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| changes in care and freatment,

i A comprehensive care plan must be developed
within 7 days after the completion of the :
[ comprehensive assessment: prepared by an !
| interdisaiplinary team, that includes the altending !
. physician, a registered nurse with responsibility

{ for the resident, and other appropriate staff in ‘
i disciplines as determined by the resident's needs, |
“and, {o the extent practicable, the participation of
| the resident, the resident's family or the resident's )
 legal representative; and periodically reviewed

" and revised by a team of qualified persons after

| each assessment,
|

| ;
: H
i i
| This REQUIREMENT is not met as evidenced
Cby: ;
- Based on observation, mterview, and record §
| review, it was determined the facility failed to

: ensure the Comprehensive Care Plan was

| revised for one {1) of eleven {11) sampled
| residents (Resident #4) who were reviewed for
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| A Recertification Survey was initizted on Harrodsturg Health and Rehabilitation Genter
i 03431115 and concluded on 04/02/5. . does ot baliave and does not admit that any
. Deficiencies were cited with the highest Scope © deficlencies existed before, during, or after the
- and Sever ity of “E". © survay. The Facility reserves the right to contest
F 2801 483.20(d}(3), 483.10(k}(2) RIGHT TO F 280; the survey findings through informal dispute
$$=0; PARTICIPATE PLANNING CARE-REVISE CP  resolution, formal appoal proceedings or any
 administrative or any olher legal proceedings.
i The resident has the right, unless adjudged I This allegation of compliance is not intended to
- incompetent or otherwise found to be and docs ;‘" ejab”‘m ZZ?;Z;&'f:;iti ;i;?i’ﬁy
lincapacitated under the laws of the State, to ! ::"‘"“szg'ﬁ;‘hfs"gﬂ‘);;s(;'dri sossible contentions |
i i P p i ISOIVES ¢ ser i antions !
' participate in planning care and treatment or § and defenses In any type of civit or criminal

clalm, action, or procesding. Nothing conteined
in this allagation of compliance should be
considered or relled upen as a walver of any
potentiaily apphicable Peor Review, Guafity
! Assurance, self-critical examination, or any
other legal privileges in any administrative,
- vivit or criminal claim, action of proceading.
? The Facility offers In ragponse, credible
allegations of compliance, and plan of
" cormection as part of s angoing efforts
to provide guality of care o residents. !

|
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whichi the institution may be excused from corretting providing it s detenmined that

Any defic%ency statemnent ers%i_g\; with an astdrisk {"Ydenotes a defici‘ency'
Cian tons.} Except for nursing homes, the findings stated shove are disclossbio 00 fdays

sther safeguards provide suff
ollawing the date of survey whether or nat a pf
tays following the date these documents are made avaiable to the facility,

it profection to the palients, {See instrue

wagram participation,

‘ORM CMS-2561(02-09) Previous Versions Obsalata

Fyvent 10: DOJS T

an of corraction is provided.  For nursing homes,
if deficlencies are clled, an approved plan of corraction is requisita o continuad

Facllity 1 100457

the above findings and plans of correction are disclosahls 14

If continuation sheet Page 1 of 21



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: D4/16/2015
FORM APPROVED
OMB NOQ. 0938-0381

13) pATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {42} MULTIFLE CONSTRUCTION
AND PLAN OF CORRECTION INENTIFICATION NUBMBER: i COMPLETED
A BUILDING
165287 I B WING L BAG32015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF COOE
853 LEXINGTON RGOAD
HARRODSBURG HEALTH & REHABILITATION CENTER
HARROUDSBURG, KY 40330
X SUMMARY STATEMENT OF DEFICIENCIES : oo PROVIDER'S BLAN OF CORRECTION : )
PREFIX | (EAGH DEFICIENCY MUSTT 8E PRECEDED BY FULL  PREFIX (FACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION} (o TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
; DEFICIENGY) i
’ F 280! 1 Thecare plan for for Resident #4 was updated by 5/16/2016

F 280 : Continued From page 1
care plans, out of g total sample of ninatecn {19}
{ residents.

{ Resident #4 had a history of constipation, with no
tdocumented evidence the resident experienced

. bowel movemenis for six {6} days, for three (3)

| different ime spans during the months of

' February and March 2015, However, the

. Comprehensive Care Plan was not revised ;
i refated fo the resident's constipation, :

The findings include;

Faview of the facilify's "Cars
Plans-Comprehensive™ policy, revised October
2010, reveated assessments of residents were |
~angeing and care plans were 1o be revised as ;
information gathered ahout the resident and the
resident's condition changed. Confinued review
- revealed the Care Planning/interdisciplinary Team !
| was rasponsible for the review and updating of

[ care plans when a desired outcome was not met. |

| Review of the facility's pulicy titled :

J "Interdisciptinary Team Care Assessmeris”, |

s effective date 12/2010, revealed "changesina

f rasident's condition often require changes to be

{ made in the plan of care either by change in

! individual approaches or by the addition of new
| problems to ihe plan of care”. Continued review ?

{ of the policy revealed when changes In condition,

; medications, treatments or approaches ocourred,

i the plan of care was to be updated immediately. }

i
i

‘ Raview of the Tacility's "BM Regimen” policy,
| effective date 12/2010, revealed the facility would |
| implement Interventions as identifled on the :
| individualized care pian to treat chronic andior |
| acute constipation. Continued policy review :

