7~ VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060
http://Awww.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

August 8, 2016

Ms. Jennifer Combs-Wilber, Administrator
Brookside Health And Rehabilitation

1200 Christian Street

White River Junction, VT 05001-9267

Dear Ms. Combs-Wiiber:

Enclosed is a copy of your acceptable pians of correction for the survey conducted on July
13, 2016. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. if
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS

An unahnolincad ongite re-certification survey
and investigation of two complaints were
completed by the Division of Licensing and
Protection from 7/11/16 through 7/13/16. One of
The compiaints resulted in no identified regulatory,
findings, The re-certification survey and one
complaint investigation idenlified regulatary
violations as follows.

F 205 483.12(b)(1)&(2) NOTICE DF BED-HQLD

£5=B POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers & resident to a
hospital or allows a resident to go on therapeutic
leave, the nursing facility must provide written
information to the resident and & famlly membar
or legal representative that specifies the duration
of the bed-hold policy under the State pian, if any,
during which the resident Is permitted to return
and resume residence in the nursing facility, and
the nursing facility’s policles regarding bed-hold -
Periods, which must be conststant with paragraph.
{(b)}(3} Of this section, permitting a resident to
return.

At the time of transfer of a resldant for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and a family
member or legal representative written notice
which gpecifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section.

Thiz REQUIREMENT is not met as avidenced

by:

Based on staff interview and record raview the
facility faiied to provide 2 of 20 sampled residents
with a written notice that specifies the duration of

F 000,

The proparation and execution of this Plan of
Corraction does not constitute an admission or
agreement by the Provider as to the truth or
accuracy of the facts alleged or the conclusions set
forth in the Statement of Deflclenclas. This plan of
Correction is prepared and executed because it is
requlred by Federal and State law.

F 205

itis the policy of Brookside Nursing and Rehab to
provide written information to the resident and a family
member or legal representative that specifies the
duration of the bed-hold pollcy under the State pian.

Alt residents who transfer out of the facility have the
potential to be affected by the alleged deficlent

practice.

A bed-hold notification wilt be given o any resident
transferring out of the faciiity for a hospitaiization or
therapeutic leave at the fime of transfer. Transfer
letters will be given by nursing or soclal service staff
upon leaving. If a signature is unattainable duse to an
emergency situation a decumented verbal agreement
may ba made and a signed bed hold ietter to be
completed as soon as physically possible by residant
or respansibie representative.

AB TORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGMNATURE

TITLE (XE] DATE

At (357 (o

g with an astarisk (*} denates a deflclency which the institution may be excused from comecting providing it is determinekd that

iny deficlency statemdnt end)
sher gafeguards providg sufficient protection to the patients. (See Instructfons.) Except for nursing homes, tha findings statad above are disclosabla 90 days
ligating the date of su hathar or not a plan of corraction Is provided. For nuising homes, the above findings and pians of correction are disclosable 14

lays following the dafe these documents are made availabie 1o the facility.  If deficiencies are cited, rn approvad plan of corraction Is requisiie 1o continued
irogram parlicipation,
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F 205 Continued From page 1
The bed hold policy at the time of transfer to the
hospital for Resident #63 and #77. The findings
Include the following.

To ensure the alleged deficient practice does not
poeur, and procedure stays consistent we are taking
the following measuras; An engoing quality
Improvement evaluation has been implemented under
the supervision of the Soclal Worker, quallty

1. Per medical record review, Resident # 63 was improvement team, and or designee. Documentation of

FORM CMS5-2567(02-09) Pravipus Verslons Obsglete

transferred to the hospital on 3/7/16 and returned
to the facllity on 3/15/16. There is no evidence that
identifies that the resident andior the family were
provided with a bed-hold notice at the time of
transfer,

Per interview with both Social Service employees,
a bed hold policy is reviewed at the time of
admission only and no written notice Is provided at
tha time of dischargefiransfer,

2. Per medical record review, Resident #77 was
transferred to the hospital on 7/22/18 and
returned to the facility on 7/29/15. Cn 12/8/15
Resldent #77, was again fransferred to the
hospital and returned to the facility on 12/10/15.
Thars I3 no evidenca that Identifles that the
resident and/or the family was provided with a
bad-hold policy at the time oftransfer.

