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58=D | MAINTENANCE SERVICES), “Preparation and /for executation of this plan of
correction does not constitute ndmission or
agreement by the provider of the truth of the facts

aileged or conclusions sef forthin the statement of

The facility must provide house esping and

malntenan? Services necessa t? m%m!am a deficiencies. The plan of correction is prepared
sanitary, orderly, and comfortable -@tericu_‘. and/or exccuted solely because it is required by the
\ provisions of federal and state law.”

This REQUIREMENT is not met as evidenced . , .
by: I.Corrective action has been accomplished

Based on observations, record reviews, staff and refated to the alleged deficient practice in |

resident and interviews the facility failed to regards to resident # 21 foot board hardware
provide maintenance services necessary to replaced and foot board securely attached
maintain a ctean, orderly, and comfortable onl0/07/11. Ceiling repair completed on
interior. room 208 on 10/27. Resident room 301 wall

along the bed closest to door crack with a
Findings include: gouge was repaired and painted onl0/27/11.

Resident room 304 wall behind head board
1) On 10/04/2011 at 10:43 a.m. a resident repaired and painted on 10/24/11. Bumper
interview was conducted with resident # 21 in installed on headboard to prevent father wall
roorn 208 {window bed). During the interview it damage. Grab bar in ladies shower securely
was noted the footboard on the resident’ s bed attached to wall on 10/6/2011.

was hanging down on one side. Further

ohservation of the footboard revealed there were

no screws or bolts attaching the footboard to that 2. Facility residents have the potential to be

side to the bed. The resident was unaware of the e.ffe cted by the same allesed deficient

missing screws/bolts, The resident was not aware . %’t ff re-ed tg don il i

of this or the additional finding noted below as a practice. Sta -re-ecucated O HIe procedure
to report repairs need to resident equipment

problem andfor environmental issue. 1 . . .
or building repairs.  Maintenance Director

: . Siatrator v letod o i
Forhar cheepyatians of the footboard wera made ! and Administrator (‘-ﬁﬂ"i’J!tLCu a ]_00,0 audit

on 10/05/2011 at 8:40 a.m. and 10/08/2011 at on 10/19 of all resident rooms. Needed
9:00 a.m. The footboard was observed on beth corrections were identified prioritized and
days to be still hanging without screws or bolts on scheduled.

one side of the resident # 21 ' s bed.

On 10/05/2011 at 10:00 a.m. a review of the
facility's maintenance request procedure was
I made. The facility was found to have a

i
|
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Any deficiency stalemeant ending with an asterisk (*) denoles a deficiency which the inslitution may be excused from correcting providing it is determined that
other safeguards provide sufficient prolection to the patients. {Ses instructions.) Except for nursing homas, the findings stated above are disclosable 60 days
fallowing the date of survey whether of not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following tha date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite {6 continued
program parlicipation.
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procedure for detecting and
reporting/documenting needed maintenance to
the building and resident equipment. Staff at the
nurse' s station stated when they found an Issus
neading maintenance and or repair they would fill
out a maintenance request located in the
maintenance request binder located at the nurse
s station and give the request to the maintenance
manager so he knew about the problem/issue
and repair it. The maintenance request binder
was observed at the nurse ' s station. Blank
maintenance request slips were chserved to be in
the binder for staff access and documentation,

On 10/06/2011 at 10:10 a.m. an interview with the
facility' s maintenance manager was conducted.
The maintenance manager confirmed the
maintenance process noted above and stated
that when a mainftenance request was
documented he would receive the maintenance
reguest slip and would keep it on file. The
maintenance manager stated he kept the files
showing documentation for current, pending, and
deferred maintenance as well as completed
maintenance.

On 10/06/2011 a review of the maintenance
requests (slips) was made with the facility ' s
maintenance manager. There was no
maintsnanco repair slip for resident #21's
footboard on her bed. The facility ' s
maintenance manager acknowledged the facility
has no maintenance requests or documentation
showing knowledge of need to repair resident #
21's bed {footboard). The facility ' s maintenance
manager stated he had no prior knowledge that
the resident ' s bed was in need of repair and
could not state when the repair would be

R SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE BATE
RDEFICIENCY)
F 253§ Continued From page 1 F 253

3. Systemic measwres implemented to
ensure the same alleged deficient practice
does not recur include: Staff re-educated on
the procedure to report issues with resident
equipment or repairs needed on the physical
plant. Housekeeping department will keep
maintenance repair request on the
housekeeping cart. Staffare to report repair
needs to the Maintenance Director using the
repair request form, Department Managers
will conduct rounds daily Monday thru
Friday, to identify needed repairs and submit
repair request Monday thru F riday during
the Interdisciplinary Team Meeting, The

repair needs will be prioritized and
scheduled for completion.

4. The repair request will also be reviewed
monthly by the Maintenance Director and
Administrator fo analyze for trends, Results
will be reported to the Quality Assessment
and Assurance Committee monthly x 3 The |
Quality Assessment and Assurance and
Assurance Commnittee will evaluate the ,
effectiveness of the plan based on trends '
identified and develop and implement '
additional interventions as needed to ensure
continued compliance.

11/04/201 )
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conducted.

2) On 10/04/2011 10:43 a.m. a resident interview
was conducted with resident # 21. During the
interview it was observed that the ceiling above
the resident’ s bed had multiple dark brown
stains o it from the wall outward several fest and
running haif the length of the bed. It was also
observed that some of the ceiling texturing paint
was missing cracked/pesling in other areas. A
repair to the resident’ s ceiling was observed to
have been made at some time in the past and
additional dark brown stain lines had gone into
and around the repaired area. The resident had
no information as to the dark lines in the ceiling or
when the initial repair had been made.