. Unit Manager on 471/2015. An awdlt of Resident #4s
! chart was completed by Unit Manager on 4/1/2015
for any diagnosls or physidian order thal was not :
i ocaptured on the care plan. .
[ 2 “he Director of Nursing, Unit Manager, and MDS!
nurses complele a 100% audit of residents charts
for physician orders sind care plan updates by
AZTNE. No issues identified,
;3. The Direstor of Nursing, Unlt Manager, Staff
t Development Coordinator educated alt icensed staff
by 427115 on ensuring care plans are updated with |
any new physician orders or change of condition,
Baginning on 5/20/15, all newly hired ficensed s?arf
. will receive educationon updating the care plan wﬂh
! any new phiysiclan orders or change of condition,
" asa part of the orientation process by the Siaff E
; Developrment Coordinator, Dirastor of Nurslng or
¢ Unif Managers. New physician orders and care [
. plans will be raviewed daily Monday through Frictay
i In the moming stand up mesting with tha ;
! Interdiscipiinary team which inciudes but is not !
;  limited to, the Director of Nursing, Soclal Service
| Director, Unit Managers, Dietary Director and MDS|
Nurse fo ensure care plane are updated, i
¢ 4.An audit wilf be sompleted on 10 residents waskiy
{ for twelve weeks by the Elrector of Nursing or Unit |
Maragers o ensure that the cars plan was updatez{
{o Include current physiclan orders and to ensure
that any chanyge of condition Is addressed on the
care plan. Any issues identified will be corrected
immediately.
Findings will be reporfed monthly for three months
1 o the Quality Assurance committes, then quarterly,i
! thergafter.
5. 5iigi201s
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. reveated the care plan would be revised to i
f indicate all appropriate interventions as indicated. -
- Review of Rasident #4's clinical record revealed |
¢ the facility admitted the resident on 11/08/10 with
diagnoses which included Alzheimer's Disease, |
¢ Psychotic Disorder, and Chronic Heart Disease.
' Review of the Quarterly Minimum Data Set :
C{MDS} Assessmert, dated 02720115, revealed the |
| facility assessed the resident o have & Brief
“Intarview for Mental Status (BIMS) score of a four |
: {4} oul of fifteen (15), which indicated severe ‘
- coghitive impairment. Further review revealed |
' the facility assessed Resident #4 as being totaily
; dependent and requiring the assistance of two {2}
| staff for toileting. Further review revealed !
- Resident #4 was always Incontinent of bowel and

biadder, |

- Review of the Physician's Orders for February
i 2018 and March 2015, revesied the following: ;
Senna Laxative 8.6 miliigram {mg) tablet, once |
- daily for a diagnosis of constipation; Milk of
Magnesia, 10 millifiters (mi} daily prn (as needed) |
| for constipation; and Bisacodyl, 10 mg ‘
- supposiory daily as needed for constipation.

Review of the Elimination Report and the Alest i
Description, a computertzed form which showed if |
i the resident or staff had been inferviewed and
determined the resident did have a bowel :
" movement (BM), revaaled Resident #4 had a BM ;
con Q2/05M 5. Further review of the Elimination
Report and Alert Description, revealed no

: documented evidence the resident had a BM

| from Q2/05/15 untif 02111115, six (6) days later.
Continued review reveated no documented

: evidence Resident #4 had a BM betwesan
C2MBME and Q221ME, or betwesn 02/25/15 and
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A. BUILDING COMPLETED
8 WING 04/03/2015
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F280° Conilnued From page 3
i 03/02/15,
i

Review of the Comprehensive Care Plan for i
| Resident #4, dated 11/25/14, revealed it did not |
E address the problem of constipation, acute or
“ehronic, and did not include interventions for
- tracking and monitoring episodes of constipation,
tor specific actions to prevent and/or treat
‘ constipation when it occurred. Continued review |
- revealad the care plan had not been orrevised |
since 11/25/14 ever though Resident #4 had
thrae six (6) day periods with no BM in February

- ard March. ‘

¢ nterview with the Unit Manager for the North Unit |
“where Resident #4 resided, on 04/02/15 at 4:.00 |
PM, revealed she was aware Resident #4 often
went more than three {3) days without a BM. She |
stated this could be a normal patiern for this E
resident; however, she further stated no resident
should go over seventy-two (72) hours without a f
BM, and Rasident #4 requilred close monitoring
- due to a history of constipation and a need for pm .
- faxatives. Continued interview revealed Resident ;
#4's care plan needed to be revised o reflect the |

resident's prablem of constipation.

| Interview with the Director of Nursing, on
04/02/15 at 5:00 PM, revealed it was her
expectation that the Bowe! Raegimen be followed.
She stated Resident #4's care plan should be
revised dug fo the resident’s history of
constpation.
F 3001 483.25 PROVIDE CARE/SERVICES FOR |
$8=p | HIGHEST WELL BEING

Each resident must receive and the facility must §
i provide the necessary care and services to altain |

F 280

F 300!
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i ) ! does not believe and does not admit that any i
' the |

or maintain the highest practicable physical,

"mental, and psychosocial well-being, in

accordance with the comprehensive assessment
and plan of care.

: This REQUIREMENT is not met as evidenced
bys

fineteen {19) sampied residents{Resident #4),

i three (3) six (6) day pericds during February and |

fBased on interview and racord review, it was
determined the facllity falled to ensure necessary

Ccare and services wera provided for each

resident's physical well-being, for one (1) of

i
i

. The facility failed to follow their "Bowel Regimen”

for Resident #4 regarding the administration of

! medications when the resident did not have a
bowai movement (BM) for three {3} days.

Furthermore, there was no documented evidence

Resident #4 experienced bowel movements for
T

March 2015, 02/06/15 through 02/11/15, 02/15/15

threugh 02121415, and 02/25/15 through 03/03/15,

The findings include: 5

i

Review of the facliity's "Bowel Movement (BM)

Regimen", effective Decamber 2010, revealad

- the facility would monitor and track residents on a |
; daily basis to determine the nead for dietary and
{ or chemical intervention to treat chronic andfor |

acute episodes of constipatiorr. Continued review |

| revealed the facility would implement appropriste
| interventions as identified on the Resident’s care |

ptan, Physiciar's Orders, and for dietary j
recommendations. Suggested interventions i

!included: supply bigh fiber drinks andfor food

deficiencies existad before, during, or after

and does not establish any standard of car

© and defenses in any type of civil or criminal

claim, action, or proceeding. Nothing contalned |

in this allegation of compliance should be
cansidered of refled upon as a waiver of ar

athar legal privilegas in any administrative,
civil or eriminal claim, action or proceeding
The Facliity offers in response, credible
alfegations of compliance, ari plan of
correction as part of its ohgoing efforts

to provida quality of care to residents,

i

survey. The Facilily reserves the right to contest
i the survey findings through informai dispute
resalution, formal appeat proceedings or any :
. administrative or any other legal proceedings. :
‘ This alfegation of compiiance is not infended to i

contract obigation, or position, and the Fagility
reserves ail rights to raise all possible contentions |

poterdially applicable Peer Roview, Quality
Assurance, seif-critical examination, or any