F 279 483.20(d), 483.20(k){1) DEVELOP

§3=C COMPREHENSIVE CARE PLANS

A facllity must use the resuits of the assessment
lo develop, review and revise tha resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resldent that inciudes measurable
ohjectives and limelablas to meet a resident's
madical, nursing, and mental and psychogoclal
needs that are Identiflad In the comprehensive
assessment

Evant I HOWU11

all transfers and log if bed hold notification requirements
have bean met.

Completion Date: 8/10/2016

Favs PoC acphed 8/SIh SHowmial| o

F 278

Itis the policy of Brookside Nursing and Rehab to
develop a comprehensive ¢are plan for sach rasident that
includes measurable chjectives and timetables to meet a
rasldent's medical, nursing, and mantal and psychosocial
needs that are identified in the comprehensive assessment

Facility ID: 475010 if continuation sheet Page 2 of 24
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The care plan must describe the services that are
to be furnished to attain or maintain the regident's
highast practicable physical, mental, and
psychosociai well-belng as required under
§483.25; and any services thal would otherwise
be required under §483.25 butare not provided
due 1o the residents exerciae of ights under

. §483.10, including the right to refuse treatment
Under §483.10(b) (4).

Resident #52 has a care plan developed for the
alieged Stage 2 pressure uicer, Interventions have
been put in place to promota healing and avoid
further skin integrity issues.

To ensura the alieged deficient practice dves not
eccur, and procedure stays consistent we are taking
the followlng measures:

Staff will be reeducated to ensure that care plans
Identify rasldents at risks for skin integrity and pressure
vicers and to document ail interventions and any
preventable measures to avoid the development of a
pressure ulcer.

This REQUIREMENT is nct met 25 evidenced
by:

Based on observation, medical record review
and staff interview, the facliity falled to develop a
comprehensive care plan for 1 of 20 applicabje

resldents in.the Stage 2 sample Skin audi , ;
) L udits will be completed ‘and documented weekiy
f(f,;":;’:"_‘ #52). The findings include the by an RN to identify skin Integrity and to identify that
g resident care plans reflect resident's needs.

LNA's will be reediicated on the signs of skin integrity
issues and monitor during resident care. LNAs will notify
Unit Nurse Manager of any skin infegrity concerns
immediataly.

A quality improvement evaiuation has bean
implemented under the supervision of the Director of
Nursing. Documented audits will be completed to
identify any inconsistencies with following the policies of
prevention and freatment of skin integrity, audits will be
reported o the gquality improvement committee on a
maonthly basis for 3 months and quarterly thereafter.

Per interview on 7711718 with the Licensed
Practical Nurse (LPN), confirmation was made
that Resident #52 had a red area (Stage |
pressure ulcer) on his/her buttocks. Per
observation of Resident #52 on 7/12/18, during
incontinent care, in the presence of the Physician,
Director of Nurses (DNS) and a Licensed Nurse
Aide, Resident #52 was found to have developed
a Stage ii avoidable pressure uicer.

Per review of the interdisciplinary Care Plan, there

was made that the care plan does nol include any
igentiflcation of a preasure uicer, nor 8 there any
notation identitying interventions for the prevention
of skin breakdown.

FORM CMS-2587(02-99) Prewiaus Varaians Obacléla Event (D:HOWU Faclity 10:476010

Iz no avidence of the deveiopment of a pian of care . .

related to skin integrity or any preventabie Completion Date: 8/10/201

measures o avoid the development of a pressure

vieer. Per interview with the DNS, confirmation Fd’”‘l PoC a C(ep%: A8 lS'll b JHesmerad]
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F 285 4B2.20{m}, 483.20{¢) PASRR REQUIREMENTS

38=E FOR Ml & MR
A facility must coordinate assessments with the
pre-admission screening and resident review

program under Medicaid in part 483, subpari C to

The maximum extent practicable to avoid
duplicative testing and effort.