Further observations of the resident ’ s ceiling
were made on 10/05/2011 at 8:40 a.m. and
10/06/2011 at 9:00 a.m. The ceiling was
observed an both days to still hava the dark
brown stain lines and the cracked/peeling
texturing paint abovae resident # 21 ' s bed,

On 10/06/2011 at 10:00 a.m. a review of the
facility's maintenance request procedure was
made. Staff at the nurse ' s station stated when
they found an issue they would fill out a
migintenance request located in the maintenance
request binder and give the request to the
maintenance manager so he knew about the
problem/issue and repair it. The maintenance
request binder was observed at the nurse's

| station. Blank maintenance request slips were
observed to be in the binder for staff access and
documentation.

F 253
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On 10/06/2011 at 10:10 a.m. an interview with the
facility ' s maintenance manager was conducted.
The maintenance manager confirmed the
maintenance process noted above and stated
that when a maintenance request was
documented he would receive the maintenance
request slip and would keep it on file. The
maintenance manager stated he kept the files
showing documentation for current, pending, and
deferred maintenance as well as completed
maintenance.

On 10/06/2011 a review of the maintenance
requests (slips) was made with the facility ' s
maintenance manager. There was no
rmaintenance request slip for the ceiling in
resident #1 ' s room. The facility ' s maintenance
manager acknowledged the facility has no
maintenance requests or documentation showing
maintenance had been conducted on the ceiling
above resident # 21 ' s bed. The facility ' s
maintenance manager stated there had been a
leak in the roof above the ceiling above resident #
215 bed (could not remember date) and that the
roof had been initially repaired however after the
initlal repair the ceiling had leaked a second time
and a second repair to the roof had been made
{date unknown). The maintenance manager
stated that he had no documentation for the initial
or second repairs and had not had a chance to
complete a second repair to the ceiling above
resident #21° s bed. The facility ' s maintenance
manager stated ke had to scrape off the old
ceiling texturing then paint the ceiling with a new
coat of texture paint but could not state when it
would be done,
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3) Cn 10/05/2011 at 8:45 a.m. observations were
made of the women ' s shower room across from
the facility * s nurse ' s station. During the
observation the toilet grab bar in the shower room
was attached but loose on the wall, The bar
could be easily moved ¥ - 1 inch up and down
indicating it was not a solid attachment to the
wall.

A further observation was made on 10/06/2011 at
9:40 a.m. The toilet grab bar was observed to
still be loosely attached to the wall and could still
be easily moved up and down.

On 10/06/2011 at 10:00 a.m. a review of the
facility's maintenance request procedure was
made. Staff af the nurse ' s station stated when
they found an issue they would fill out a
maintenance request located in the maintenance
request binder and give the request to the
maintenance manager so he knew about the
problemfissue and repair it. The maintenance
request binder was cbserved at the nurse ' s
station. Blank maintenance request slips were
observed to be in the binder for staff access and
documentation,

On 10/06/2011 at 10:10 a.m. an interview with the
facility ' s maintenance manager was conducted.
' The maintenance manager confirred the
maintenance process noted above and stated
that when a maintenance requeast was
documented he would receive the maintenance
request slip and would keep it on file. The
maintenance manager stated he kept the files
showing documentation for current, pending, and
deferred maintenance as well as completed
maintenance,

F 253
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On 10/06/2011 a review of the maintenance
requests {slips) was made with the facility ' s
maintenance manager. Thers was no
maintenance requestfrepair ship for the toilet grab
bar located in the women ' $ shower room across
from the nurse ' s station. The facility * s
maintenance manager acknowledged the facility
had no maintenance requests/slips or
documentation showing knowledge of or need to
repair the toilet grab bar in the women * s shower
room. The facility ' s maintenance manager
stated he had no prior knowledge that the toilet
grab bar was in need of repair and stated that the
toilet area of the shower room would be closed
and he would initiate repairs immediately.

4} On 10/05/2011 at 8:47 a.m. an observation
was made of resident roem 301. During the
observation it was noted that the wall running
along the bed closest to the door appeared to be
cracked with a gouge in the wall and had paint
peeling off the area. The area was approximately
4 foot from the floor.

A further observation was made on 10/06/2011 at
9:42 am. The wall was observed to still have the
gouged area where the paint was pesling and

‘1 appeared to be cracked. " -

On 10/06/2011 at 10:00 a.m. a review of the
facility's maintenance request procedure was
made. The facility was found to have a
procedure for detecting and
reporting/documenting needed maintenance fo
the building and resident equipment. Staff at the
nurse ' s station stated when they found an issue

F 253
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needing maintenance and or repair they would fili
out a maintenance recuest located in the
maintenance request binder located at the nurse’
s station and give the request to the maintenance
manager so he knew about the problem/issue
and repair it. The maintenance request binder
was observed at the nurse ' s station. Blank
maintenance request sfips were observed to bein
the binder for staff access and documentation.

On 10/06/2011 at 10:10 a.m. an interview with the
facility ' s maintenance manager was conducted.
The maintenance manager confirmed the
maintenance process noted above and stafed
that when a maintenance request was
documented he would receive the maintenance
request slip and would keep it on file. The
maintenance manager stated he kept the files
showing documentation for current, pending, and
deferred maintenance as well as completed
maintenance.

On 10/06/2011 a review of the maintenance
requests (slips) was made with the facility * s
maintenance manager. There was no
maintenance request/repair slip for any work
neading to be conducted in room 301 in the
maintenance manager 's files. The maintenance
manager acknowledged he had no maintenance
‘requesis/stips or other documentation showing
knowledge of or need to repair the wall behind the
door bed in room 301. The maintenance
manager could not state when the repair to the
wall would be conducted.

5) On 10/05/2011 at 8:50 a.m. an observations
was rmade of resident room 304. During the
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observation It was noted that the wall behind the
headboard of the door bed had been gouged by
the resident ' s headboard being hit against the
wall. The back of the headboard had pieces of
wall paint on it where it had been hit against the
wall. The gouge in the wall appeared to be 5
inches square.

A further observation was made on 10/06/2011.
The bed was ohserved against the wall where the
gouge in the wall was. There was no device
found on the headboard to keep it from hitting the
wall causing damage to the wall.