€,

y
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F 308 | Continued From page 5
supplements, e.g. prune juice, If the resident has
. na BM for three {3} days, administer a designated
| laxative on the evening shift of the third day; If
! there is no BM by the following moring,
" administer a suppository after breakfast; and if
there is no BM by the evening of the fourth day,
: administer a Fleets encerma. Further review of the
| "BM Regimen, revealed the Certifisd Nursing

CNA Assignment Sheet or specified form. The

; Assistants (CNA's) were to record all BMs onthe

. CENTERS FOR MERICARE & MEDICAID SERVICES
STATEMENT OF DEFICENCIES (X1} PROVIDERISUPPLIERIGLIA {42 MULTIPLE CORSTRUCTION (%3 DATE SURVEY
ANEY PLAN OF CORRECTION DENTIFICATION NUMBFER; A BUILDING COMPLETED
185287 B, WiNG - G4/03/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
853 LEXINGTON ROAD
H DSBURG HE REHABILITATION CENTER
ARRO ALTH & HARRODSBURG, KY 40330
(x4 | SUMMARY STATEMENT OF DEFICIENCIES i 0 PROVIDER'S PLAN OF CORRECTION } i)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {FACH CORRECTIVE ACTION SHOULD BE . COMPLETION
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DEFICIENCYS ;
i ! FRME2015
F 309,

Assignment Sheetform was to be turnad in fo the
: charge nurse at the end of the shifi and the
charge nurse or designated staff would record the
BMs on the resident BM record focated with the |
" Medication Administration Record (MAR]). {
. Continued review roveated each charge nurse
: was responaible at the beginning of their shift to
identify residents who had not had a BM in more
than forty-eight {48) hours and Implement the
approved regimen for that resident. Medical
" interventions were to be recorded on the MAR,

Review of Residant #4's medical record revealed
the facility admitted the resident on 11/08/10 with
diagnoses which included Alzhelmer's Disease,

. Psychotic Disorder, and Chronle Heart Disease.
'Review of the Quarterly Minimum Data Set
(M8} Assessment dated 02/201/5, revealed the
facllity assessed Resideni #4 to have a Brief 5
interview for Mental Status {BIMS) score of four
{4}, which indicated the resident was severely

¢ cognitively impaired, Furiher review revealed the
- facility assessed the resident to be totally

i dependent and require the assistance of wo (2) |
staff for tolleting. Continued review of the MDE ¢
revealed Resident #4 was always incontinent of
bowel and bladder,

i

Review of the Physician's Orders for February

1. The elimination report for Resident #4 for the
§ previous week was reviewed by the Unit Manager.
The bowel regiman far residant 4 was reviewad,
Cin 4/2{2015 the bowet movemant report for residan
#4 was reviewed. Documentation showed resident
I #4 had a farge bowsl movement on 47142015,
2. Elimination reports for the previous 72 hours
were reviewad by Director of Nursing and Unit
i Managers on ali other residents by 4/6/15. Ko other
| issues were fdentified. :
D3 AMlena’s and nurses were re-educated by
Director of Nursing, Unit Managers o Staff
Deavelopment by 427115 on monitoning and
documenting bowel raovements and ensuring all
rasidents needs are being met and that the howel
protecol is folfowsd,
Beginning on 5/20/15, all newly hired c.n.a's and
nurses will receive education on monitoring and
docurnienting bowel movemernts and enstiring that
aff resident neads aremet and that the howel
protoret is followed, by the staff deveiopment
coardinator, Direcior of Nursing,Unlt Managers as
a part of the arientabion process,
.The Bowel Movemant Exception report will be ran |
dafty Monday through Friday and reviewed In the :
rrorming clinkcal meeting by the iD7T, which includes
bt Is not limited to the Director of Nursing, MDS
Nurse, Staff Developrant Coordinator, Unlt
Managers and Dietary Director for il residents with
no bowat movemants for the previous 72 hotars,
Any resident identifled not having a howel
moavement In the past 72 hours will be started on
bowael regiment per policy.
4. The Unit Managers will audit 10 residents
par week for 12 weeks to ensure proper bowel
reghnen is being foliowed, Any Issues identified
will be addressed nwnediately and reported fo
Director of Mursing or Administrator. Any issuss
identitied will ba reported to the QA comimittes for |
three months, then quarterdy thereafter.
5. BiNis

i
;
H
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2015 and March 2015 revealed the following !
orders: Senna Laxative, 8.6 mifligram (mg) once |
daily for a diagnosis of constipation; MilK of
Magnesia (MOM-a laxative medication) 10

_ millititers {ml} dafly prn (as needad} for

- constipation; and Bisacodyl (a laxative

i medication) 10 mg suppository daily prn for

- constipation.

Review of the computerized Elimination Report
and computerized Alert Description (a i
computerized form which showed if the resident |
or staff had been interviewed and determined the
i resident had a BM), revealad Resident #4 had a
CBM on 02/05/18. Continued review revealed no

documented evidence Residant #4 had another
BM from 02/05/16 until 02/11/15 {8 days), when
- the resident had a small BM.

Review of ihe Medication Administration Record

| (MAR) for the month of February 2015, revealed

i no documented evidence Resident #4 received &
prn (as needed) faxative from 02/06/15 through
02/10/15. Continued review of the MAR revealed, ;

. on 02/11/15, the resident recelved a Bisacodyl 10

- g suppository which was effective, Review of

i the Nurses Natas for the same time period

!revealed no documented evidence of the

 administration of any pm laxatives, or of a BM for

" Resident #4.

Further review of the MAR, revealed Resident #4

- was administered MOM 10 ml on 02/15/15, and

the medicaticn was effective. However, there

s was no documented evidence on the Elimination

' Report or the Alert Description form the resident

“had another BM until 02/21/16 {6 days later). '
Further raview of the February 2015 MAR

: revealed no documented avidence any pin
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F 309 Continued From page 7
. laxatives were administered during the six {(6) day
| period. In addition, review of the Nurses Notes
i revealed no documented eviderce of any prn
“axatives being administered, or of the resident
having a BM on 02/16/15 through 02/20/185,

_Further roview of the Elimination Report revealed
i Resident #4 had a BM on 02726718 which was
i described as small. Continued review revealed
! no documented evidence the resident had
another BM until 03/03/15. According to the
MAR, dated March 2015, MOM 10 mi prn was
" administered on 03/03/15 which was effective.
| Review of the Nurses Nofes for 02/26/15 through
L 03/02/15 revealed no documented evidence of a |

BM during this Hme span.