A nurging facility must not admit, on or after
January 1, 1989, any new residents with:

(i) Mentat Hiness as defined in paragraph {m}{2)

{i) of thig section, unless tha State mantal health
authority has determined, based on an
independent physical and mental evalyation
performad by a person of enlity othsr than the

State mentai health authority, prior to admission;

{A) That, because of the physicai and mental

condition of the Iindividual, the Individual requires
.the levei of services provided by a nursing faciiity; -

and

{B) if the individual requires such level of
services, whether the Individual requires
spaecialized services for mental retardation,

{ii) Mental retardation, as defined in paragraph
{m)(2){ii) of this section, uniess the State mental
retardation or developmental disability authority
has determinad prior to admigsion--

{A) That, because of the physical and mental
condition of the individual, the individual requires
the lavel of services provided by a nursing facility;
and

(B) If the individual requires such tevei of
garvices, whether the individuai requires
specialized services for mental
retardation,

For purposes of this gection:

{) Anindlividual Is considered to have "marntal
fiinsss" if the individual has a serious mental
illness defined at §483.102(k) (1).

ORM CMS-2887(02-5%) Pravious Versions Obsolate

EventiD:HQWU11

F 285

it is the policy of Brookside Nursing and Rehab to
ensure that Pre-Admission screening for existing
Mental liiness, Mentai Retardation or Related
Conditions (PASRR), are completed

Residents #8, #23 and #63 had no lli effects from this
alieged deficient practice.

Audits have been completed to ensure that all residents
have a PASSAR on fiie.

Al residents who require a PASSAR can be affected
as a result of this alleged deficient practice.

To ensure the alieged deficlent practice doas not
occur, and procedure stays consistent we are taking
the foliowing measures; PASSARS will be completed
and reviewead for accuracy on all admissions.

A quality improvement evaiuation has been
implemented under the supervision of the Admissions
coordinator. Documented audits wiil be completed for
accuracy and completion and reported to the quaiity
Improvement committee on a monthly basis for 3
manths then quarterly thereafter.

Completion date 8/1 0/

Fa%S Poc accepled &1 Iloumerrat | Prac

Factity 10: 473010

if continuatlon shaet Paga 4 of 24
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{li} An individual is considered to be "mentally
retarded” if the individual is mentally retarded as
defined in §483.102(0)(3) oris a person with a

. related condition as descrlbed in 42 CFR 1009,

This REQUIREMENT is not met as evidenced
by
Baged on staff interview and medical record
review, the facility failed to ensure that
Pre-Admission screening for existing Mental
. lliness, Menta! Retardation or Related Conditions
({PASRR), was completad for 3 of 20 appllcable
residents reviswed., For Residents # 8, #23 and
#63, the findings Include the following:

1. Per medical record review for Resident #8,
sthe was admitted to the faciilty on 8/16/11,
Evidence identifies the resident to be a Menially
Disabled Adult, as per guardianship petition filed
on 4/15/08. Therg is no evidence that Resident
#8 has been evaluated to determine if

specialized services are required related to
his/her mantal disabllity.

"Speciglized services” are those services the State
is required to provide or arrange that raise the
intensity of services to the level needed by the
resident. That i3, specialized services are an "add-
on" to Nursing Facility (NF) services—they are of a
higher intensity and frequency than specialized
rehabilitation services, which are provided by the
NF.

Per interview with both Social Service workers,
confirmation is made that they do not complete
PASRR screenings on residents prior to or on
admission. PASRR scraenings are completad by
the hospital discharge planners and accompany

“ORM GMS-2687(02.99) Pravious Verstons Obsoleta

Evant iD:HQWIU11
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the regident on admission to the nursing home.

