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F 000 [ INITIAL COMMENTS F 600
The preparation of this Plan of Correc- | March 13,
A Recerlification Survey was initlated on tion does not constitute an admission or| 2015
01/27/15 and concluded on 01/28/15. The facliity agreement by the provider of the truth of]
was found net meeling the minimum the facts alleged or conclusions set, This
requirements for recertifiction with deficlencles Plan of Correction is prepared and solely
cited at the highest scopt and severity of an *F". because it is required by Federal and
F 253 | 483.15(h)(2) HOUSEKEEPING & F253]  State Law.

=E | MAINTENANCE SERVICES ;
SS=E The sinks and faucets in rooms, B2, BS,

The facifity must provide housekeeping and B2, BI6,C6,'C12 and D8 were repalred
maintenance services necessary to maintain a by the Assistant Maintenance Director oi)
sanitary, orderly, and com{ortable interlor. February 3, 2015,

_An audit of all resident rooms was com-
This REQUIREMENT Is not met as evidenced pleted on February 2, 2015, by the

by: Maintenance Director, to check for need
Based on observation and Interview, it was T

dstermined the facility faiied to make repairs to ed repairs to any sinks, faucets or coun-
resident sinks, faucets and countertops for seven tertops, The identified repairs will be
(7) of sixty-four (64) residents' rooms, Rooms B2, ) completed by March 12, 2015 by the

B5, B12 and 816, Rooms C8 and C12 and Room Maintenance Director, Maintenance As-
o8, sistant, Floor Tech or Housekeeping Su-

pervisor.
Observations revealed brown stalns around

faucets and sinks, fime build-up around the A facility audit will be completed by the
faucets, leaking faucets, cracks around sink Maintenance Director or Assistant

bowis and in the countertops and broken caulking :
around the sink causing that sink to move freely LS D b I

In the cut-out area of the counteriop. months and t-hen quarterly for one year td
check all resident rooms for needed re-
The findings Include: pairs to faucets, sinks and counter-
tops, Director of Nursing reviewed in In
Observation of four (4) of sixteen (16) rooms on service, on February 12, 2015, that any
Unit B, on 01/27/15, during the entrance tour of identified need for repairs to faucets,
the facillty al approximately 8:40 am, revealed ' sinks or countertops is to be ndded to the|

Room B2 with brown stains and a gray, grainy
buildup around the faucst and sink. Room BS had
caulk around the sink that had turned brown in

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIBNATURE TITLE {X8) DATE

< 4
;{%@M asisl Kol =
Anydaliclency stalament ending with an asteriak {*) denotes a deficlency which the institution mii be excused from correoling pr Iding K Is detdmined that
other safeguards provida suficlent protection 1o the patlents, (See Instruclions.) Excepl for nursing homes, the tted-abova-ara disclosabls 90 days

falowing the date of survey whethar or not a plan of correctlon Is provided. For nutsing homes, tha above iindinks HAng pﬂﬁ anafe disclosable 14
days following the date these documanls are made available to the facifity. If deficlencles are cited, an appmve!! plar of dowectin gﬁﬂlﬁt cantin
program participation. ] ;
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Continued From page 1

color and the faucet was dripping in a steady
stream. Room B12 had cracks around the sink
bow! and chunks of countertop missing, Room
B16 had broken caulking around tha sink,
causing the sink to move frealy within the
countertop.

Observation of two (2) of sixteen (16) rooms on
Unit G, on 01/27/15 during the entrance tour of
the facility at approximatsly 8:40 AM, revealed
Room C& had broken caulk around the sink, and
Room 12 had caulking missing around the sink,

Obsarvation of one (1) of sixtean (16) rooms on
Unit D, on 1/29/15 at 1:32 PM, revealed the
taucet was dripping In a steady stream.