Inferview with the Unit Manager for the North Unit
. where Resident #4 resided, on 04/21/15 at 4:00
i PM, revealed the nurses were to check the
| computer sach shift for an "alert” which indicated
the resident had not had a BM for 72 hours. She
! stated if the resldent had no BM in 72 hours, a
‘howel gssessment was to be done and the nurse
was to administer prune juice or a prn laxative.
, She further stated a resident shotid not go over
| seventy-fwo (72) hours without a BM, The Unit
Manager reviewed Resident #4's medical record
i and acknowledged the resident had three (3)
i different eplsodes without a BM for six days in
' February and March 2015, and the nurse should
have administered a prn laxative for the resident
_in each instance. Continued interview revealed
| Resident #4 had constipation and the Bowel
g Fagimen was not followed,

{ Interview with the Director of Nursing, on
“Q4/02H 5 at 5:00 PM, revealed it was her
. expectation for the Bowel Regimen lo be

I
+
f
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" followed.

F 323 483.25(h) FREE OF ACCIDENT
88=0 HAZARDS/SUPERVISION/DEVICES

i

‘ The facility must ensure that the resident

as is possible; and each resident receives
adequate supervision and assistance devices lo

prevent accidents,

This REQUIREMENT is not met as evidenced
by
i Based on observation, interview, record review,
| and review of the facility's poficy, it was
determined the facility faifed to maintain an
anvironment free from accident hazards as
- evidenced by hot water temperatures above the
z : accepiable range in the facility's South Unlt,
: Temparatures obtained during the Initial facility
“tour ravealed hot water femperatures above 110
degrees Farenheit (F} in the South Unit Shower

Room and in sinks in resident rooms on South
; Unit.

The findings inciude:

" Review of Mechanical Reguirement 802 KAR
20:310-16 {5){g) revesled plumbing fixtures which
{ raquired hot water intended for patient use were
conirolled to provida a maximum water
tamperature of 110 degrees F at the fixture.

Record Review of the facliity's Water
Temperatures Policy, dated January 2005,

revealed hot water lemperatures were maintained |

| F32g
* the survey findings through informal dispute

contract obligation, or position, and the Facl
and defenses in any type of ovil or criminal
in this alfegation of compliance should be

potentially appiicable Peer Review, Quality
Assurance, self-crifical exarmination, or any
other tegal priviteges in any administrative,
civit or criminai claim, action or proceeding.
The Facility offers in response, credible
altegations of compliance, and plan of
corraction as part of ts angoing efforls

o provide quallty of care to residents.

Harrodsburg Health and Rehabilitation Center
does not believe and does not admit that any i
deficiencies existad before, during, or after the :
| environment remains as free of accident hazards ; survey. The Facility resarves the right o contest
resolution, format appeal proceedings or any
administrative or any other legal proceedings.
This allegation of compllance is notirdended fo
and does not establish any standard of care,

ifity
roserves alf rights to raise alf possible contentions f

chaim, action, or proveeding. Nothing conteined

considarad or relied upon as a waiver of any §
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! 1. On 33172015 the Mainfonance Director G/18/2015

i

F SQBE Continued From page 9
: within the state's acceptable range. Further
*review of the policy revealed waler lemperaiures
were spot checked weekly and logged in the

loghook.

Observation of hot water tamperatures with the
. Maintenance Supervisor (MS), on §3/34/15
| between 10:40 AM and 11:12 AM, revealsd hot
{water temperatures above 110 degrées Farenheit
i (F} inn the following resident room sinks: 118.2
! degrees F in room 402; 113.2 degrees F in room
T 400 118.2 degrees Fin room 314; 121.1 degreas
F in room 312; 112.8 degrees in room 305; and
120.4 degress F inroom 307, in addition, the hot |
water temperature in the South Shower room was -

113.8 degreas F.

§ Interview with the MS, on 03/31/15 at 10:40 AM
and 11:186 AM, revealed the facility irled o keep
hot water temperatures between 100 and 110

| degress F. He stated resident room waler
Utemperatures wers checked waekly on each hali,
E and shower room waler lemperatures werg

! checked “periodically”.

Racord Review of the faciiity’s Water
Temperature Log revealed weekly water
tarperature checks in resident rooms, with no
documented temperatures greater than 110
degresas F. Caontinued review revealed the
shower room hot water temperature was last

“logged on 12/05115 and was within the |

acceptable range at that {ime. "

|

Interview with State Registared Nursing Assistant |
{SRNA) #1, on 03/31/15 at 11:38 AM, revealed

the sink ho! water temperature in reom 314 ;
{118.2 degrees F} felt a little hot. !

£ 1323 § adjusted he mixing valve which services resident
§ rooms #314, #402, # 312, #305, #307 and #4090
fand the shower room on the South Wing.
;Water temperailures in affected areas
‘were chacked every 16 minutes until temperatures
- were within regulatory ranges. Showers were
i stopped Immediately on South Wing.
2. Bkin assessments were completad on all reszds-nt*;
an the South Wing to ensure no injury occurred. No
{issues wona identified. Water lemperatures were
" checked by the maintenance dirsctor on 3731156
- throughout the facility. No other Issues identified,
3. The Director of Nursing, Administrator, Staff
Bevelopment Coordinator, or Malntenance
Director educated all siaff regarding the potential for
:injury due o lncreased water temperatures. GNAS |
{and nuirses were educatad on procedure for lesting :
. water tamparalires prior to giving showers or baths,
{'This incudad edunation on the notification process
if increassd water temperatres were identified
which included to place an owt of order sign on the
affacted sink and immediafely notify charge nurse
: end maintenance director. Al newly hired staff wili
_ be educated by tha malntenancs director or staff
; development coordinator as a part of the odentation
process an always checking the waler temps {fo
totich) prior to providing shaowers and as thay are
washing thelr hands, if the water seams to hot or i
to cold, to follow the procedure of placing anoutof |
¢ arder sign on the sink and immediataly nolifying the
charge nurse and naintenance director,
: 4. The Maintenance Director, Malntenance
{ Assistant will check water temperatures in ten
{ resident rooms and shower reoms dally for ona
week, The Mainfenance Dirsctor, Mainterance
' Assistant, wilt than check water tempeoratures
! irs ten resident rooms throughout the facliity and
: shower rooms weelly for 12 weeks. Any issues
i jdentified will be correctad Immediately. Any lssues
! identified wiilbe reparted to the QA committes
i monthly for three months, then quarterly thereafter,

;
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| Interview with Registered Nurse (RN) #1 and

hat for the resident.

routinely discussed water tempeoratures at the

- goal was between 100-110 dagrees F. She

fware to filf out a work order and page
Maintenance (o the room.