2. Per medical record review, Resident #65 was
admittad to the facllity for a short stay after a
surgical intervention on 3/7/16. S/He was
discharged back lo the hospital and subsequently
readmitted on 31518, Diagnoses include
Schizoaffective and Past Traumatic Stress
Discrdar,
Pre-Admissgion screening for exisfing Mental
lllness, (PASRR), is not required at the time of a
nursing home admigsion If resident is conslderad
. A Short-Stay (30 days or iess). The resident has
regided in the facility for at least 30 days after the
latest admission on 3/15/16. To date, Resident
#65 has not had a PASRR completed to
Determing if further evaiuation by the Department,
of Mental Health is necessary.
Par interview with both Soclal Service workers,
confirmation is made that they do not complete
PASRR screenings on residents prior to or at the
time of admission, they are completed by the
hospital discharge pianners and accompany the
regident on admigsion {0 the nurging home. They
alsa confirm that since Resident #55 was admitted
for a short stay, no further evaiuation was
nacessary.
3. Fer record review and staff interviaw, the
facility failed to re-screen Resldant #23 for
Pre-Admission Screen For Existing Mentai
linass, Mental Retardation, or Retated Condition
(PASRR) when the long term care stay extended
beyend the 30 day exempt period, Record review
showed that Resident #23 was admitted on
3/27/16 with a physician signed PAGRR
exemption, Par A, related to anticipated short siay
of up to 30 days. At 9:40 AM on 7/13/16 the
Assistant Director of Nursing services confirmed

=ORM CM5-2567(02.08) Previpps Versions Obsolele

Event ID: HOWU11
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F 285 Continued From page 6

that there had been no PASRR re-screen when
The stay extended beyond 30 days.

3. Per racord review and staff intsrview, the
facility falled to re-ecreen Resident #23 for
Pre-Admission Sereen For Existing Mental
liness, Mantal Ratardation, or Related Canditlon
(PASRR) when the long term care stay extended
beyond the 30 day exempt perlod. Record review
showed that Resident #23 was admitted on
3/27/16 with a physician signed PASRR
exemption, Part A, rejated to anticlpated short
stay of up to 30 days. At 8:40 AM on 7113416 the
Assistant Director of Nursing services confirmed

ithat there had been no PASRR re-scréen when
the stay extended beyond 30 days.

F 312 483.25 (2)(3) ADL CARE PROVIDED FOR
§8=C DEPENDENT REBIDENTS

A resident who is unable to carry out activities of
daily ving recelves the necessary sarvices to
maintain good nutrition, grooming, and personai
and orai hygisne.

This REQUIREMENT lIs not met as evidenced
by:

Based on observation and confirmed by staff
Interview, the facility failed to provide necessary
services for personal care (incantingnt Care), for
2 of 4 applicable residents in the Stags 2 sampls,
who are dependent on staff to provide the
necessary services, For Resldents #8 and #52
the findings include the following:

PREFIX (EACH CORREGTIVE AGTION SHOULD BE
TAG CRDSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F285
F 312

it Is the policy of Brookside Nursing and Rehab to ensure
the facility provides the necessary services for pergonal care
{incontinent care)

Resident #8 and #52 were provided incontinent care.

Ali resldents can be affected by this alleged deficient
praclice.

To ensure the alleged deficient practice does not
oceur, and procedure stays consistent we are taking the
following measures: Staff are being reeducated on
Incontinent care and toileting programs.

Ali resident care plans are being audited for appropriate
toileting programs according to meet the rosident needs.

*ORM CMS$.2687(02-88) Pravisus Versions Obsoleta Event ID:HQWU11
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1. Per medical record review, Resident #8 was

admitted to the facilily in 2011 with diagnoses lo

include Mulliple Sclerosis, Depression, Demaentia,

Acute Kidney Injury, Urinary Retention, Urosepsis
! and Neurogenic Bladder,

A quality improvement evaluation has been
implemented under the supervision of the Director of
Nursing. Pocumented audits will be completed to
identify that resident's toileting programs are being
followed and resident needs are being met. Audits will
Par obsarvation of wound care on 7/13/16 at be reparted to the quality improvement committee on a
appro)dma[ew 1 PM, in the presence of the monih'y basis for 3 months and quarterly thereaftel‘.