Interview with the Maintenance Director, on
01/28/15 at 01:49 PM, revealed he does a walk
through of each room at least once monthly with
the Corporate Maintenance person. At that time
he locks for Issues such as broken or missing
caulking; build-up around faucets usuaily
indicating a lime build-up; and, parforms
malntenance work at that ime. He also stated
there was a malntenance log at each nurse's
statlon where staff writes down any problems they
are having with resldent rooms, storage areas,
etc., and this log Is checked weekly by the
Malntenance Depariment and repals are then
made. He also staled If the repalr was emergent,
the repair would be made immaediately if possible,

Interview with State Registared Nursing Assistant
(SRNA) #3, on 01/20/15 at 4:05 PM, revealed
when a maintenance issus Is discoverad, she
was to fili out a raques? on the Maintance Log
lacated at the Nurse's station which had the room
number, resident's name and what the problem

F 253

Maintenance Director will review
Maintenance Log monthly for 3 months
then quarterly to see that in room repairs
are being logged. Maintenance Director
will report finding of audits from in room)
‘checks and Maintenance Log reviews to
the QA committee for review monthly
for the first 3 months and then quarterly,
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was. She further stated thls was discussed when
she was orlentad and also at different In-services.

Interview with SRNA #2, on 01/29/15 at 4:10 PM,
revealed she was fold in orientation that if she
found a problem with a resident's room or
equipmant, she was to write down the problem In
the Maintenanca Log al the Nurse's station and to
be sure to write down the resident's name and
room number. she furlher stated any Issue with a
room was lo be put in that fog.

interview with SRNA #4, on 01/29/15 at 4:15 PM,
revealed she would put any problem she found
with a resident's raom, equipment or property, on
the Malntenance Log hanging at the Nurse's
station. She stated the room number and
resident's name should also be put in there so the
maintenance man could find the problam. She
staled she would also tell her supervisor. She
further stated this was told to her in her
orlientatlon and thera had been in-services on
this.

Interview wilh the Director of Nursing (DON), on
01/2915 at 4:20 PM, revealed it was the
responsibility of the staff to make sure any issues
with maintenance problems or housekeeping
concerns were wrillen In the Maintenance Log at
each nurse's siatlon with the naiura of the
problem/issus; the resident's name and room
number; and, the dats the issue was discovered,
The DON furiher stated it was the responsibility of
the Maintenance Director to check this log
frequently fo make sure the issues/concerns were
addressed,

F 281 | 483.20(k}(3)i) SERVICES PROVIDED MEET F 281
85=E | PROFESSIONAL STANDARDS

FORM CMS-2667(02-89) Pravious Versions Obsclate Evant 1D:CF2711 Facility ID: 100453 I continuation shest Paga 3 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/10/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB_NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED

185311 8. Wina 01/20/2015

NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T

4700 QUINN DR,
ROCKFORD HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40216
(X4 ID SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
Residents identified in deficient practice
F 281§ Continued From page 3 F281| B,CD,EF and L received their medicatigqn ~ Marel] 1,
by Nurse #2. All medication loft in mediga- 2015
The services provided or arranged by the facility tion cart and not administered was removdd
must meet professlonal standards of quallly. from the medication cart by Nurse #2 and
delivered to the Director of Nursing, Nurs
#2 was re-educated on proper procedure
This REQUIREMENT is not met as avidenced il:ngwary 29, 2015 by the Director of Nurs-
by: i
Based on observation, interview, record review .
and a review of the facility's Pollcy and A]tl. mef“ﬁ“.""“ ‘f'"s dwerte ‘:i“d!“':dtf“’ Lol
Pracedurs, it was determined the facilily failed to R LU J s LU S L
the Unit Managers or Assistant Director o
ensure nursing stafl checked for the correct tube S
Nursing. No other medication cups were
feeding rale for ane (1) of twenty (20) sempled found with medication in locked drawers gn
residents (Rasident #3). The facility reported January 29 2015
saven (7) residents with lube feedings. In Y& )
addition, the facillty failed to ensure nursing staff In-services started on Januar
- y 28,2015 on
disposed of medicatians for residents who Medication Administration and will be
relused or were unavailable during medication completed by February 28,2015 by the As
pass for flve (5) of six (6) unsampled residents sistant Director of Nursing, Unit Manager
{Unsampled Resldent B, C, D, E, and F) when or Nurse Supervisor. New hire employe
the nursa left loose pills in the cups In a locked will receive training during orientation an
drawer of the medication cart. In-service will be repealed no less than an}
nuall
The findings include: Y
Interview with Licensad Practical Nurse (LPN) &8, Assistant Director of Nursing or Unit Marl-
on 01/29/15 at 3:45 PM, revealed the facility ager or Nurse Supervisor will inspect medf.
followsd Perry and Potter's Clinical Nursing Skills cation cart for medication left in medica-
and Techniques for standards of care. According tion cart and not administered daily for onf:
lo these standards the facllity nursing slaff was to week, weekly x3, then mouthly x3. Quaridr-
administer medicallons per physiclans order, ly medication cart will be Inspected by thé
facility pharmacy. All new hired cmployees
Review of the Kenlucky Board of Nursing KRS will receive education during ovientation. |n
314.021(2), ravisad Octaber 2010, ravealed -service will be repeated at least annuaily.
nurses are held individually responsible and All findings will be reviewed in monthly
T |accoumatia for Tehidaring Sate; effetlive nursing |~ Quulity Assuramce-Meeting:
care to cllents and for judgmsents exerclsed and . . )
actions taken In the course of providing care. ch:idel:t;;lcngﬁgd g} deﬁctlent practice tf'o-
resident #3 tube feeding rate was correctec
1. Review of the clinical record for Resident #3 by Nurse #3 on January 29, 2015.\
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revealad the facllity admitied the resident on
05/12/11 with diagnoses of Cerebrovascular
Accldent, Hemiplegla, Senite Dementia, and
Gastro-Esophageal Reflux. Review of the
quarterly Minimum Data Set (MDS) assessment,
dated 11/13/14, ravealed the facility assessed
Resident #3's cognition as moderately Impaired
with a Brief interview for Mental Status (BIMS)
score of 8. Further review of the MDS
assessment revealed the faclity assessed the
resident to be an extensive assist with eating
requlring asslsiance of one persen. As well as the
use of a feeding tube far nutrition.

Review of the Comprahensive Physiclan's Order
Shest, dated 12/30/14, revealad Resldent #3 was
1o have Javity (enteral nutritionAube feeding) 1.5
@ 65 cublc centimeter/mour (ce/hr) for twenty-wo
(22) hours per day, to be off at 3:00 PM and back
on at 5:00 PM.

Observation of Resldant #3, on 01/27/15 at 1:12
PM and 2:06 PM, revealed the resident was
sitting up in the Gerl chair with Javity 1.5 infusing
at 60 ce/hr.

Interview with LPN #7, on 01/29/15 at 2:30 PM,
revealed she was rasponsible for changing
Resldent #3's tube feeding bottle and tubing on
the night of 01/27/15. She was unable to recall
the resident's tube feeding rate. The LPN stated
she was fralned to check the MAR for the lube
faeding rate and chack for to make sure the rate
was correct,

Further cbservations, on 01/28/15 at 8:27 AM and
2:45 PM, revealed the resident's Javity 1.5 was
running at 60 ce/hr,

checked with Physician orders by Assistajit
Director of Nursing or Unit Managers on
January 29, 2015

In-service was started on January 29,2014
on medication administration via tube fee
ing which includes to check the rate with
each medication adininistration, every shi
change and when changing out tube feedihg
and will be completed by February 28,20
by the Assistant Director of Nursing or th
Nutse Supervisor. All new hired employes
will receive education during orientation. {in
~-service will be repeated no less than anm
ally.