3131115 at 12: 01 PM, ravealed she was not

water temperature was above the regulation
guideline.

supposed to be between 100-110 degrees F.
above the acceplable range were a concern
idantified a concern prior to State Agency

hat water concerns but no reports had been

taken steps to corract the problem and pratect

Licensend Practical Nurse {LPN) #1, on 03/31/1 ‘S
L at 11:35 AM, revealed the hot water in room 312 '
L (121.1 degrees F) was very warm and was too

£

i

further revealed staff were informed If the water
| temperalure in resident rooms was loo hof, they

: 1n£erv iew with the Director of Nursing (DON}, on

famli%ar with the hol water regulation. She stated
it was a concerning for potential burns if the hot

interview with the Adrinistrator, on 04/02/15 at
5:01 PM, revaaled hot water tamperalures were

She stated the identified hot waler temperatures
because of the potential for resident burms, She
{urther stated the facility randomly checked and
logged water temperafures weekly and had not

findings. Continued interview revealed stalf were
to notify the Maintenance Department if they had

made. Further interview revealed the facility had

the residents, and would be monitoring the water
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o £/18/45
F 323 Continued From page 10 F agal 5 51815 |

Interview, on 03/31/15 at 11:57 AM, with the Steff
Devalopment Coordinator/LPN #2 revealed she
was on the faclity's Safety Committee and they

meeting. She revealed the hot water temperature

i
i
I
i
i

I
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PREFIX 1 {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH GORRECTIVE ACTION SHGULD BE { COMPLETION
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F 323 Continued From page 11 o Fas2a | 18015
| temperatures more frequently, ! i
333 f 483.25(my2) RESIDENTS FREE OF ! F 333 Harodsburg Heslth and Rehabifitation Canter :
a8=0 [ SIGNIFICANT MED FRRORS ; , does not belfeve and does not admit that any )
i deflciencles existed befors, during, or after the
. . - . i
The facility must ensure that residents are free of P survey. ?hif" acility reserves the right fo contest )
_any signiﬁcani madication errors. ; ¢ the survey findings through mfom'fal dispute
g . resolution, format appeal procoedings or any
' i administrative or any other legal proceedings. ;
: : This allagation of compllance Is not infended to |
 and does not establish any standard of care, :
I . . p contraat obligation, or position, and the Facilily
Fhis REQUIREMENT is not mel as evidenced ¢ , e :
by: 1 reserves all rights to ralse all possible contentions ;
. , o et ‘ ; | and defenses in any type of civil ar ariminat
H f};}f{?f d O? mzﬁ?{ ;@w, (ﬁft?r:gi ’ Z‘g?:’l’ ?ﬂgﬁﬁ\ffﬁ;éﬁ ¢ claim, actlon, or proceeding. Nothing contained
; iaciily pobicy, ;} a:';d ¢ ‘ﬂf Ee{ @ : . inthis allegation of compliance should be
EO ar,‘ﬁsifm 8ac _re? ent was fre& © a;“?f f elever considersd or refled upon as a waiver of any ;
: significant medacgi ion errors, for ane { ; G ‘e aven ‘ potentially applicable Posr Review, Quality ]
(_'1 1 ) ?anéile{?‘ rezifiﬁ?,ig (Resident S:Q)fw ‘;{)tggere ‘ ¢ Assurence, self-critical examination, or any
reviswe Q‘: medicauon @rr?r s, outotato ‘ uther fegat privileges i any administrative, :
sample of nineteen (19) residents. sivil ot crimiral clalm, action or proceading. :
- o ) ) - Tha Fadiity offers in response, credibie i
Physiclan's Orders were written for Resident #9 ¢ aliegations of sompliance, and plan of
on 02/08/15 for Abitify & m:fhg;rfan;s {mg) to be corraction as part of its ongoing efforls
. administered twice dally. Abilify is an to provide guallly of care to residants.
i antipsychotic medication which is also used in
conjuncon with other medications {0 reat Major
{ Depressive Disorder, However, the resident
 received Abilify 10 mg twice a day from 02/00/15
i through 04/01/14 (52 days), and the error was not
identified untif survayor irtervention.
The firidings include:
Raview of the facility's "Physician’s Orders ata |, i
Glance" policy, undated, revaaled when a ;
! Physician or other practitionsr gave an order in
“wrifing, by telephone or fax, or wriiten direetly In - ¢ :
" the resident's chart, the chart was flagged to : : ;
identify a new order, and the nurse receiving the !
Event #3 DOJS 1 Facity 1D 100457 ¥ confinuation shest Paga 12 of 21
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F 333 Continued From pags 12 F 333 1. Residant 48 orders were clarified on 4/2/2015

order was responsible for completing order
! docurnentation, and ccmmunémting with the

‘ was fo transcribe medication orders to the
Medication Adminisiration Record {MAR}, to

frequency and route of administration,
Furthermore, the nurse was to fax the new
- medication order to the pharmacy, and the call

_the order were to be provided to the Director of
! Nursing {DON), Assistant Director of Nursing
| {ADON), and medical records, and the origingl

| new orders were reviewed and checkad for
accuracy af the daily dinical mestings.

diagrioses which included Depression and
Cirrhosis of the Liver. Review of the Quarterly
Minimurm Data Set (MDS3) Assessment, dated

#0 to have a Brief Interview for Mental Status

(BIMS} score of twelve (12) oul of fifteen (15),
“which indicated the resident was cognitively
intact,

! Review of the Comprehensive Plan of Care for
Reasident #9, dated 11/25/15, ravealed the

stated goal to ensure the resident received the
least dosage prescribed to ensure maximum
" physical and mental functional ablifty.