Licensed Practical Nurse (LPN) and a Licensad ‘
Completion Date; 8/10 p

Nurse Alde (LNA}, Resident #8 was mechanically
lifted from his/her wheelchair to bed. The
resldent was found to have an adult briefin  place — .
* saturated with foul smelling urine that had \’5‘9‘ mca(c“PkA 5‘5—’“0 Jﬂ%‘m‘m
Extended io hle/her clothing. At the completion of |
the observation the Registered Nurge (RN) in
charge was asked when the resident last
:recaived incontinent care, S/He raspondsed that s/he
had asslsted the LNA at 10:30 AM with the transfer.
This was 2.5 hours earlier,

. Per Interdiscipknary Care Plan (ICP}, Resldent#8
' has problems idanlified as a pressure sore on
the buttocks, decressed indepeéndence with
‘Acivities of daily living, and impaired physical mobility
refated to multiple golerogis. Ali three problems
identify that the resident is to be assisted to
change position every two (2) hours that she is
dependent on staff {o provide Incontinent care
after each episode, loilel evary two {2) hours and
transfer via machanical litt,

Confirmation was made by the LPN and the LNA
at the time of the observatlon (1:00 PM on
7113/18) that the resident was incontinent and
was last provided Incontlnent care at 10:30 AM,
as slated by the RN, 2.5 hours earlier.

2. Par medical record review, Resident #52 was
admitted o the facility in 2015 with diagnoses 1o

FORM CMS-2587(02-80) Previcus Varalons Dbsoleta Event 10 HQWLI11
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include Dementia, Behavioral Disturbances,
Chronic Kidney Disease, Depression, Anxiety,
Chronic Obstructive Pulmonary Disease,
Stemach Tumor and general weakness.
Resident was placed on Hoapice Service on
3/18/15 due to his/her terminal prognosis.

Per observation on 7/12/16 at 7:30 AM, the
resident was sitting in hisfher glider chair, At 9:45
AM the asslgned Licensed Nurse's Aide (LNA), in
the presence ofthe Director of Nurges (DNS),
wasg asked when the resident was o be taken 1o

. The tollet. Tha response was *now". The resident

' was assisted to the toilet by the LNA and the DNS,
The resident wae discovered lo have been
Incontinent, adult brief was wei with urine and the

Resident alzso volded on the tfojlet,

Per Interdisciplinary Care Plan (ICP). Resident

#52 hag problems identified as decreased

independence with activities of daily living, has an
unsteady gait, has a history of falla and has

urinary incontinence. Ali problems identify that the
resldent requires extensive asgistance of one (1)
LNA, s/he is to be taken to the tollet before and
after meals and as needed. Incontinent care to be
previded after each incontinentinglident.

The State Surveyor observed the residant for
2.25 hours sitting in his/her room unatlendad. At
no time was a &taff observed assisting the
residant to the toliet or asking the rasident if s/he
need to go to the bathroom. Per interview with
the assignad LNA, confirmation was made that
s/he had not provided AM care to the resident
(the night shift gets the resident out of bed), nor
had s/he taken the resident to the toilet or asked
the resident i s/he needed toideting since hisher

shift began.

F 312
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Confirmation was made at the time of
Observation by both the LNA and the DNS that
the resident was incontinent, brief was wet with
urine and the resident did void on the toilet at the
time of this last transfer,
See also Fi14.
F 314 483.25(c) TREATMENT/SVCS TO F314:

83=G' PREVENT/HEAL PRESSURE SCRES

Baged on the comprahengive assesement of a
resident, the facility must ensure that a resident
whao enters the facility without pressure sores
does not develop pressure sores unless the
Individuai's clinical condition demonstrates that
ithey were unavoidable; and a resident having

pressure sores receives necessary reatment and
. Bervices to promote heating, prevent infecfion and

. prevent new sores from developing.

This REQUIREMENT ls not met as evidenced
by:

Based on observation, record review and
confirmad by staff Interview the facility falled to
provide treatment and services to promote
Heallng of avoldable pressure ulcers for 2 or 4
applicable residents in the Stage 2 sample
(Resident #8 and #52), The finding include the
following:

1. Per record review, Resident #8 who was
admitted to the facility In 2011 with dlagnoses to

include Multiple Sclerosis, Depression, Dementia,
Acute Kidney Injury, Urnary Retention, Urosepsis

and MNeurogenic Bladder,

“ORM CMS5-2567(02-95) Previous versions Qbsolete

It is the policy of Brookside Nursing and Rehab to
provide treatment and services to promote Healing of
avoidable pressure ulcers,

Incontinence care and trealments were provided to
resident #8 and #52.

