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This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to safeguard 1 of 10 residents (#39)
privacy by not closing the medication
administration record (MAR) during a med pass.
The findings include:

£
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4B a@lq hallway for the resident where
i’:‘},..'g‘l_{é'l@} ach of privacy occurred has
“ 7 veceived  inservicing/counseling
3 Uiqgarding the record having been
111G {f}@iﬁ&ed by the Director of Nursing
i s
A O ";B‘:*n%bi'recg\re action  for
@SSULHES that may be affected.
No other residents noted to have
had privacy breaches.
3. Measures put into place to prevent

other

recurrence.
All nursing  staff have been
inserviced regarding the

importance of closing or covering
patient information.  This will
apply when staff members are
away from areas where resident
information is exposed.  This
inservicing was completed on
7/22/11 by the Director Of Nursing
and her designee.
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The resident has the right to personal privacy and 1. Corrective action for those
confidentiality of his or her personal and clinical ' affected
records. Resident number 39 was informed
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Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
cathaterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced

1. Corrective

badder.

action for those
affected.

Residents 57, 12, and 47 had
Catheter Securing Devices applied

on 7/8/11.

Corrective action for other
residents that may be affected.

All residemts with an indwelling
and suprapubic catheter were
assessed by the DON and ADON
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F 164 | Continued From page 1 F 164 Monitoring of corrective action
to ensure the Deficient practice
Resident #39 was admitted to the facility on will not recur.
06/16/11 wi.tI'z cumula@ive c{iagnosis tha}t included Rounds will be conducted by the
Ostt_eomyelhtls, Chronic Pain, Reflux Disease and DON or her designee to ensure
Anxiety. personal privacy and
During an observation of a medication conﬁdentiglity of records. T.h ©
administration pass on 07/07/11 at 8:45 AM , rounds will be completed daily
nurse times 2 weeks, then‘ weekly times
#1 poured resident #39's medications and 4, then mon‘t hly ftimes 3, then
walked into her room. Nurse #1 did not close or quarterly until the next annual
cover tite MAR when she went into the resident's survey.  The process will be
room. After administering the medications, nurse reviewed in  the QA/Facility
#1 left the room and proceeded to answer the call Leadership monthly meeting.
bell for another resident. Nurse #1 came back to Completion Date:
the cart after 5 minufes and began to sign the All appropriate  staff  were
medications for resident #39. The MAR was left inserviced by July 22, 2011.
uncovered and open for 5 minutes.
During an interview with nurse #1 at this time it
was revealed "oh | left the MAR open? Ohi
forgot."
F 315 | 483.25(d} NO CATHETER, PREVENT UTI, F 315 F 315; Scope and Severity: E
§s=g | RESTORE BLADDER No catheter, prevenf UTI, restore ?_l)‘l,”
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1. Based on abservations, record review, staff
intervisws and resident interviews, the faciiity
feiled to provide cathetsr securing devices for 3 of
3 residents (# 57, #12, and #47). Findings
include:

The facility policy titled "Catheter Care, Indwelling
Catheter” updated 01/16/09 indicated under the
section "purpose" is written "to prevent infection,
to reducs irritation.” and under the section
"Procedure” is written for # 8. "Anchor/secure
catheter tubing to prevent pulling.”

Resldent # 57 was admitted to the facility on
7127102 with cumulative diagnoses of multipie
strokes with bilateral hemiparesis and currently

bedbound in a debilitated state with contractures, 3. Measures put into place fto
atonic bladder and chronic indwelling suprapubic prevent recurrence,
catheter. All nursing staff, RN/LPN/CNA,
) . were inserviced on the facility
A review of the Quarterly Minimum Data Set. policy and procedure regarding
{MDS) assessment of 6/14/11 revealed Resident catheter care on 7/22/11 by the
#57 was cotgmtfafvelgin:act‘?hndtﬁble to Director of Nursing and the
communicale efiectively with others. Assistant Director of Nursing.
During an i i 7M1att1; T . .
uring an interview on 7/ at 11:25 AM, 4. Monitoring of corrective action