Assistant Director of Nursing, Unit Manag-
er or Nurse Supervisor will observe the
tube feed rate with the physician orders
daily for 2 weeks, weekly x3, then monthly
%3, then quarterly and will reeducate as

needed. All finding will be reviewed in

monthly QA by the Director of Nursing.
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Interview with LPN #9, on 01/28/15 at 2:65 PM,
revealed Resident #3's tube feeding, Jevity,
should be running at 85 cc/hr. The LPN revealed
she had not checked the resident's tube feeding
rate during her shift.

Interview with LPN #6, on 01/29/15 at 8:55 AM,
revealed she was responsible for checking
Resldent #3's tube feeding rate during her shift;
The LPN stated she had not checked the rate.

Interview with the Director of Nursing {DON), on
01/29/16 at 2:10 PM, revealed the faciiity had a
iwo part chacking system. The first check was
completed by the night shift nurse that changed
the tube feeding bottle and tubing. The second
chack was done by the nurse on the next shifis to
ensure the tube feeding was infusing correctly.

2. Review of the facillty's policy and procedure
Preparation and General Guidelines, revised
12/18/12, revealed medications were 1o be
administered as prescribad in accordance with
gooad nursing principles and praciices.
Medications were to be administered at the time
they were prepared and were not pre-poured &
(prepared In advance). In addition, when
residents who were not in thelr reoms or were
otherwise unavallable o raceive medications
during the medlcation pass, the Medication
Administration Record {MAR) was 1o be flagged
————|-and.after-completing-the-medication pass,the——{— - S -
nurse was to return to the missed resident to
adminlster the medicatlon,

Observation of the D Unit medication cart, on
FORM CMS-2667{02-99) Prevlous Varslons Cbsolote Event ID:QF27H Facilfty [D; 100453 Ii continvation sheet Page 8 of 12
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F 281 | Continued From page 6 F 261
01/29/15 at 9:45 AM, raveszled five (5) medication
cups In a locked drawer containing loose piils and
the resident's names on the cups for Unsampled
Residents B, C, D, E, and F,
Interview with the Licensed Practical Nursa (LPN)
#2, on 04/29/15 at 9:48 AM, revealed afler a
resident refused or was unavallable for thelt
medication at the time it was prepared, the
medieations that were prepared should have
been Immediately discarded In the sharps
contalnar.
Interviaw with the DON, on 01/29/15 at 1:55 PM,
revealed L PN #2 should have immediately
disposed of the medications per the policy and
procedure that stated medications prepared and
not immediately administered dus to resident
refusal or unavallabllity should be discarded in a
sharps contalnar, Resident B was : .
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - 17 il ;,;;';gggf;oi ';vdg;‘;"’;;?,f s
=0 | RESTORE EATING SKILLS hManager and Director of Nursing and did nor %“I";l
ave sign or symptom of aspirati
Based on the comprehensive assessment of a hia, diagnhea, fonlgmnmg' g:;sgx:g:"ﬁ;ﬁ:;g
resident, the facllity must ensure that -- bolic abnormality related to the deficient
ractice, Nurse #3 was educated by the Direq-
(1) A resident who has been able 1o eat enough por of Nursing on January 29,20 lS).’Nurse #3
aloie or with asslstance is not fed by naso gastrio taffing agency was notified of the deficient
tube unless the resldent ’ s clinical condition ractice on January 29,2015 by the Director
demonstrates that use of a naso gastric tube was Jpf Nursing,
unavoldable; and : :
. irector of Nursing reviewed all physician
{2) A resident who is fed by a naso-gasirlc or elephong orders, nurses notes and vital
gastrostomy lube recelves the approptlate igns written for any resident with tube feed
treatment and.services to prevent asplration ng for 5 days starting on January 29,2015 fo
pneumonila, dlarchea, vomiting, dehydratlon, ny signs or symptoms of aspiration, pneum
metabollc abrormalities, and nasal-pharyngeal i, diarrhea, vomiting, dehydration, or meta
ulcers and to restore, Iif possible, normal eating olic abnormality related to the deficient
ractice. No signs or symptoms wwere noted,
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Nurse in-service on Medication AdminislratiJnn
F 322 | Continued From page 7 ez via G tube slarted on February 12, 2015 and
skills. will be completed by February 22, 2015 by iHe
Assistant Director of Nursing, Nurses will cojn-
plete annual skills competency March 1,2015
March 10, 2015, then annually by the Assistaht
Director of Nursing or Unit Manager, or Nurge
Supervisor. New hired employees will complgte
skill competency during orientation then anny-
g‘“s REQUIREMENT s not mel as evidencad ally by the Assistant Director of Nursing.
¥
Based on cbservalion, Interview, and review of Observation of medication administration vialG
the facility's policy and procedure it was tube will be completed quarterly on 10% of
delermined the facility failled to ensure the nurses Nurse staff x2 quarters, then annually and as
flushed a gastrostomy tube before administration needed. All findings will be reviewed in month-
of medicatlons and alter each medication for one ly QA.
(1) of slx (6) unsampled residents. (Unsampled
Resident B) The facllity reported seven (7)
residents with tube feadings,
The findings include:
Review of the facility's polloy and procedure
Preparation and General Guldslines for Enteral
Tube Medication Administration, revised
12/07/12, revealed to assure (he safe and
effective administration of enteral formulas and
medicatlons via enteral tubes, tubes were to bs
flushed wilh at least thirty {30) milllliters {ml) of
watar before administering medications and after
all medications have besn administered. The
Policy did not address flushing the tube between
each medication adminislered,
Observation of a medication pass, on 01/29/15 at
10:05 AM, revealed Licensed Practical Nurse
(LPN) #3 entered unsampled Resident B's room
to administer medicatlons via gastrostomy tube
(G-tubs), Further observallon revealsd LPN #3
administered the medication into Resident B's
G-lube and did not flush wilh water befare or after
FORM CMS-2567(02-99} Praviaus Varsions Obsolels Evant [0:0F2711 Faclity ID; 100453
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| The facllity must malntaln clinical records on each