Interventions have been put in piace to promote
healing and avoid skin integrity issues.

All residents have the potential to be affected by this
alleged deficient practice.

To ensure the alleged deficient practice does not
occur, and procedure slays consistent we are taking
the following measures; Staff are being reeducsted on
incontinent care, oileting programs and the
documentation process of skin integrity issues.

All resident care plans are being audited for
appropriate toileting programs and treatments to mest
the rasident neads.

Skin audits are completed and documented weekly by
an RN to Identify skin integrily and to identify that
resident care plans reflect resident's needs.

LNA's will be reeducated on the signs of skin intagrity
issues and monitor during resident care, LNAs will
notify Unit Nurse Manager of any skin integrity
concerns immediately,

Event ID: HQWU11 Faciby JD;4TH010 If continuation sheet Page 10 of 24
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Per nurse’s noles, Resident #8 developed a Stage
1 pressure uvicer to hisfher right buttocks on
5/3716. Per facility protocol, wounds are measured
weekly, The firsl measurement was
;s documsnted on 5/6/16 as a Stage 1 pressure
+ Ulcer at 0.4 centimeters (om) x 0.2 em. The
physician was notifled and facility wound protocol
was initiated. Over the next ® weeks the Stage 1
pressure uicer deveioped into a Stage 2 prassure
Adlcer. Per telephone conversation on 714186
with the Direclor of Nurses confirmation was
made that the pressure uicer currently measures
1.7 em x 1.7 ¢m, chreular in shape with a
moderate amount of drainage. The wound is
noted to have 30% slough scattered throughout
The wound bed with 70% granulation tissue.
Slough is described as necrolic lissue thatis in
.The process of separating from viabie portions of
the wound. -

Perreview of the interdiscipiinary Care Plan (ICP)
for Resident #8, idantifies the rasident as having
a pressure ulcer, being dependent of staff for
activities of daily living, s/ne ls mechanlcally jifted
for ail transfers, s/he is incontinent of urine at al|
limes and is unable to independently reposgition
harself irr bad/chair, Initiatives for treatmant
include wound care as per physician orders,
fortified foods to assist with wound haaling.
position change every two {2} hours, toilel
resldent every two (2) hours and Incontinent care
after each incident. |

Per observation of wound care on 7/13/16 at
approximately 1 PM, in the presence of the
Licensed Practical Nurse (LPN) and the Licensed
Nurse Aida (LNA), Rasldent #8 was mechanically
litted from the wheelchair to his/her bed, The
resident was found to have an adult briefin place

A quality improvement evaluation has been
implemented under tha supervision of the Director of
Nursing. Documenlted audits will be completed to
identify that resident's tolleling programs are being
followed and residant neads are being met. Audils will
be reported to the quality improvement committee on 2
monthly basis for 3 months and guatterly theraafter

Completion Date:8/10/1

2t POCatcepted Bls]io SlesnowRil o
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saturated with foul smelling urine that extended to
The resident’s clothing. At the compistion of the
Observation the Registered Nurge (RN} in charge
was asked when the resldent was last provided
incontinent care. S/He rasponded that s/he

, she had azsisted the LNA at 10:30 AM.

- Per intarview with the LPN and the LNA at the
time of the abservation, confirmation was made
ythat the resident was incontinent and had last
recelved [ncantinent care at 10:30 AM, as stated
, by the RN. This was 2.5 hours earlier.

Therefore, as per definition of avoidable pressure

ulcers, Resident #8 did not receive necessary

. sarvices to prevent further skin breakdown of {he

- already present pressure uicer, s/he did not
raceaive incontinent care after an Incontinent

‘Eplsade and the rasident, whe is unable to reposition
him/herself was not transferred from bed to chair

- for aver 2.5 hours.