On 10/06/2011 at 10:00 a.m. a review of the
facility's maintenance request procedure was
made. The facility was found to have a
procedure for detecting and
reporting/documenting needed maintenance to
the building and resident equipment. Staff at the
nurse ' s statien stated when they found an issue
needing maintenance and or repair they would fill
out a maintenance request located in the
maintenance request binder located at the nurse '
s station and give the request to the maintenance
manager so he knew about the problem/issue
and repair it. The maintenance request binder
was observed at the nurse ' s station. Blank
maintenance request slips were observed to be in
-1 ine binder for staff access and documentation.

On 10/06/2011 at 10:10 a.m. an interview with the
facility ' s maintenance manager was conducted.
The maintenance nranager confirmed the
maintenance process noted above and stated
that when a maintenance request was
documented he would raceive the maintenance
request slip and would keep it on file. The

F 283
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maintenance manager stated he kept the files
showing documentation for current, pending, and
deferred maintenance as well as completed
maintenanca.

On 0/06/2011 a review of the maintenance
requests (slips) was mads with the facility ' s
maintenance manager. There was no
maintenance request/repair slip for tha gouged
wall behind the headboard of the door bed in
room 304 in the maintenance manager ' s files.
The maintenance manager acknowledged he had
no maintenance requests/slips or other
documentation showing knowledge of or need to
repair the wall behind the door bed ' s headboard
in room 304. The maintenance manager could
not state when the repair to the wall would be
conducted.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident’s
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial

| peeds that aré identified in the comprehensive

assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychaosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided

F 253

F279

F279

“Preparation and for executation of this ptan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
atleged or conclusions set forth in the statement of
deficiencies, The plan of correction is prepared
and/or executed solely beeanse it is required by the
provisions of federal and state law.”

1. Corrective action has been accomplished
related to the alleged deficient practice in
regards to resident #40. A care plan for
Hemodialysis was developed and validated
that all interventions identified on the care
plan were in place. Resident # 97 no longer
resides at the facility. Corrective action for
resident # 26 has been accomplished. A care
plan for vision was developed and
implemented.

2. Facitity residents have the potential to be
effected by the same alleged deficient
practice. The Interdisciplinary Team (IDT)
will review resident’s comprehensive
assessment to ensure care plans are in place
according to areas identified with the
completion of the CAAs. Care plans will
be developed for each resident to meet the
individual’s needs that have been identified
in the comprehensive assessment,
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due to the resident's exercise of rights under
§483,10, including the right to refuse treatment
under §483.10(b)(4}.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review, the
faciiity failed to develop a care plan for dialysis for
1{Resident #40} of 1 sampled residents; failed to
develop a care plan for community discharge for
1 {Resident #97) of 1 sampled residents; and
failed to develop a care plan for vision for 1
(Resident #26) of 1 sampled residents.

1. Resident #40 was admitted to the facility on
07/27/11 and was readmitted on 09/13/11.
Diagnoses included end-stage renal disease
(ESRD), hemo-dialysis; hypertension, chronic
obstructive pulmonary disease, osteomyelitis, and
depression.

Review of the admission MDS (Minimum Data
Set) assessment, dated 08/05/11, revealed
Resident #40 had no short or long term memory
problems; was able te make daily decisions;
neaded extensive assistance for activities of daily
living except for eating; was assessed to be
incontinent of bowel and bladder; and was on
dialysis. -*Review of the significant change MDS
assessment, dated 09/27/11, revealed Resident
#40 was on dialysis.

Raview of the resident's medical record revealed
there was no care plan for dialysis.

Review of the facility's contract with the agency
providing dialysis for Resident #40 revealed a
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-Assurance Committee will evaluatethe ™ -

ensure the same alleged deficient practice
does not recur include: Interdisciplinary
feam was re-educated ont 10/14/11 by Lori
Ausley, Regional Care Management
Coordinator regarding the process of using
the results of the comprehensive assessment’
to develop, review and revise the resident’s
comprehensive plan of care. The Resident
Care Management Director /designee will
review 2 resident assessments who ars
scheduled for a Care Plan Mecting to ensure
comprehensive care plans are implemented
x4 weeks and 4 residents monthly x2
months, Results of the reviews will be
discussed during the Interdisciplinary Team
Meeting weekly times 4 weeks. Corrective
measures will be implemented as
determined by the Interdisciplinary Team.

4. The Resident Care Director and the
Administrator will analyze the results of the
care plan reviews for trends. Results will be
reported to the Quality Assessment and
Assurance Commitiee monthly x 3 The
Quality Assessment and Assurance and

effectiveness of the plan based on trends
identified and develop and implement
additional interventions as needed to ensure
continued compliance.

11/04/2011 e
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requirement for the facility was to have a care
plan for dialysis.

An interview, on 10/06/11 at 3:32 PM, was
conducted with MDS Nurse #1. MDS Nurse #1
reviewed the care plan for Resident #40 and was
unable to locate the care plan for dialysis. She
indicated she was not sure why the care plan was
not there.

An interview, on 10/07/11 at 8:30 AM, was
conducted with MDS Nurse #2. MDS Nurse #2
relayed she was sure she had completed a care
plan for dialysis for Resident #40. She indicated
she had reviewead the present record and the
records for the resident's admission on 08/13/11
and was.not able to locate the care plan for
dialysis.

Aninterview, on 10/07/11 at 8:45 AM, was
conducted with the Director of Nursing (DON).
The DON relayed her expectation was that a care
plan should have been in the resident's medical
record.

2. Resident #97 was admitted to the facllity on
08/10/11. Diagnoses included cerebral vascular
accident, left side hemiplegia, hypertension, and

coronary artery disease.

Review of the admission MDS (Minimum Data
Set) assessment, dated 08/18/11, revealed the
resident was moderately impaired cognitively and
needed extensive assistance for aclivities of daily
living. The MDS section concarning discharge
planning was reviewed and indicated the resident
want to talk to someone regarding the possibility
of returning to the community.
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Review of the CAA (Care Area Assessment)
summary, dated 08/20/11, revealed the area for
the resident being able to return to the community
was identified. The narrative of the'CAA
indicated the family's desire was the resident
would be able to return home to the community.
The summary also indicated the resident would
not be able to return home alone; and, was
recelving physical, cccupational and speech
therapy to help him reach his highest potential in
anticipation of this goal. The summary indicated
the facility would proceed to care plan.