Resident # 57 stated her suprapubic catheter
tubing was not secured. Resident # 57 stated, "
A fong time ago they used tape and | broke out
from it. | have not had a catheter strap. | wear
briefs and that keeps the tubing in place. "
Observation of the suprapubic site and tubing
revealed nothing was in place to secure the
tubing and kesp it from pulling. Resident# 57
stated that even with the brief fastened over the
tubing, it still pulled at times.

applied on 7/9/11. The application
of device was added to Treatment
Adminisiration Record for
documentation purposes on 7/9/11,
The residents care plans and
resident care flow records were
also updated regarding securing
Catheter Devices. Completion
date: 7/22/11. All new admissions
will be assessed for Securing
Device related to catheters upon
admission by the treatment and
admitting nurse.  This will be
monitored daily by
DON/ADON/Risk Mgr. during
a.m. Nursing meeting.

to ensure the Deficient practice
will not recur.

All residents with catheters will be
monitored to ensure that the
catheter securing device is in place.
The DON or her designee will
monitor for the catheter securing
device daily times two weeks, then
weekly times four, then monthly
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During an interview on 7/7/11 at 12:04 PM, NA #
2 stated "The (Resident # 57) does not have &
catheter strap. | don't know that she ' s supposed
fo have one. If she is supposed to have onis, no
one has told me. If we need one, we get it from
the treatment nurse who ¢leans around it
{(suprapubic cathster site) every day.”

During an interview on 7/7/11 at 12:08 PM, 7-3
Nurse # 4 stated she had not seen a catheter
strap used in the facility in a long while. Nurse # 4
stated, " If the resident is ambulatory or mobile,
we use fape o secure the tubing 1o prevent it
from being pulled out, {Resident # 57) does not
have one (to secure the tubing.”

During an interview on 7/7/11 at 1:44 PM. Nurse
# 2 stated she keeps catheter securement
devices on the treatment cart. Nurse #2
provided a butterfly shaped catheter securement
device with an adhesive backing to allow device
to stick to skin and a velcro strip to hold tubing.
Nurse # 2 stated, " If the resident asks for one
(the catheter securement device), or a nurse or
nursing assistant asks for one, the treatment
nurses get it for them. No one has told me
{Resident # 57) requested one. No one has
asked me forone " .

In an interview on 7/7/11 at 2:03 PM, the Director
of Nursing (DON) stated it was her expectation
that if the facllity policy stated that a urinary
catheter should be secured then it should be
secured.

2. Resident #147 was admitted to the facility on
6/7/11 with diagnoses of pressure ulcer, anoxic

times three, then quarterly until our
next annual survey. This process
will be
QA/Facility Leadership Meeting.

5. Completion Date:
July 22,2011

reviewed in the next
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brain damage, and diabetes melfitus.

Resident #147's Minimum Data Set (MDS) dated
6/14/11 indicated Resident #147 had both short
and long term memory problems and was
severely impaired in daily decision making.
Resident #147 was total care for all aclivities of
daily Hiving and had an indwelling urinary catheter.

in an observation on 7/7/11 at 10:45 AM during
wound care, Resident #147 had an indwelling
urinary catheter. The urinary catheter was not
secured to either leg,

In aninterview on 7/7/11 at 1:40 PM, nurse #2
stated she did not remember if Resident #147's
urinary catheter was secured but she would
check.

In an intarview on 7/7/11 at 2:03 PM, the Director
of Nursing (DON) stated it was her expectation
that if the facility policy stated that a urinary
catheter should be secured then it should be
secured.

Review of Resident #147's medical record
revealed a Nurse's Note dated 7/7/11 at 4,30 PM.
The note indicated a catheter securing device
had besn applied to Resident #147's left upper
thigh to secure the urinary catheter. The note was
signed by nurse #2.

3. Resident #57 was admitted to the facility on
06/02/05 and readmitted on 03/12/08 with
cumulative diagnoses that included CVA (stroke)
Glaucoma, Hypertension, Anemia, Urinary
Retention and a stage 3 pressure ulcer. The
resident was coded on the most recent MDS
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{minimum data set) dated 02/08/11 as having
short and long term memory problems and as
heing severely impaired in the decision making
process. In addition the resident was coded as
using a catheter.