]

2. Per medical record review, Resident #52 wa$
admitted to the facility in 2015 with diagnoses to
includa Dementia, Behavioral Disturbances,
Chronic Kidney Disease, Depression, Anxiety,
Chronle Obstructive Pulmonary Disesdse,
Stomach Tumor and generai weakress.
Resident was placaed on Hosples Service on
3118415 due to his/her terminal prognosis.

Per interview on 7/11/18 with the Licensed
Practical Nurse (LPN) confimalion was made
that Resident #52 had a red area (Stage |}
prassure ulcer on hisfher buftoeks, There I8 no
documentation in the medical record identifying a
Btage 1 pressure ulcer,

Per observation on 7/12/16 at 7;30 AM, the

FORM CMS-2667(02-99) Pravious Versions Obsolete
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resident was sitting in histher glider chair, At 9:45
AM the assignad Licensed Nurse's Aide (LNA), in

the prasenca of the Director of Nurses (DNS),
" weas asked when the resident was to ba taken to
" The toilet. The responsze was "now". The resident

was assisted to the toilet by the LNA and the DNG,

The resident was dlacovered to have been
incontinant, adult brief was wet with urina and the
resident also voided on the toilet. An avoidable

Stage 2 prassure ulcer was discoverad at this time.

, Observation of incontinent care at approximately
12 noon, in the presence of tha Physician,

. Director of Nurses (DNS) and a Licensed Nurse
Alde, Resident #52 who has a Stage 2 pressure

. Ulger that currently measures 4 centimeters (cm)

¢ X 1.5 cm with sloughing skin.

(Slough is described as necrotic tissue thal is in

the process of separating from viable portions of

1 the wound.

Per Interdisciplinary Care Plan {ICF), Resldent
#52 has problems Identified as decreased
independence with activitias of daily living, has an

unsteady gait, has a history of fails and has urinary

incontinence. All problams identlfy that the
resident requires extensive assistance of one

{1) LNA, s/he is 10 be taken to the toilet before and

after meals and as needed. lhcontinent care to be
pravided aftar each incontinent incident,

The State Surveyor observed the resident for
2.25 hours sitting In his/her room unattended. At
notime was a staff observed assisling the
resident to the toilet or asking the residant if s/he
need to go to the bathroom. Per intarview with
the asalgned LN A, confirmation was made that
s/he had not providad AM cars tothe resident

FORM GMB8-2557(02-85) Pravious Varalong Qoaclete
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{the night shif gats the resident cut of bed), nor
had s/he taken the resident to the toilet or asked

. The resident if s/he needed toileting since histhar
ghift began, -

Confirmation was made al tha time of

. observation by both the LNA and the DNS that

ithe regidant was incontinent, brief was wet with
urine and the resident did void on the toilat at the
ime of thig last transfer. Therefore as per
definition ef avoldable pressure ulcers,
Resident #52 did not receive necessary  services

; To prevent skin breakdown. The resident did not
recalve incontinent care after an Incontinent
episode and was not taken to the toilet before
and after meals aras needed.

+ Refer also to F279 and F312.
F 322 483.25(g)(2) NG TREATMENT/SERVICES -
38=0, RESTORE EATING SKILLS

.Based onh the comprehensive assessment af a
resident, tha fagllity must ensure that -

(1) A resident who has been able o aat enough
alone or with assistance is not fed by naos gastric
tubé unless the resident ' s clinigal condition
demonstrates that use of a naos gastric tube was
unavoldabkle; and

{2) A resident who is fed by & naos-gastric or
gastrostomy tube receives the appropriate
treatment and services ta prevent aspirstion
pneumoenia, diarrhea, vemiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
uleers and to restore, if possible, normal eating
skills.

FORM CMS-2867{02-99) Pravidus Varsions Qbsclste

Event 10: HQWLH 1
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F 322

It is the policy of Brookside Nursing and Rehab to
ensure a resident with a feading tube receives
appropriate treatment.

All nurses have been reeducated on the process of
checking placement prior to administering anything
through the G Tube,

Ali orders for resident # 34 have been verified for NPO
status.