Contintted From page 8
the medication administration,

Interview with LPN #3, on 01/29/15 at 10:17 AM,
revealed she normally flushed the G-tube before
and after adminislering medications and stated
she was nervous and forgot, She further stated it
was important to flush the G-tube before and
after administration of medication 1o ensurs afl
maedications were administered and 1o prevent
clogging of the G-lube.

Interview with the Director of Nursing (DON), on
01/29/15 at 2:00 PM, revealed It was the facility's
pollcy and procedure to flush the G-tubs before
and after administration of medicalions and it was
her expectatlon for staff to follow the pelicy and
procedure.

483,75(1)(1) RES
RAECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

resident In accordance with accepted professional
standards and practices that are complete;
accuralely documented; readily accessible; and °
systematically organized,

The clinlcal record must contain sufficlent
information to Identify the resident; a record of the
resldent's assessments; the plan of care and
services provided; the results of any
preadmlisslon screening conducted by the State;
and progress notes.

This REQUIREMENT Is not met as evidenced

F 322

F 514

Al orders identified in deficient practice
for resident #1,2'°4; 5 ,6', 7,8, 9, 10, 11,
12; 13,14, 15; 16, 17; 13, 19; and 20 were
reviewed on February 11,2015 by the Di-
rector of Nursing or Unit Manager to ensure
that each order was carried out.

Assistant Director of Nursing or Ditector of
Nursing audited physician telephone orders
as well as nurses noles written for all resi-
dents on January 28-29, 2015 for date and
time of order.

Assistant Director of Nursing or Nurse Su-
pervisor will in service all nurses how to
write physician telephone orders, nurses
will be instructed to include a date and time
for each order either on the telephone order
sheet or in the nurses notes related to the
order.,

Feb.93,
2015
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Based on intervlews, record review, and facility
policy review, It was determined the facillty failed
to ensure the medical record contalning physiclan
orders for 1he resldenis were accurate with the
time the physiclan's verbal/telephona arders were
racelved, written, and when noted (signed off) by
the nurse for nineteen (19) of twenty (20)
sampled residents. (Resident #1, #2, #4, #5, #8,
#7, #8, #9, 10, #11, 112, #13, #14, #15, #16,
#17, 18, #19 and #20).