During an observation of the resident's decubitus
uicer care on 07/07/11 at 11:00 AM , the resident
was ohserved to not have any type of securing
device for the catheter. During an interview with
nurse #3 at that time it was revealed " don * t
remember seeing any type of securing strap in
this facility”

During an interview with the Director of Nursing
{DON} on 07/07/11 at 2:05 PM it was revealed "if
itis in our policy then we should be doing it. Te
my knowledge (name of resident) is not capable
of refusing the strap. If there was a refusal it
should be documented in either the nurse note or
the care plan." A review of both the nurse notes
and the care plan for the resident did not reveal
ay refusal for the use of a catheter strap.
483.25(i) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

{1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2} Receives a therapeutic diet when there is a
nuiritional problem.

F 315

F 325

F 325; Scope and Severity: G
Maintain nutrition status unless
unavoidable.

Hou

1. Corrective action for those
affected.

Resident number 75 was the only
resident identified as having been
affected. Resident number 75 was
assessed by the Dietary Manager
on 7/6/11 and recommendations
were implemented on  7/6/11.
Resident number 75 was then

assessed by a Registered Dietitian
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This REQUIREMENT is not met as evidenced
by:

Based on record review and staff and resident
interviews, the facility failed to assess and
implement interventions for 1 of 3 residents
(Resident #75) wiih weight loss. The findings
include:

Resident #75 was admitted to the facility on
9/23/2010 and readmitted on 06/13/2011
following a 5 day hospital stay. The resident’s
cumulative diagnoses included Mild Malnutrition,
Gasiroesophageal Reflux and Congestive Heart
Failure.

The Minimum Data Set (MDS) dated 10/20/2010
indicated the resident had shert term memory
deficits and moderate impairments in daily
decision making. The resident required setup
assistance only with meals.

Record review indicated the resident’ s
admission weight on 9/23/2010 was 101 pounds,
The resident was started on med pass 2 ounces
four times a day with meals on 9/23/2010, and
the resident ' s compliance was documented daily
on the medication administration record (MAR).

Review of the resident ' s care plan initiated on
10/15/2010 indicated the resident was at risk for
weight loss and fluid volume deficit. Approaches
put in place included "provide 2 otinces med
pass four times a day with meals”. Med pass 2
cunces 4 times a day was discontinued on
5/04/2011 due to the resident 's refusal, The
resident ' s care pfan was not updated to reflect
the change.

indicating no new
recommendations on 7/7/11. The
dietitian saw the resident again on
7/20/11. The Registered Dietitian
noted that the resident was still in
her tower end of the normal BMI
range. Resident number 75°s care
plan was updated on 7/6/11 in
regarding  discontinuation  of
supplement,

2. Corrective action for other
residents that may be affected,
All residents were assessed for 5%
weight loss in the past 30 days by
the Registered Dietitian and CDM
on  7/6/11 through 711,
Recommendations were submitted
and orders were obtained by the
ADON and noted in the medical
record by 7/14/11. Care Plans were
reviewed and updated for ali
appropriate residents.

3, Measures put into
prevent recurrence,
All staff were inserviced on the
usage of  tri-layer  dietary
communication slips for dietary
orders obtained, This inservice was
completed by the DON and the
ADON. The 3 copies of the dietary
orders will be placed in the medical
record, fo the dietary depariment,
and to the administrator or designee
for review in the AM meeting fo

place to
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The resident 's weight on 06/08/11 was 105
pounds. Records indicated the resident was
admitted to a local hospital on 6/08/2011 with
admission diagnoses that included Altered Mental
Status, Cachexia, Urinary Tract Infection, Severe
Malnutrition. The hospital discharge/iransfer
summary dated 6/15/2011 indicated discharge
was discussed with the resident ‘s responsible
party regarding diet that “they have to be on top
of things in the nursing home to make sure she
eats good ". The summary further indicated the
nursing home would have a dietary consult
secondary to poor intake. Review of facility
admission orders on 6/13/2011 indicated a
dietary consult was ordered secondary to poor
intake. The order was transcribed on 6/13/2011
to the June 2011 MAR. The resident 's
readmission weight on 6/13/2011 was 98.90
pounds . Review of the resident s clinical record
indicated no distary consult was done as ordered
on 6/13/2011. The next recorded weight was
87.10 pounds on 6/20/2011.