" an order for Abilfy, 8 mg twice daily for a
diagnosis of depression. Further review of the

! pharmacy. Contintied review revea fed the nurse

| include the correct medication, dosage, and the

was {o stay in the charl, Further review revealed
Zoview of Resident #9's medical record revealed

. Q2/18/18, reveated the facllity assessed Resident

| problem of psychotropic medication use, with the

Raview of the Physiciar's Orders dated 02/06/15,
handwritten by the Atiending Physician, revealed

- pharmacy ¥ the order was needed immediately o |
" if the order was racelved aftar hours, Copies of

i

and medications were initiated as orderad.
2. An audit was completed by 4713715 by the
Director of Mursing, MBS Nurse or Unit Managers to
ensure that the MAR/TAR was accurate when
compared to physician orders. No other concemns
were identified.
3. Resident charts will be checked daity, Monday |
through Friday by the Birector of Nursing or Unit :
Managers as a part of tha clinical mesting for any
riew orders io ensure orders are transcribed i
on the MAR/TAR and administered accordingly.
Licensed staff will be in-servicad by Pharmacy, |
Staff Development Coordinator, Director of Nursing
ar Unit Managers on proper policy and procedite
of medication administration, ordering and
receiving of medications and transcription by :
Y275,
Beginning on 520115, all newly hired licensed s Jtaff‘
wilt recelve education on updating the care plan w;t_h
any new physician orders or change of condition
as a pari of tha orentation process,
4. The Director of Mursing, Unit Managers or
MDS Nurse will audit 10 charts per wealk for 12
waaks to ensure that the MAR/TAR matchss the
current physician orders. Findings of the above
stated audits will be reviewed by the QA committes
menthly for three monihs for recommendations
and further follow-up as indicated.
5. 5-18-15

i
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SUMMARY STATEMENT OF DEFICIENCIES

{EACH CORRECTIVE ACTION SHOULD BE

torder revealed 10 mg had been writter, witha &
~writton on top of the 10 in darker ink. ;

Review of Resident #9's MAR for February 2015
revaaled Abilify 10 mg BID {twice a day) had been:
transcribed to the MAR. Continued review of the

MARs for March and April 2015 revealed Abilify |
10 mg was administered BID starting on 02/09/15 ¢
through 04/01/15. Further review of the MAR for |
April 2015 revealed Resident #9 received the |
| morming dose of Abilify 10 mg on 04/02/15.

¢ Review of the Monthly Physician's Orders dated
March 2015 and April 20185, revealed the resident -
- was ordered Abilify 10 mg BID. However, there

i was no order ko Increass the Abllify to 10 mg BID
atter the original order was written on 02/08/15 for

Abilify 5 mg BID.

| Review of the Attending Physician’s Pragress
Note, dated 02/08/15, revealed the plan to
' increase Resident #9's Abilify to 8 mg BID for

, moad,

Raview of the Psychiatrlc Evaluaflon, dated

L 02/18/15, revealed the resident was recelving

. psychiatric medications including: Colexa
{antidepressant medication) 40 mg avery day;
Ambian (Hypnotic rmedication} 5 mg every night;
: Ritalin {cenfral nervous system stimulan{

: medication} 10 mg in the morning and at noon;
Remeron {(anfidepressant medicatlion) 18 mg at
night: and Abilify 5 mg BID. Continued review

¢ ravealed staff had reported since medicatlon
changes of Increasing the Ritalin, and adding
Abilify and Remeron, the resident had become |
more lrritable and argumentative. Further roview
! revealed @ recommendation was made to
| dacrease the Ritalin to 10 mq in the moming, and !

p.2

{Xdy 1D
pﬁgggx . {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX
TAG | REGUILATORY OR LSC IBENTIFYING INFORMATION) i‘ TAG OROSSREFERFNCED TO THE APPROPRIATE DATE
| : i DEFICIENCY)
; !. 4
F 333{ Continued From page 13 : F 333}

i
i
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333

F 333 E Continued From page 14
"5 mg at noon. There was no indication the
- Psychialrist was aware the resident was receiving | ;
E | Abilify 10 mg BID instead of 5 mg BID.
H
" Beview of the Medication Regimen Review, !
completed by the Consuiting Pharmacist on i
03125115, revealed Resident #9 was receiving |
- psychoaclive medications including Abllify & mg
“BID, Remeron 15 mg at pight, Ritalin 10 mg BID,
~Ambien & mg at night, and Celexa 40 mg daily.
: Continued review revealed no indication the
| Consulting Pharmacist was aware the resident
“was recaiving Abilify 10 mg BID instead of & mg.

g Interview with Licensed Practical Nurse {LPN) #3,
[ on 04/02/15 at 1:30 PM, and observation of the
{nedication drawer for Resident #9, reveaiad &
supply of Abllify 10 mg {ablets which were issuad
| by the Pharmacy on 02/09/15, LPN #3 stated
Resident #0 was receiving Abilify 10 mg BID.

Interview with the South Unit Manager, on
: 04/02/15 at 2:00 PM, revealed the Atending
Physician wrole the order himseif for Abilify on
0208115 and LPN #4 signed the arder off
{ meaning he transcribed the order to the
~computer. She stated the process for taking off
Physician's Orders was to input the order into the
sornputer by typing the order under "Physician’s
{Orders”. She further stated this would download
" automatically to the pharmacy. Continued
interviaw revealed LPN #4 stated if looked like
originally 10 mg was written, thern 5 was written

an fop of the 10.

| Phone inferview with the Attending Physician, on
0402115 at 2:15 PM, revealed he would need to
sea his Progress Note in order to see what _
: dogage of medication he had Intended to write on !

i continuation sheet Page 15of 21
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= 333;@ Continued From page 15 f
i 02/08/15. He stated he had not received any
| report of Resident #8 having an adverse side ‘
: effect of hisfher psychotropic medications. 2

_ Phane interview with the Consulting Pharmacist,
Con 04/02/45 at 2:30 PM, revealed Hcould be a
¢ signiticant medication error if Resident #9 was
raceiving Abilify 10 mq BID instead of 5 my BID,
because the medication could cause a movement
disorder and sedation. She stated she should
have caught the ervor during her Drug Regimen
| Review which she completad on 03/25/15.