The findings Include:

Review of the facility's Medication Orders Policy,
not dated, revealed the nursa would document
fhe time the verbalfelephane order was taken
and tha reason on the telephona order sheet or
physician's order sheet as follows (time, date,
nurses' name and title). When the orders are
noted by the nurse (signed off) again the {time,
dale, nurses' name and title) were 1o be
documented.

Revlew of the physician verbalitelephone order
sheets revealed the order form had three (3)
areags for date and time. The first was the date
and time It was ordered. The second was the
name, date and lime of the nurse receiving the
order and the third was the name, date and fime
of the person transcribing the order.

Review of Residents #1, #2, #4, #5, #6, 47, #8,
#9, 10, #11, #12, #13, i14, #15, #18, #17, 18,
#19-and #20's physlofan orders; revealed when
staff had raceived the verbalitelephone arders the
staff did not document the time of order. When
lhe orders were transcribed by the nurse, the
nurse did not document the time. [n addition,

new hired employees will receive educa-
tion during orientation then annually. Each
week, starting on January 28,2015, the
Assistant Director of Nursing will review
physician telephone orders written for time
and date weekly for 4 weeks, then no less
than 30 orders monthly for 3 months, then
no less than 50 orders quarterly, Re-
education will be completed as needed by
the Assistant Director of Nursing.

Assistant Director of Nursing will review
all physician telephone orders written for
time and date weekly for 4 wecks, then no
less than 30 orders monthly for 3 months,
then no less than 50 orders quarterly, Re-
education will be completed as nceded by
the Assislant Director of Nursing, Al
findings will be reviewed in monthly QA.
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Resident #17's order was not dated as to when it
was received.

Resident #1's order was written on 11/26/14;
Resident #2's order was written on 01/06/15;
Resident #4's order was wrltten on 01/15/15;
Resldent #5's order was written on 01/27/15;
Resldent #6's order was written on 01/27/15;
Resident #7's order was written on 01/20/15;
Resident #8's order was writtan on 01/05/15;
Resident #9's order was written on 08/22/14;
Resident #10's order was written on 03/10/14:
Reslident #11's order was writlen on 01/21/15;
Resldent #12's order was writter on 01/27/15:
Resldent #13's order was written on 01/28/15;
Resident #14's order was written on 01/15/15;
Resident #15's order was written on 01/26/15;
Resident #16's order was written on 11/10/14;
Resldent #17's order was written on 12/18/14;
Resldent #18's order was written on 07/11/14;
Resldent #19's order was written on 09/12/14:
and Resident #20's order was written on
11/0714.

Interview with Stafl Development/LPN #8, on
01/29/15 at 3:10 PM, revealed during orientation
the nursing staff was provided an example of how
to write a telephone/verbal order.

Review of the facility's orientation example of a
verbalftelephone order revealed the lelephona
order was dated; howaver, the ime was In tha
disconlinue area. The example was a new order
and not a discontinuance order. There was no
time of when the order had been recelved or
transcribed.

Interview with Licensed Practical Nurse (LPN) #1,
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on 01/29/15 at 1:55 PM, revealed the nurses
were to date and time all verbalftelephone orders
when the arder was written and agaln when the
order was transcribed,
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ROCKFORD HEALTH AND REHABILITATION CENTER

K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1974
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type lll
(200)

SMOKE COMPARTMENTS: Six (6) smoke
compariments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

:‘:"PHINKLEH SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Type Il, 55 KW generator. Fuel
source is Natural Gas.

A Recertification Life Safety Code Survey was
conducted on 01/27/15. The facility was found to
be in compliance with the Requirements for
Participation in Medicare and Medicaid in
accordance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiancy which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folfowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corraction is requisite to continuad
program panicipation.
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