The facility Dietary Manager was interviewed on
7/6111 at 3:45PM and indicated the weight on
6/20/11 was 87.10 pounds and that she keyed the
weight into the system. She furiher reported she
should have asked for a reweigh at that ime, but
she did not. She also indicated she did not follow
up with the low welight and it was her
responsibility to do so.

in an interview with the facility Director of Nursing
{DON} on 7/6/11 at 4:05PM, it was indicated she
was not aware of the 87.10 pound weight until
today's date. She indicated weekly audits were
done by restorative staff which included the

assure department head awareness.
This was completed on 7/22/11.
Care Plans will be updated for all
appropriate residents. A log will be
kept by the Administrator and the
DON and/or their designee. This
log will contain ali residents that
have had an Registered Dietitian
consult for, When the Registered
Dietitian visits the facility a copy of
the log will be given to the
Registered Dietitian.

4. Monitoring of corrective action
to ensure the Deficient practice
will not recur,

The DON/ADON, Risk Manger,
CDbM/Dietary Manager, {reatment
nurse, MDSC, and the social
worker will meet weekly to review
residents identified with 5% or
more weight loss in 30 days.
Recommendations and  dietary
orders will also be reviewed in the
weekly meeting. The DON and/or
designee will review 5 charts per
week for accurate diet orders and
assute follow through to the point
where the resident’s meal is
verified to be matching that of the
order, If there was a Registered
Digtitian Consult ordered, the DON
or her designee will review the
record to assure the Registered
Dietitian  consult  has  been
completed. This will occur weekly
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facility dietary manager, and the resident's low
weight should have been reported and followed
up.

In an interview with the resident 7/6/11 at
4:15PM, the resident reported she did not like the
supplement the facility gave, and there were
times she refused it. She indicated the
supplement made her fee! nauseous. She did
not recall if any other kind of supplement was
suggested, nor did she recall why the supplement
was given.

The resident was weighed on 7/7/2011 at ©:30
AM by Nursing Assistant #2 (NA #2), a member
of the restorative staff. The facility DON was
present for the weighing. The weight was done
with liff scafe. The CNA calibrated the scale to
zero prior to weighing. The resident was on her
bed wearing a gown. The resident’ s welght was
90.5 pounds.

In an interview with restorative NA #2 on 7/7/11 at
9:48AM, it was revealed "There are 4 of us who
do the weights, we record them on our weight
sheets in the welght books. We give the weights
to the Dietary Manager who lets us know if a
reweigh is needed. We use bath the standing
and the lift scale to weigh the residents”. She
further indicated resident #75 was weighed on
both the lift scale and the standing scale
depending on when she was weighed.

Staff nurse #1 was interviewed on 7/7/11 at
10:40AM and indicated when orders were
recelved from the hospital upon retum to the
facility, the nurse transcribed the orders to the
MAR. She reported the process was " If orders

5. Completion Date;

three, then quarterly until the next
annual survey. Care Plans will be
reviewed and updated when
appropriate. This process will be
reviewed in the next QA/Facility
Leadership monthly meeting,

July 24, 2011
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are given for a dietary consult, the orders are
transcribed fo a resident 's MAR, and a
referralfcommunication form is filled out and
taken to distary by the nurse who transcribes the
order™. The staff nurse indicated she was not
the nurse who transcribed admission orders for
resident #75 on 6/13/2011 and was uncertain who
transcribed them.

On 7/07/2011 at 10:50 AM, the facility Dietary
Manger indicated it was her responsibility to carry
out dietary consults and further indicated no
referral form was received in June or July 2011
for a dietary consuit for resident #75.

In an interview with the facifity DON on 7/07/11 at
11:05 AM, it was reported staff was unable fo
locate a referral form for a dietary consult for
Resident #75 done on 6/13/2011. The DON
further indicated it was her expectation that
orders for a distary consult were carried ouf as
soon as the orders were received. The DON also
reported if there was an abnorma! weight, the
weight was turned over {o the Dietary Manager
and the Assistant Director of Nursing both who
were in charge of monitoring residents' weights.
She also indicated significant weight loss issues
were brought to the Quality Assurance (QA)
mestings, and that none were brought to the
attention of QA for Resident #75 in June or July
2011.