Review of the resident ' s medical record
revealed no care plan for the resident to be able
to return to the community.

An interview, on 10/06/11 at 3:32 PM, was
conducted with MDS Nurse #1. She indicated the
Social Worker (SW) was the person who watild
have campleted the return to the community care
plan.

An interview, on 10/06/11 at 4:15 PM, was
conducted with the SW and she confirmed she
would be the staff member to complete the care
plan for the resident to return to the community..
The SW stated the family desired the resident to
-1 be able to go home: - Sha indicated she was qot
sure why the care plan for returning to the
community had not been completed.

An interview, on 10/07/11 at 8:45 AM, was
conducted with the Director of Nursing {DON).
The DON relayed her expectation was that the
care plan should have been in the resident's
medical record.

F 279
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Resident #26 was admitted to the facility on
05/26/11 and had diagnoses including Diabetes
Mellitus and Hypertension.

The most recent Minimum Data Set (MDS)
Assessment (Significant Change) dated 09/0211
showed that the resident had impaired vision,
could see targs print but not regutar print in
newspapers and books. The MDS showed that
the resident had no corrective lenses.

The Care Area Assessment (CAA) dated
08/09/11 read: " Resident reports impaired
vision, unable to read news print. Reports that he
needs to see eye doctor. In house eye exams
scheduled for 10/18/11. Care plan risks
associated with impaired vision. "

A review of the resident ' s Care Plan showed no
information refated fo the resident ' s impaired
vision,

MDS Nurse #1 stated in an interview on 10/05/11

at 4:45 PM that there was not a Care Plan for

vision for Resident #26 and that she must have
missed it. The Nurse stated that she would do a
care plan for vision. e e

In an interview with the Administrator and the
Director of Nursing, the Administrator stated that
the MDS and CAAs were part of the process to
identify problems and to make the decision o
care plan or not to care plan. The Administrator
stated that if the decision was made to care plan

! a problem then a care plan should have been
i
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F 329 483.25()) DRUG REGIMEN {S FREE FROM
s5=€ | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; ar in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Rased on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug. _
therapy is necessary to treat a specific condition
as diagnesed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral Interventions, unless clinically
contraindicated, in an effort to discontinue these

drugs.

This REQUIREMENT is not met as evidenced
by:

gased on record review and staff and physician
interviews the faciiity faited to administer 2
medications as ordered by the physician, failed to
monitor a medication by not drawing lab work as
orderad by the physician and failed to monitor
behaviors of a resident taking anti-anxiety

F329
F 279

“Preparation and /or executation of this plan of

F 329| correction does not censtitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions sct forthin the statement of
deficiencies. The plan of correction is prepared
and/or executed solely because it is required by e
provisions of federal and state law.”

!
1.Corrective action has been accomplished
related to the alleged deficient practice in
regards to resident #74, #80 and #32

On 10/6/2011 the physician for vesident #74
was notified by phone. Clarification of
orders for Multivitamin and Senekot were
received. Physician ordered a Basic
Metabolic Panel and Magnesium level at
this time. Results were obtained, physician
netified, and a copy of the results were put
into the medical record. No additional
physician orders were received as a resnit of
the lab work. Nurse #1 was educated
regarding questioning abnormal orders noted|
on medication adminisiration record and
comparing those orders to the original
physician order in the medical record. !
Physician was notified resident # 30°s |

Depakote level was not obtained as ordered

9/28/11. A Depakote level was re-ordered - . —
|and obtained 10/6/1 1. Physician was
notified of the results on 10/7/2011. No new
orders received. The results of the Depakote
level were placed in the medical record.
Nurse #3 was re-educated regarding order
transcription and the process for ordering
labs. Resident # 82 behavior monitoring
sheet for anti-anxiety therapy was initiated
Iwhcn identified.
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medications for 3 of 10 sampled residents whose
medications were reviewed {Residents #74, 80
and 82}.

The findings include:

Resident #74 was re-admitted to the Facility on
08/24/11 and had diagnoses including Dementia,
Diabetes Mellitus, Stage IV Kidney Disease and
Constipation. :

1a. Review of the admission orders dated
08/24/11 revealed an order for MVI (muitiple
vitamin) 1 tab PO (by mouth) daily. Review of the
Medication Administration Record (MAR) for
august 2011 revealed that the MVI was given
once a day as ordered.

On 10/05/11 a review of the September 2011
montily physician * s orders revealed an entry
cdated 08/24/11 that read: " (Multiple
Vitamin-Minerals) 1 tablet by mouth (PO) Qip
(four times a day). " The monthly orders had
been signed by the resident ' s physician. The
MAR for September and October 2011 showed
an entry that read: * (Multiple Vitamin-Minerals) 1
Tablet by mouth (PO) QID. The MAR for
September and October 2011 showed that the
medication had been given 4 times a day.

Duririg an interview with the Direttor of Nursing
(DON) on 10/05/11 at 3:30 PM, the DONwas
observed to review the resident ' s medical record
and stated that on the admission orders the MV
was ordered once a day. The DON stated that on
the September monthly physician ''s arders and
the September MAR the medication was written
as four fimes a day.

The DON stated in an interview on 10/05/11 at
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lab monitoring ana anii-anxe Y tiweropy
frave the potential wo be effacted by the same
alleped deficient practice. Licensed nurses
re-educated on transcription of physician
orders, monthly changeover of medication
administration records, initiation of behavior
monitoring sheets for resident on anti-
anxiety medications and the process for
ensuring labs are drawn as ordered. On
10/25/11 the consultant pharmacist
conducted a comprehensive review of
resident’s medication orders. Adverse
findings were brought to the attention of the |
Director of Nursing to ensure appropriate
interventions were implemented as

indicated.
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4:30 PM that she had spoken with the resident’s
physician and that he changed the arder for the
MVI to be given onca a day and ordered a
chamistry panel and a magnesium level. The
DON stated that the physician told her that he
signed the orders but did not racall what the

orders were.