Phane inferview with LEN #4, on 04/02/15 at 2:40
FM, revealed he had received training related to

! inputting Physician's Orders into the computer,
' He stated once he received the order, he went to
" the "Physician's Orders” section of the computer |
{ program and typed itin. He further stated the
order was automatically uploaded to the
pharmacy. Continued interview revealed he
remembered the Attending Physician wrote Abilify |
110 mg BID and he typed the order into the
feomputer. Ha reported he then noted the

| Attending Physiclan had writtert 5 myg on top of
| the 10 mg, and staled he had put a clarification
irto the computer.

Interview with the Director of Nursing {(DON), on

04/02/15 at 5:00 PM, ravealed once a Physiclan's

Order was entered into the computer and the

madication had been adminisiered aven once,

the purse could nof put a clarification for that .

 order info the computer. She stated the nurse

{ would have to discontinue the order and place a

{ new Physician's Order. Further interview
revealed all nurses had been trained on entering
Physician's Orders into the computer; however,

; the DON was unsure  they were aware they

P

!

P
7
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F 333! Continued From page 18

" could not clarify an order in the computer if the
madication had been administered at least once.

~Continued interview revealed the arror should

- have been caught during the monthly

i change-aver of orders. She aexplained the

| process for the monthly change-overs was for the

! nurse to compare the previoys monthly orders ‘

* with the new monthly orders, and review all

- phone orders or hand-written orders recelved
since the previous month to check for
discrepancias. The DON further stated the

Physigian's Orders came in three (3) parts and

. one {1} copy went to the daily morning meating

| (Monday through Friday) and the phone orders

| were checked against the comptter sysiem at

 fhat fime. However, she stated if the nurse had
pulled a copy of the original order for 10 mg BID
hefore it was written over and changed to & mg

. BID, they would have had the wrong copy of the

order to check for accuracy. The DON stated they

s were all still learning the computer system, and
the nurses may need more aducation.

F 428! 483.80(c) DRUG REGIMEN REVIEW, REPORT

$6-0 | IRREGULAR, ACT ON E

The drug regimen of each resident must be
“reviewed at ieast once a month by a ficensed

- pharmacist.
The pharmacist must report any irregularities to

the altending physician, and the direchor of
rursing, and these reports must be acted upon.

This REQIHREMENT fs not met as evidenced

F a3

F 428,
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F 428 Continued From page 17 . F428 | SMBROTS
by: ]
i Based on interview, record review, and review of
facility policy, it was determined the facility failed Harrodshurg Health and Rehabiitation Cender
; o ensure the Pharmacist identifled frregularities ;  doss not belfeve and does not admit that any
and made recommendations o correct the : [ daficiencies existed befors, during, or after the
rragulators during the Medication Regimen survay. The Facillty resarves the right to contest
Review (MRRY), for one (1) of eleven (1) sampled | . the strvey findings through informal dspute
 residents (Resident #9) who were reviewed for ¢ ¢ resviution, formal appeat proceedings o any
| medication errors aut of a total sample of administrative or any other legal preceedings,
i nineteen (19) residents, ; . This allegation of complianaa is not intended to
) b and does not establish any standard of care,
. According o the Physician's Order dated " coniract obligation, ar pasition, and the Facility ‘
| 02/08/15, Resldent #9 was to recaive Abilify (an ~ reserves all rights fo raise all possible contentions
! antipsychotic medication which Is also used in - ¢ i and defenses in any type of civil or criminal
“conjunction with other medications to treat Major + olair, action, or proceeding. Nothing contalned
. Depressive Disorder) 5 mifligrams (mg) twice | In this allegation of complianes should be
| daily (BID); however, the resident received Abifify | { conskdered or relied upon as a walver of any
110 my BID from 02/09/15 through 04/01/14 (52 i potenlislly applicable Peer Raview, Quality i
i days). The error was not identified by the ? Assurance, svcli»cri!icr'al axamina!ie}f]. or any %
Gonsulting Pharmacist on the Drug Regimen | g gﬁfgiﬁii@"ﬁggﬁ 'jjzgi‘fzf{f:;fg‘;z
Revisw complated on 03/25115. % § The Facliity offers In response, credible |
! s . . aiflegations of compliance, and plan of :
The findings include: ; . correctlon as part of iis angolng efforts ;
: Review of the facility's policy entitfed "Medication to provide quailty of care to residents, i
Regmen Review and Reporting®, dafed 2007, i ’
revealed the Medication Regimen Review (MRR)
“was defined as the systematic evaluation of , j |
. medication therapy. Continued review revealed | ! i
i the Consultant Pharmacist was to review the :
medication regimert of each resident at least :
* monthly, and the findings and recommendations E
were to be communlicated fo those with authority 1%, ‘ :
to implemend the recommendations, including the - : |
Admindstrator, Director of Nursing {DON), the ; i !
Attending Physiclan and/or the Medical Director. ! %
" Raegident specific MRR findings and : i
. recommeandations were to be documented and |
! acted upon by the facility andfor the Physiclan. | :
Faclity 1 160467 If continuation sheet Page 18 of 21
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apprapriate actions were taken within a
reaaonabie time frame.

Re\smw of Rasident #0's clinical racord revealed

iagnoses which included Depression and

! Cirrhosis of the Liver. Review of the Quarterly
Minimum Data Set (MDS) Assessment, daled ‘
02/18/15, revealed the facility assessed Resident |

| #9 to have a Brief Interview for Mental Status
(BIMS) score of twelve (12) cut of fiflaen {(15),

indicating the resident was cognitively intact.

Review of Resident #9's Physiclan's Ordors,
datad 02/08/15 and handwritten by the Attending
| Physician, revealed an order for Abilify 5 mg twice -
a day, related {o a disgnosis of Depression. -‘
Further review revealed 10 mg was orlginaily
writien, with a five (5 )writien on top of the ten
{10Y in darker in.