483.60(b), (d), {e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an

F 325

F 431

F 431; Scope and Severity: D 7_)}1/ i
Drug records, label/store drugs &
biological.

1. Corrective action for those
affected.
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accurate reconciliation; and determines that drug removed from the identified
records are in order and that an account of all medication room immediately. The
controlfed drugs is maintained and periodically facility’s pharmacy was made
reconciled. aware of outdated 1V fluids and a
b d blofogical din the facili b new IV box was exchanged out on
: L“%Sda." 0 ogtca s us:zh 'n:‘r ° uam 1y mtu Sdt © the evening on 7/7/11. The DON
abeled In accordance with currently accepte contacted the Pharmacy Director to
professional principles, and include the . -

. ; inform her that the facility had
appropriate accessory and cautionary eceived IV fluids in an emergenc
instructions, and the expiration date when receive Ulds 10 an emergency

i box that were expired upon arrival,
applicable. K
The outdated vacutainers were
in accordance wilh State and Federal laws, the removed immediately. The
facility must store all drugs and biologicals in vacutainers were removed by the
tocked compartments under proper temperature ADON.
controls, and permit only authorized personnel to
have access to the keys. 2. Corrective action for other
residents that may be affected,
The facility must provide separately locked, The AB medication room, central
permanently affixed compariments for storage of supply, and medication supply
controlled drugs listed in Schedule Il of the boxes from the pharmacy were
Comprehensive Drug Abuse Prevention and inspected and no other expired
Control Act of 1876 and other drugs subject to products were discovered. No
abuse, except when the facility uses single unit residents were affected by any
package drug d}strul?u_tion systems'ln yvh[ch the expired  over the  counter
quantity stored is minimal and a missing dose can . . )

) medications, vacutainers, and/or

be readily detected. .
Intravenous Fluids,
3. Measures put inte place (o
This REQUIREMENT is not met as evidenced prevent recurrence. i
by: All licensed staff were inserviced
Based on observation and staff interview, the on 1'.31“0\’3! . of outcfated
facility failed to remove outdated itsms from 1 of medications, fluids, and vacutainers
2 medication storage rooms (station 2). The on 7/22/11. This was conducted by
findings include: the Director Of Nursing. The
central supply clerk was inserviced
An observation of the medication room on station on removal and appropriate
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2 was done on 07/7/11 at 2:00PM. An

"IV {intravenous) start box” with a label dated
04/26/11 was observed, The box contained a liter
bag of Dexirose/.45 Normal Saline with 20 meq
{miliequivelants) of Potassium with an expiration
date of 05/2011, a 250 m¥milifliter) bag of
Dextroseb5%/MWater with an expiration date of
0672011 and 2 100mi bags of Dextrose 5%/water
with an expiration dates of 06/2011. During an
interview with the Assistant Director of Nursing
{ADGN} at this time it was revealed "the
pharmacy changes out the IV hox monthiy."

Also observed in the medication room were 2
bottles of Calcium 500 mg (milligram) tablets with
an expiration date of 05/2011, 1 bottle of Calcium
500 mg tablets with an expiration date of 05/2010
and a bottle of Folic Acid 400 mg tablets with an
expiration dated of 06/2011. During an interview
with the ADON at this time it was revealed "the
stock person is the one who stocks the room.
She should check the expiration dates but the
nurses should also be checking them.” During
an interview with the Director of Nursing (DON)
on 7/07/11 at 3:30 PM it was revealed * would
expect the pharmacy to check the IV solutions for
outdated items and | would expect the supply
person to check for outdated supplies when she
Is stocking the room. *

During and observation of the supply room on the
unit at 3:00PM on 07/07/11, 3 yellow top
vaccutainer tubes (used to draw blood) were
found with an expiration date of 11/2010.

During an interview with the DON on 07/07/41 at
3:30 PM it was revealed “the vaccutainer tubes
are brought to us by the hospital and we should

medications and vacuatainers on
7/22/11. This was conducted by
the Director of Nursing.