The DON stated in an interview on 10/06/11 at
8:45 AM that the physiclan' s orders and MAR for
August 2011 were handwiitten and at the end of
the month the orders were entered into the
computer by the ward clerk. The DON stated that
the ward clerk must have made an error in putiing
the orders into the computer because she could
not find anywhere in the chart that the
madications were ordered as printed on the MAR,
The DON stated that she had an issue with a
ward clerk entering the medication orders and
that now a Registered Nurse was in that position.
The DON stated that the admitfing physician was
new to them and that the staff were siill getting
used fo the way he ordered some medications.
The DON stated that she had saen MV! ordered
twice a day but never four times a day.

Nurse #1 stated in an interview on 10/06/11 at
9:00 AM that the resident had some wound
issues and that she did not question the order for
the MVI butthat she had never seen this-
medication ordered four times a day.

The resident ' s Physiclan stated in an interview

‘| on 10/06/11 at 9:03 AM that the MVI should only

be given once a day and that the order entry must
have been a lypo {typographical error}.

Nurse #3 stated in an interview on 10/06/11 at
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]

ensure the same alleged deficient practice
does not recur include: New
admission/readmission records will be taken
to the (IDT) Interdisciplinary Team
Meeting, Monday thru Friday for review.
The Director of Nursing/designee will
validate Physician orders have been entered
into the electronic record system accurately.
The physician orders for lab monitoring will
be reviewed. The Director of
Nursing/designee will bring the facility lab
book to the IDT meeting. The lab orders will
be reviewed for notation in the lab book and
validation of a lab requisition completion.
Results of labs will also be reviewed during
the IDT meeting to ensure the previous lab
orders were carried thru with physician
notification as ordered. The DON/designee
will conduct random audits of physician
order transcription, data entry, lab
monitoring and initiation of behavior
monitoring sheets as indicated for a
minimum 10 new or changed physician
orders weekly x 4 weeks, then monthly x 3
months. Negative findings will be addressed
immediately. Results of the audits will be
reviewed weekly times 4 weeks and monthly
times 3 months during the Interdisciplinary
Team Meeting. Additional interventions will-+
be implemented as determined necessary by
the IDT.
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{X5)

physician ‘ s orders with the MAR was a
comprehensive check and that this was a human
error.

1b. Review of the admission orders dated
08/24/41 revealed an order for Senokot S 1 tablet
PO (by mouth) twice a day. Review of the
Medication Administration Record (MAR) for
August 2011 revealed that the medication was
given twice a day as ordered.

On 10/05/11 a review of the September 2011
monthiy physician ' s orders revealed an entry
dated 08/24/11 that read: " (Senoket) 1 tablet by
mouth {PO) every other week BID/Q (every) 12
hours. " The monthly orders had been signed by
the resident ' s physician. The MAR for

"' September and October 2011-showed an aniry

that read: " (Senckot) 1 tablet by mouth (PO)
every other week BID/Q (every) 12 hours. ™ The
MAR for September showed that the medication
had been given on the 7th and the 21st of
September and the October MAR indicated that
the medication was to be given every 2 weeks.

During an interview with the Director of Nursing

;ﬁ‘;’;& (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 329 | Continued From page 16 F 329] 4. Results of the audits will be reported to
2:07 PM that she saw the order for the MV to be the Quality Assessment and Assurance
given four times a day but that the other nurses Committee monthly x 3 months. The
were giving it so she assumed that the order was Quatlity Assessment and Assurance
correct. Committee will evaluate the effectiveness of
In an interview with the Administrator and the the p}an based on trends identified, The
DON on 10/07/11 at 8:15 AM, the DON stated Quality Assessment and Assurance
that the procedure was for the administrative Coqn_mttee‘ will dev'e lop and implement
nurses to check the physician ' s order shest addi'flonal mterv«?nt:ons as needed to ensure
against the new MAR and for the night shift continued compliance.
nurses to check the old MAR against the new
MAR. The Administrator stated that checking the 11/04/2011
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(DON} on 10/05/11 at 3:30 PM, the DON was
observed to review the resident' s medical record
and stated that on the admission orders the
Senokot was 1o be given twice a day. The DON
stated that on the September monihiy physician’
s orders and the September MAR the medication
was written to be given twice a day once every
two weeks. There were no physiclan * s orders to
change the medication from twice a day to every
other week.

The DON stated in an interview on 10/05/11 at
4:30 PM that she had spoken with the resident’ s
physician and that he changed the order for the
Senokot to be given twice a day. The DON stated
that the physician told her that he signed the
arders but did not recall what the orders were.

The DON stated in an interview on 10/06/11 at
8:45 AM that the physician ' s orders and MAR for
August 2011 were handwritten and at the end of
the month the orders were entered into the
computer by the ward clerk. The DON stated that
ihe ward clerk must have made an error in pulting
the orders into tha computer because she could
not find anywhere in the chart that the
medications were ordered as printed on the MAR.
The DON stated that she had an issue with a
ward clerk entering the medication orders and

that now a Registered Nurse was liTthat position,

The DON stated that the ordering physician was
new to them and they were stilt getting used to
the way he ordered medications.

Nurse #1 stated in an interview on 10/06/11 at
9:00 AM that she had not seen Senokot ordered
this way but that she did not guastion the order.
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The resident ' s Physician stated in an interview
on 10/06/11 at 9:03 AM that Senckot should be
given once or twice a day and that the order entry
must have been a typo (typographical error).

in an interview with the Administrator and the
DON on 10/07/11 at 8:15 AM, the DON stated
that the procedure was for the administrative
nurses to chack the physician ' s order sheet
against the new MAR and for the night shift
nurses to cheek the old MAR against the new
MAR. The Administrator stated that checking the
physician ' s orders with the MAR was a
comprehensive check and that this was a human
ervor.