. Review of Resident #9's MAR for February 2015
:revealed Abilify 10 mg BID was printed on the
| MAR for scheduled administration. Continue
| review revealed ihe medication was adminisierad
i BID beginning on 02/09/15, and continued
I through 02/28/14, Review of the MAR for March
| and April 2015, revealed Abilify 10 mg continued
'to be administerad twice a day through 04/01/15,
. Furthermore, the morning dose of Abilify 10 my
“was administered on 04/02/15.

! Review of the Monthly Physician's Orders dated
March 2015 and April 2015, revealed Resident #9 |
was to receive Abilify 10 mg. BID. Continued

z review revealed Ablify 5 mg was orlginally ordered
- on 02/08/15. Further raview no order was ever ‘

(4D SUMMARY STATEMENT OF DEFICIENCIES i PROVIGER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD 98 §GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}

Fa _ ! 5182015
28 Continued From page 18 _ F428] 1 Resident #9 orders were clarified on 4/2/2015 and
Further review revealed the Consulting ! madications were inifated as ordered. .
Pharmacist and the facility were responsible for © 2. On 41132015 the pharmacist completed a 100% |
! follow-up on the recommendations to verify alidit on orders from 2F/2015 to current to ensure !

ne medication errors were identffied. No other issues
were [dentified,
3. The Unit Managers or Directar of Nursing
educated all leensed staff on proper procedure for
transcription frorm physician orders to EZ- MAR by
42715,
! Beglnning ons 5720415, all newly hired ficensed stalf
wilt receive education on updating the care plan wlth
* any new physician onders or change of condition

as a part of the orientation process. :
4. The Diector of Nursing, Unit Managers or !
| MDS Nurse will sudit 10 charts per week for 12 ’
weeks to ensure that the MAR/TAR matches the
current physiclan orders. The Unit
Manager, Director of Nursing, or MES nurses will
~ reconcila physician orders to the Medicatien
| Administraion Record monthly on a continual
basls. Any issues identifiad will be correctad
immadiately and raported to the QA comnittes
. manthly for three weeks, then quarterly thersafter.
. b 518415
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" documented avidence the Consulting Pharmacist

: Abilify 10 mg BID.

i and observation of Resident #9's medication
drawer on 04/02/15 at 1:30 PM, revealed the
presence of Ahiiify 10 mg tabiets which were

" on 04/02/15 at 2:30 PM, revealed overmedicating 5
 Resident #9 with Abilify could be significant,

Gontinued From page 19 :
recelvad to Abilify to 10 mg after the original order |
was written,

Raview of the Psychiatric Evaluation, dated

| 02118115, revealed Resident 0 was receiving

muitiple psychiatric medications, inchuding Abilify

15 mg BiD. Condinued review revealed staff

repotted Resident #9 had become more irritable §

- and arqumentative. Further review revealed no

indication the Paychiatrist was aware the resident
was receiving Abilify 10 mg BiD.

Review of the MRR, signed by the Constilting

Pharmareist on 03/25/15, revealed Resident #9
was receiving psychoactive medications including
Abilify 8 myg BID. Condinued review revealed no

was aware the raesident was actually recelving

interview with Licensed Practical Nurse (LFPN) #3,

issuied by the Pharmacy on 02/09/15. LPN#3
stated Resident #4 was receiving Abilify 10mg |
I

Bilx

Phane interview with the Consulting Pharmaaist,

aspecially if the resident exhibited signs and »
symptoms. She explained when she completed

an MRR, she reviewsd the medications and
compared them to the Morthly Physician's

A

: Ordars, telephone orders recelved since the last
"raview, and the MARs. The Consulting
: Pharmagist stated she should have caught the

error during the MRR which she completed on

i
3

E 428

i
I
!
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F 428 Continued From page 20
- 03/25/15.

L DA/02115 at 8:00 PM, revealed the medication

| the computer by the transcribing nurse. She

i should have been caught during the MRR

- completed by the Pharnmacist on 03/25/15.
Cortinued interview revealed it was her
expectation for the Consulling Pharmacist to
review the medications monthly, identify
discrepancies, and make recommendations
based on his/her findings.

; Interview with the Director of Nursing (DON), on

| error could have baen due o incorrect entry into

3
i
H
P

; stated the change from ten (10) to five {8} on the
“original order may have been a contributing factor |
inthe error. However, sha further staled the error

F428:

i
i
!
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K 000 . INITIAL COMMENTS

| CFR: 42 CFR 483.70(2)
Building: o1

Plan Approval: 12/01/75

' SURVEY UNDER: NFPA 101 (2000 Edition)

EACILITY TYPE: SNF/NF

{000} Unprotecied
- SMOKE COMPARTMENTS: Five (5)

ALARM SYSTEM (original installed)

 FULLY SPRINKLERED, SUPERVISED (DRY
- SYSTEM;) updated 2005

in 2000

. A Life Safely Code Survey was initiated and
soncluded an 04/02/15. The facility was in
. compliance with Title 42, Code of Faderal

. Fire). The facility is ficensed for one hundrad
twelve (112} beds with a census of ninaty-five
. {88) on the day of the survey.

TYPE OF STRUCTURE: One (1) Story, Type V

| COMPLETE SUPERVISED AUTOMATIC FIRE

"EMERGENCY POWER: Tyoe Il Diesel installed

Regulations, 483.70 (a} et seq (Life Safety from

Haym SUMMARY STATEMENT GF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION : 8]
PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE ©COMPLETION
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ DEFICIENGY)
i g
K000,

%0} DATE

UPPLIER REPRESENTATIVE'S SIGNATURE

LAB JDRY DIREGTOR'S OF RROVIDERS Ti
‘TA Crpte Adminisdmtor

O-|FE

LM LA o

Any deﬁmency statement Brpling with ah asterisic (") denotes a daficiency
See Instuctions.) Except for nursing homes, e findings stated above are disclosabl

provided. For rursing homes, the above findings and plans of correct

cther safeguards provide suificiant prolection © the patients, {

which the institution may be excusad from comracting providing it s determined that

o B0 days
on are disclosable 14

Tollowirrg the date of survey whether or nof a pian of correction is
& o the facility. U deficiencies are clted, an approved plan of comaction is requlisite le continued

days following the date these documents sre made availabl
program participation.
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