4. Monitoring of corrective action

to ensure the Deficient practice
will not recur,
The DON or her designee will
inspect all medication rooms will
be for appropriate removal of
medications, 1V fluids, and
vacutaners 5 days per week for 2
months then weekly times 5 weeks
and continue until next annual
survey. This will be completed by
DON,ADON, and Risk Manager.
This process will be reviewed in
the next QA/Facility PLeadership
monthly meeting.

5. Completion Date;
July 22, 2011
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be checking them to be sure they are not
ouldated." At 3:50 PM the ADON brought a
"pharmacy consult form" dated 06/24/11 that
indicated that all the medication rooms were
checked and outdated items were removed. The
ADON stated "but they must have missed those
things."
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F 280 483.20(d)(3), 483.10(k)}{2) RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged incompetent or atherwise found to be incapacitated under the laws
of the State, to participate in planning care and treatment or changes in care and treatment.

A comprehensive care plan must be developed within 7 days afer the completion of the comprehensive

assessment; prepared by an Interdisciplinary team, that includes the attending physician, a registered nurse

with responsibitity for the resident, and other appropriate staff in disciplines as determined by the re:sl?1 t‘s(\ 0 th%

needs, and, to the extent practicable, the participation of the resident, the resident's @ ik olt’ghp-.'?&
s

o
hritied 89 ,‘}1
Resident #1390 was admitted fo the facility on 10/01/09 with cmnula‘ﬁve c{,\ (gn?S{;) atﬁﬂié fdda Failure to
Thrive, Dementia and Hypertension.

Puring a interview with a family member on 07/05/11 at 12:30 PM it was revealed "I don’ t know what a care
plan is and I have never been invited to a meeting to discuss her care.”

A review of the medical record revealed a "Care Plan Review" form. The form listed the care plan dates of
11/24/10, 02/17/11 and 05/19/11. For the dates 11/24/10 and §2/17/11 there is no documentation for the
question "family invited” or "family attended". There is a section to circle Y/N (indication yes or no). For
the date 05/19/11 for the question "family invited" a Y is circled and for the question "family attended" a N is
circled.

During an interview with the Social Worker (SW) on 07/07/1 1 at 1:35 PM it was revealed "I could not find
any documentation to indicate that (name of family member) was invited to any of the care plan meetings”,
The SW indicated that if the family member is in the facility, the invitation is given in person, if not then the
invitation is sent in writing, The SW indicated that the letter gives instruction to call the facility to let them
know if the time of the meeting is convenient. The SW stated "if there is no documentation on the form that
means that (name of family member } was not invited to the meeting.”

legal representative; and periodically reviewed and revised by,%ﬂbqfﬂ@ﬁm ons aﬂe\r each‘f\f' '} \h(:’
assessment. (" \ ; mr‘l un
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Based on family and staff interview and record review, the facthty“fal[cd tq “V{E% }11 ‘fa‘lm ;5}1 of’ l S \3‘&“‘0"\) T
residents (#130) to {he care planning meeting. The findings uwludéf‘q ( 1'
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The above isolated deficiencies pose no actual harm to the residents
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Rockingham Manor
Plan of Correction
July 27,2011

F 280; Scope and Severity: A
Right to participate planning care/revise CP,

1. Corrective action for those affected.
A care plan was held for resident 130 on Friday July 8™ at 11 AM. This was conducted by the MDS Coordinator
and the Social Worker,

2. Corrective action for other residents that may be affected,
A letter was sent to all responsible parties and given to all residents that are on the interviewable list outlining the
care plan process and that they are invited to come to the care plan mesting.

3. Measures put into place to prevent recurrence.
All new admissions will be monitored for Care Plan invite upon admission daily during the AM meeting. Once
identified, the Responsible Party and/or resident will be placed on a schedule corresponding with the resident’s
MDS, to ensure Care Plan invite and participation. This will be managed by the MDS Coordinator and Social
Facility Social Worker. Residents that will be having their care plan meeting for each week will be reviewed in the
morning meeting. This process will be reviewed in the next QA/Facility Leadership monthly meeting.

4. Monitoring of corrective action to ensure the Deficient practice will not recur.
All Care Plan invitation letters will be initialed by the administrator/designee in the morning meeting weekly times
four, monthly times three, then quarterly until the next annual survey.

5. Completion Date:
July 26, 2011
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