2 Resident #80 was admitted to the facility on
10/25/10 and had diagnoses including Multiple
Cerebrovascular Accldents (Strokes) and
8i-Polar Disorder.

A review of the madical record revealed a
Physician ' s Tefephane Order dated 09/18/11 for
a depakote level to be drawn. The medical record
showed that a depakote [evel dated 08/21/11 was
105 (therapeutic level 50-100). There was a
Physician ' s Telephone Order dated 09/22/11 to
decrease the resident ' s depakote to 500mg
twice a day and to repeat the depakote level in
one week. There ware-no further lab results for a
depakote level on the resident ' s medical record.

The Staff Development Coordinator (SDC) stated
in an interview on 10/06/11 at 2:30 PM that the
repeat depakote level was not done and that
Nurse #3 wrote the order.

Nurse #3 stated in an interview on 10/06/11 at

F 329
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1#5)

2:35 PM that she wrote the order in the lab boek
to be drawn.

The $DC stated in an interview on 10/06/11 at
3:45 PM that when the nurse took the order she
should have written the order in the lab book and
filled out a lab sheet and put in the book before
she ever signed off the order. The SDC stated
that the order was not written in the ab book and
the lab order sheet had not been completed. The
SDC stated that the physician had been called
and the depakote fevel would be drawn that day.

in an interview with the Administrator and the
Director of Nursing (DON) on 10/07/11 at 8:22
Al the DON stated that when the nurse wrole
the order she should have filled out a lab sheet
and wrilten the lab in the lab book and that the
nurse did not follow the procedure.

3. Resident #82 was admitted to the facility on
6/30/11 with diagnoses of motor vehicle accident
trauma, acute pain, substance abuse and anxiety.
The care plan dated 6/30/11 indicated Resident
#82 was at risk for anti-anxiety medication side
offects. A care plan approach to this risk was to
assess behaviors manifested by the medication
and notify the physician for medication reduction.
The cars plan also indicated behaviors of ™
reslsting care and requesting the increase of
medications.

A record review of the physician orders indicated
a medication order for Valium 2 milligrams 3
times daily as needed dated 6/30/11.

A record review of the facility behavior menitoring

e . ALt T o
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form for anti-anxiety medication was conducted.
The months of August 2011 and October 2011
were not found.

A record review of the Madication Administration
Record (MAR) was conducted. The MAR
indicated Valium was administered o Resident
#82 in August 2011 on the following days: 2nd -
11th, 13th -19th, 21st - 26th and the 28th -31st.
The month of October 2011 indicated Valium was
administered to Resident #82 on the following
days: 1st- 3rd and the 5th.

Ar interview with Nurse #1 on 10/6/11 at 10:30am
indicated that Valium was given to Resident #82
this morning. Resident #82 is monitored for
anxiety by observing shakiness and being upset.
She indicated his behavior monitoring form
should be located in the MAR. The October 2011
behavior monitoring form was unable to be
located.

An intervlew with Nurse #2 on 10/7/11 at 8:22am
rovealed when psychiatric medications are
administered, the nurse staff look for signs of
drowsiness and any changes in behaviors.
These behaviors are documented on a monthly
facility behavioral form located in the MAR. They
document "0" if there are no behaviors. If there
are behaviors; they have-to indicats interventions
attempted and any changes in behaviors or
mood.

An Interview with the Director of Nursing on
10/7/11 at 8:33am indicated the facility behavioral
monitering sheets are completed on residents
taking anti-anxiety medications. This sheet helps
to monitor behaviors. A monthly facility

F 328
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F 428 | 483.60{c) DRUG REGIMEN REVIEW, REPORT
ss=D | IRREGULAR, ACT ON

The drug regimen of each resident must ba
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the aftending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by:

gased on record review and staff interviews the
facility faifed to ensure that the consulting _
pharmacist complete a comprehensive review of
a resident ' s medications by failing to identify and
report a discrepancy between the physician' s
admitting orders and the medication
administration record (MAR} for 1 of 10 sampled
residents whoss charts were reviewed {Resident
#74). The findings include:

T"Resident #74 was je-admitted to'the facility’on-
08/24/11 and had diagnoses including Dementia,
Diabetes Meliitus, Stage IV Kidney Disease and

Constipation.

1a. Review of the admission orders dated
0812411 revealed an order for MV (multiple
vitamin) 1 tab PO {by mouth) daily. Review of the
Medication Administration Record (MAR) for

: X5,
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PL\?ENA%E‘_ %%Ré“‘:gs]l-%NBE ol
éREﬂx {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . éigféuﬂféggrgsggm ACTION SHOULD BE fPLET
MATION TAG -
TAG REGULATORY OR LSC IBENTIFYING INFORM ) DEFICIENGY)
F-428
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hehavioral monitoring form should be filled out

and complated. F 428 "Preparation and for executation of ¢his plan of

correction does nof constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forthin the statement of
deficiencies. The plan of correction is prepaved
and/or executed solely because it is reqsired by the
provisions of federal and state faw.”

1.Corrective action has been accomplished
related to the alleged deficient practice in
regards to resident #74.0n 10/6/2011 the
physician for resident #74 was notified by
phone. Clarification of orders for
Multivitamin and Senekot were received.
Physician ordered a Basic Metabolic Panel
and Magnesium level at this time. Results
were obtained, physician notified, and a
copy of the results were put into the medical
record. No additional physician orders were
received as a result of the lab work. Nurse
#1 was educated regarding questioning
abnormal orders noted on medication
administration record and comparing those
orders to the original physician order located
in the medical record. l
2. Facility residents have the potential to be |
effected by the alleged deficient practice . ..
have had a 100% chart audit 10/25 to 10/28

by the consultant pharmacist to identify and
report discrepancy between physician orders
and the Medication Administration Record,
Adverse findings were brought to the

attention of the Director of Nursing to

ensure appropriafe interventions were
implemented as indicated.
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August 2011 revealed that the MVI was given
once a day as ordered.

