Patient-
Centered Geriatric 
Care 

Music and Memory Dementia Care 
Program 

$300,000 3/1/2019-
2/28/2020 

State X Center for 
Dementia Research 

Paro Pet Project $9,050 One-time purchase, 
2/15/2019 

Heather Hills 
Nursing Center 

Training to Reduce Use of Antipsychotics $29,310  4/2/2018 and 
4/1/2019 

University of State X 
School of Nursing 

 

The total amount of obligated CMP funds for continuing and/or new projects planned for CY 2019 is 

$500,000.00. 



7. Available Funds 
The state’s available funds (as of January 1, 2019) for new CMP projects is $ 3,350,000.  

This DOES NOT include the amount of funds for emergency or administrative use, and for obligated 

projects as noted above. To calculate, take the total amount provided in section 3 and subtract the total 

amounts in sections 4, 5, and 6. 

 

8. Plan Summary Chart 
Complete the following chart: 

1. Estimated CMP funds balance as of January 1, 2019  

(From section 3)  
$5,000,000.00 

2. Amount of emergency CMP funds held in reserve for CY 2019  
(From section 4) 

$1,000,000.00 

3. Projected administrative use for CY 2019  
(From section 5) 

$150,000.00 

4. Total obligated CMP funds for continuing and/or new projects 
planned for CY 2019   
(From section 6) 

$500,000.00 

5. Available funds for CMP Projects in CY 2019 
(From section 7) 

$3,350,000.00 

 

Plan for Public Posting, Solicitation & Review Methods, and Monitoring & 

Tracking Methods 
 

9. Public Posting of Funded CMP Projects 
On an annual basis, the state will post the following information about each project funded to a publicly 

available location: 

1. Project title 

2. Project purpose and goals 

3. Project duration 

4. Dollar amount awarded for the project 

5. Awardee name 

6. Project results (e.g., outcome and lessons learned) 

Note: The above information may be posted on the state’s website or may refer stakeholders to the 

CMS operated-website where lists of each state’s projects are posted. If a state prefers to rely on the 

CMS website, the state should refer the public to the CMS CMP Reinvestment Resource website. 

Information on the items listed above can be found posted at the following publicly available location 

(e.g., state website, CMS website, state newsletter): 



You can find our list of funded projects on CMS’s  Long Term Care Facility Civil Money Penalty 
Reinvestment Resource webpage (https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html)  
We also reference this website on our own state webpage, available at 
https://www.stateX.cmp_reinvestment.gov.  

 

10.   Solicitation and Review Methods  
Describe how the state will solicit CMP projects to benefit nursing home residents. Include relevant 

details (who is responsible, when, where, and who the target audience is).  If applicable, provide 

information on the types of projects intended to be solicited (e.g., dementia care, music and memory, 

etc.). 

The state will solicit projects that benefit nursing home residents through posting on our state 
website (https://www.stateX.cmp_reinvestment.gov). The Assistant Director of Long Term Care (LTC) 
Policy will share a regularly maintained list of approved projects and application solicitation notices 
with the Ombudsman’s office for posting, to help promote and solicit new applications. The LTC Policy 
Unit will present impactful CMP projects and explain the application process (including an explanation 
of prohibited and permissible uses of CMP funds) to the nursing home provider community during 
their bi-annual state conferences in January and June. In February, the state will solicit five projects, 
at a maximum of $250,000 each, that target behavioral, non-pharmacological interventions for 
dementia care to reduce the use of antipsychotics. Each project will last 3 years or less, and each 
project must produce deliverables that can be utilized by nursing homes across the state and 
potentially at a national level.  Our state prevalence rate of antipsychotics is high at 30% for long-stay 
nursing home residents, and is well above the quarter 4 2017 national prevalence rate of 15.1%. 

 

Describe methods and criteria the state will use to objectively and consistently review and evaluate 

applications. Include relevant details (personnel reviewing applications, criteria state will use to evaluate 

applications, expected review timeframe, and process for submitting applications to CMS). 

The Assistant Director of the LTC Policy Unit will intake and review CMP applications with their 1.5 FTE 
support team of LTC Policy staff. On a monthly basis, the team will present projects to a review 
committee, which includes the Director of the LTC Policy Unit in addition to a clinical advisor. 
The team will review the applications against the state X regulations (stateXregulations/website/.gov) 
and the federal CMP regulations (https://www.ecfr.gov/cgi-bin/text-
idx?SID=3a1661878520d13b2d98c5313f2b8e01&mc=true&node=pt42.5.488&rgn=div5#se42.5.488_1
433). When an application meets the aforementioned criteria, the state will submit the application to 
CMS within five calendar days. When an application does not meet federal and state criteria, the 
Assistant Director of LTC Policy reaches out to the applicant to notify them of any corrective action 
they can take to revise the application to meet requirements. The team then reviews the updated 
application. This process is performed a maximum of two times before the application is rejected.  
Applications are typically reviewed and approved or denied in a month timeframe. 

 

11.   Monitoring and Tracking Methods 
Describe how the state will monitor and track projects that use CMP funds, as well as funds used for 

administrative use (section 5). 

To ensure that monies paid out for CMP projects are spent on the items identified by the CMP funds 
recipient, State X will track all project invoices, time cards, and receipts and will conduct a progress 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment.html
file:///C:/Users/staber/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/CYNDTT5P/statexregulations/webiste/hhs.cms.gov
https://www.ecfr.gov/cgi-bin/text-idx?SID=3a1661878520d13b2d98c5313f2b8e01&mc=true&node=pt42.5.488&rgn=div5#se42.5.488_1433
https://www.ecfr.gov/cgi-bin/text-idx?SID=3a1661878520d13b2d98c5313f2b8e01&mc=true&node=pt42.5.488&rgn=div5#se42.5.488_1433
https://www.ecfr.gov/cgi-bin/text-idx?SID=3a1661878520d13b2d98c5313f2b8e01&mc=true&node=pt42.5.488&rgn=div5#se42.5.488_1433


check-in with the project lead to ensure they are measuring results of the CMP project. A check-in will 
occur before invoices are paid/funds are distributed.  
 
Staff salaries paid through CMP administrative use are recorded throughout the year. Administrative 
hours and activities are monitored to measure workflow surges and drop offs to better align staff to 
CMP application tasks and to continually evaluate staffing needs. 
 
To track results of each CMP project, State X will require that project leads submit a quarterly and 
final report for all projects with durations greater than 11 months, and a mid-way and final report for 
all projects with duration less than 11 months. The report will detail the progress made on the 
measures originally outlined by the applicant to evaluate success, emphasizing quantitative measures 
whenever possible.  

 

Extended Sheet for Obligated Funds Plan 
If applicable, use this space for additional project information from section 6. Please make sure the total 

amount of obligated funds in section 6 reflects the projects included in this extended sheet. 

Project Title Amount 
Obligated 

for CY 2019 

Start and End Dates Recipient of Funds 
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