On 10/05/11 a raview of the September 2011
monthly physician ' s orders revealed an endry
dated 08/24/11 that read: " {Multiple
Vitamin-Minerals} 1 tablet by mouth (PC) QiD
(four times a day). " The monthly orders had
been signed by the resident ' s physician, The
MAR for September 2011 showed an entry that
read: " (Multiple Vitamin-Minerals} 1 Tablet by
mouth (PO) QID. The MAR for September
showed that the medication had been given 4
times a day.

Record review showed that the consulting
pharmacist had reviewed the resident' s medical
record on 09/26/11. There was no information to
indicate that there was a discrepancy with the
physician ' s medication orders and the
medications being administered to the resident.

During an interview with the Director of Nursing
{DON} on 10/05/11 at 3:30 PM, the DON was
observed to review the resident ' s medical record
and stated that on the admission orders the MVI
was ordered once a day. The DON stated that on
the September monthly physician ' s orders and
the September MAR the medicalion was written
as four Etmes a day.

- m e @ -

The DON stated in an interview on 10/05/1‘] at
4:30 PM that she had spoken with the resident’ s
physician and that he changed the order for the
MVI to once a day and ordered a chemistry panel
and a magnesium Jevel. The DON stated that the

3. Systemic Measures put into place to
ensure the afleged deficient practice does not
recur include: New admission/readmission
records will be taken to the (IDT)
Interdisciplinary Team Meecting, Monday
thru Friday for review. The Director of
Nursing/designee will validate Physician
orders have been entered into the electronic

record system accurately. Re-Education for
the pharmacy consultant completed on
10/7/1 by Todd King, Pharm.D,CGP.
Education reemphasized the importance of
checking the current month’s Physicians
Order Statement {POS) to orders to the
medical record and Medication
Administration Record, Eric Stratford
Division Director, Pharmacy Service will
conduct a comprehensive review of the
Medication Administration Record currently
in use. Audit will be conducted on F1-1-
2011. The DON/designee will conduct
random audits of physician order
transcription, data entry, lab monitoring and
initiation of behavior monitoring sheets as
indicated for a minimum 10 new or changed
physician orders weekly x 4 weeks, then
monthly x 3 months. Negative findings will
be addressed inmediately. Results of the
audits will be reviewed weekly times 4
weeks and monthly times 3 months during
the Interdisciplinary Team Meeting.
Additional interventions will be
implemented as determined necessary by the

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 05
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN} TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
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physician tald her that he signed the orders but IDT.
did not recall what the orders were.
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The DON stated in an interview on 10/06/11 at
8:45 AM that she would have expected the
consulting pharmacist to have identified the
discrepancy during his monthly review.

The resident ' s Physician sfated in a telephone
interview on 10/06/11 at 9:03 AM that the MVi
should only be given once a day and that the
order entry must have been a typo {typographical
arror).

The consulting Pharmacist stated in a telephone
interview on 10/06/11 at 9:55 AM that he usually
reviewed the previous months MAR on the chart
but did not review the current MAR unless there
was a specific issue that required him fo do so.
The Pharmacist stated that if he had seen the
order for the MVI to be given four timas a day he
would have questioned the order.

In an interview with the Administrator and the
Director of Nursing on 10/07/11 at 8:15 AM the
Administrator stated that the purpose of the
monthly pharmacist review was to look for
irregularities and that the pharmacist should have
picked up on this from the physician ' s monthly
orders.

1b. Review of tha admission orders dated

- 108R4/Y] revealad an order for Senokot S 1 tablet

PO {by mouth) fwice a day. Review of the
Medication Administration Record (MAR) for
august 2011 revealed that the Senokot was given
twice a day as ordared.

Cn 10/05/11 a review of the Seplember 2011
monthly physician' s orders revealed an entry
dated 08/24/11 that read: " (Senokot} 1 tablet by

F 42¢

4. Results of the audits and the consultant
pharmacy recommendations will be reported
and reviewed by the Quality Assessment and
Assurance Committee monthly x 3 months.
The Quality ‘Assessment and Assurance
Committee will evaluate the effectiveness of
the plan based on trends identified. The
Quality Assessment and Assurance
Committee will develop and implement
additional interventions as needed to ensure
continued compliance.

|
!
|

11/04/201
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mouth (PO) every other week BID/Q {every) 12
HRS thours). " The monthly orders had been
signed by the resident ' s physician,

The MAR for September 2011 showed an entry
that read: " {Senckot) 1 fablet by mouth (PO}
every other week BID/Q12 HRS. The MAR
showed that the Senokot have been given on the
7th and the 21st of the month.

Record review showed that the consulting
pharmacist had reviewed the resident' s medical
record on 08/26/11. There was no information to
indicate that there was a discrepancy with the
physician ' s medication orders and the
medications being administered fo the resident.

During an interview with the Director of Nursing
{DON}) on 10/05/11 at 3:30 PM, the DON was
observed to review the resident ' s medical record
and stated that on the admission orders the
Senokot was ordered twice a day.

The DON stated in an interview on 10/05/11 at
4:30 PM that she had spoken with the resident ' s
physician and that he changed the order for the
Senokot to be given twice a day. The DON stated
that the physician told her that he signed the
orders but did not recall what the orders were.
The DON stated in an interview on 10/06/11 at
8:45 AM that she would have expected the
consulting pharmacist to have identified this
diserepancy during his monthiy review.

The resident ' s Physician stated in a telephone
interview on 10/06/11 at 9:03 AM that Senokot
should be given once or twice a day and that the
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order entry must hava been a typo (typographical
error).

The consulting Pharmacist stated in a telephone
interview on 10/06/11 at 9:55 AM that he usually
reviewed the previous months MAR on the chart
but did not review the current MAR unless there
was a specific issue that required him to do so.

In an interview with the Administrator and the
Director of Nursing on 10/07/11 at 8:15 AM the
Administrator stated that the purpose of the
monthily pharmacist review was to look for
irregularities and that the pharmacist should have
picked this up from the physician ' s monthly
orders.

FORM CMS-2567{02-99) Provious Varsions Obsolele Event 1D; 48RS11 Factlity i 943003 if continuation sheet Page 26 of 26



W

3w ey

. s UPRINTED: 103172011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES WiV E 4 211OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUIA (%2 MULTIPLE CONSTRUCTION {X3) gggﬂg LSEUT@'I;)EY
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER: A.BUILDING g1 . MAIN BUILDING 01

345262 B WING 10/27/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1300 DON JUAN ROAD
BRIAN CENTER HEALTH & REHAB/HE HERTFORD, NC 27944
SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION (X8)
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS~REFERE§(E3§'{()HE?J (':f‘l-’{)E APPROPRIATE
“Preparation and /or executation of this plan of l
correction does not constitute admission or i
K 018] NFPA 101 LIFE SAFETY CODE STANDARD K018 agreement by ¢he provider of the truth of the facts
S$8=D) alleged or conclusions sef forthin the statement of
- . . . ; deficiencies, The plan of corvection is prepared \
DOOI:S protecting corridor OP‘?nmgs l.n other !han and/or executed solely heenuse it 1s required by the !
fequired enclosures of vertical openings, exits, or provistons of federal and state Inw,” |
hazardous areas are ssub‘stantial ‘doors, stuch as 1.Corrective action has been accomplished
those constructed of 1% inch sofid-bonded core related to the alleged deficient practice in
wood, or capable of resisting fire for at least 20 regards to the door going to clean fnen side
mlnt{tes. Doors in sprinklered buildings are only‘ of laundry, Door going into the clean side
reqy:red t.o resist the passage of smoke. Tr;)ere s of laundry was repaired on 10/27/2011 at
no 1mpe§1ment‘ to the closing pf the doors, Doors 1:d0pm, Door now will latch for a smoke
are provided with a means suitable for keaping tight seal,
the door (,?tozed' ?gugcg goors mesting 19.3.6.3.6 2. All doors in the facility that are requires
are permitted. e to Tatch and be smoke tight have the
iy . potential io be effected by the same alleged
Botl'?;fatﬁges ?éef;gﬁﬁ;?;md by CMS regulations deficient practice. All doors were checked
in all healtn ca ) on 10/30/2011 by the Maintenance director
to assure that all doors will close and latch
for a smoke tight seal, Any needed repairs
were identified prioritized and scheduled.
3. . Systemic measures implemented to
ensure the same alleged deficient practice
does not recur inchude: the laundry doors
. will be checked Monday thru Friday by the
This STANDARD s not met as evidenced by: Maintenance Director and documented,
Surveyor: 27871 This check will be on-going due to the
Based on‘observations and staff Interview at variations in the humidity changing the fit of
| approximately 1:30 pm onward, the following item the door and the hazardous area being
, were noncompliant, specific findings include: door protected. '
+ going to clean linen side of faundry did not close
gnd ?atch for smoke tight seal. & 4, Results of the Monday thru Friday audit
will be reported to the Quality Assessment
42 CFR 483.70(a) and Assurance Committee monthly x 3 The
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056| Quality Assessinent and Assurance and
§8=E Assurance Committee will evaluate the
" Ui there is an automatic sprinkler system, it is offectiveness of the plan based on trends
installed in accordance with NFPA 13, Standard identified and develop and implement
for the Installation of Sprinkler Systems, to additional infetventions as needed to ensure F2/00/201 1
continued compliance, N )
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB}OATE
Weeoe- 3 WA Dee R0 LonA Yu /a0

Any deficiency statement anding wilh an asterisk (*} denotes a deficiancy which the institution ey bg excused f{om correcting providing it Is delermined(ijha!
sther safeguacds provide sufficient protection to the patients. {See instructions.) Except for nursing homas, the_; findings stated above are disclosable 90 a?;’s
toliowing the date of survey whether or nat a plan of correction is provided. For nursing_ homes.‘the above findings and plans of correciion are dfsclosz_ibled
lays following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continue

sfogram parsticipation. 6‘(/\-)
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Pri?vi'de compiete coverage for all poriions of the
building, The system is properly maintained in L. Coirective action Will be accomplished
laccordance_yvnh. NFPA 25, Standard for the on 11/17/2011 related to the alleged
VYC’SPBCHon, festing, and Malntenancs of deficient practice in regards to the High/Low
ater-Based Fire Protection Systems. It Is fully switch in the riser room on the sprinkler
20pe[rwrsed- There s a reliable, adequate water system. Hiller came is on 11/04/2011
uPtp y for the system, Required sprinkler assessed and order the part, Installation of
systems are equipped With water flow and tamper the High/Low switch will ocour on
switches, which are electrically connected to the 11/17/2011.
building fire alarm system.  19.3.5
2, There is only one sprinkler system in the
facility, therefore the only area affected,
Correction will ocour on {1/17/2011
TShis STANDARD Is not met as evidenced by:
Urveyor: 27871 . .
Bas ; . 3. Systemic Measures put into place to
. ::)C:( iorr': ctlt)lse1ryatlons and staff interview at ensure the same alleged deficient practice
w;;?e non(?o?}g Hz‘f% pm Or,?j‘“’a',’d' the following item does not recur include will include
sprinklor tp ]ﬂ » Specific findings mc_:lude: monitoring the pressure gauge and following
S\F')vi!ch(risgsr(i;?n )S not equipped with high/low any recommendations made by Hiller in .
' regard fo remaining in compliance, H
42 CFR 483.70(a) i
4, Maintenance Director will monitor 1
pressure gauge and any recommendation
made by Hiller and results will be reported
fo the Quality Assessment and Assurance J
’ Committee monthly x 3 The Quality !
Assessment and Assurance and Assurance ;
Committee will evaluate the effectiveness of -
the plan based on frends identified and
develop and implement additional
interventions as needed to ensure continued
compliance.
12/62/2011
I
FORM CMS-2667(02-99) Pravieus Versions Obsofeto Event I0: 48RS Facility ID; 943003 i

If continuation sheet Page 20f2