All rasidents who have a G Tube and or are NPO have the
potential to be affacted by this allegad deficlant practice.

Faclity 10: 475010 if continuation sheet Page 14 of 24
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This REQUIREMENT is nat met as evidenced
by:

Basged on obsarvation, racord raview, and staff
interview, the facility failed to ensure that a
resldent with a feeding tube recelved appropriate
treatment for 1 applicable resident reviewed
(Resident #34). Findings include:;

1. Per record review, Resident #34 is not able to
eat by mouth due to a very high aspiration risk.
The medical racord statas this clearly that they
are NPO (nothing by mouth) for food,
Medications, and liquids. The only exception to
this order was that the Speech Therapist only
could aupervise Resident #34 for eating a dessert
for pleasure, and a onetitne Lorazépam order to
dissolve in the mauth after the resident had pulled
out thelr own G-tube and wasanxlious.

On 7/12/16.at 9:15 AM, during observation of the
administration of medicatians through the feeding
tube for Resident #34, the nurse did not
auscultate the stomach with alr and fisten threugh
a stethoscope to determine that the feeding tube
wag in the proper placamant, nor pull back on the
syringe to check for stomach conlent to determine
comect placement. The nurse proceeded to
administer water and crushed medications te the
resident through the faeding

Tube. Per interview directly after this observation, |
asked about the check for plagement, and the
nurse replied that they did not know that this was
required prior to administration of fluids or
medications through a feading tube, Perinterview

To ensure the alleged deficient practice does not
occur, and procedure stays consistant we are taking
the following measures: Staff are reeducated on the on
the pracess of checking placement prior to administering
anything through the G Tube. Staff, pharmacy and
physicians are being reeducated on proper order
transcription for those residents with NPO orders.

A quality improvement evaluation has been
impiemented under the supervision of the Director of
Nursing. Documented audits will be completed o
identify staff are checking for tube placement prior to
administering anything through the G tube and that
physician orders reflect proper plan of care for each
individual resident. Audits will be reported to the quality
improvement committes on a monthly basis for 3
months and quartesly thereafter,

Completlon Date:8/10
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on 7/12/16 at 10:05 AM, the Director of Nursing
confirmed that the facility policy and procedure
clearly states that placerment of the feeding tube
s to be checked by iistening for air in the
stomach through a stethoscope before
administering anything through the feeding tube,
, and that the nurse had not followed this protocol.

2. Per record review, Resident #34 is not able to
eat by mouth due to & very high aspirationrl sk .
© The medical record states this clearly that they are
NPO (nothing by mouth) for food, madications,
and liquids. Per review of the signed physiclans

crder for July 2016, thare was an entry on the
Medication Administration Record that were orders
to glve by mouth, The order for  liquid
"Docusate Sod. 150 mg. /15 ml. 20 ml. (200 mg.)
by mouth twice daily”. Per review of the previous
1 month's arders, there was a pattemn of the
;pharmacy sending the medication order sheets
with "by mouth® orders in them, and this was not
how the MD wrote them. Most of these errors
ware caught by nursing staff when they reviewad
. The monthly orders, however even after two
checks by nursing and the MD review of the July
orders, the Docusate Sod, By mouth was not
noticad. Per interview on 7/12/168, the resident’s
physiclan confirmad that this resident & not to
take any medicationa by mouth, and the errors
that originated at the pharmacy should have heen
detacted by the nurses who checked the orders,
and by the MD before signing off on the
orders.

Refer also to F428.
F 323 483.25(h) FREE OF ACCIDENT
S58=0 HAZARDS/SUPERVISIONDEVICES

The facility must ansure that the resident
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environment remains as free of accident hazards

as is possible; and each resident receives

adequate supervision and assistance devices to

Prevent accidents.

This REQUIREMENT I8 not met a3 evidenced

by:

Based on observation, record review, and staff
, interview, the facility failed fo ensure that the
renvirenment remained free of accident hazards

as possible for 1 of 20 residents sampled

{Resident #60). Findings include:

Per observation on/11/16 during he initia! tour of
the facility, a resident bed in Rm. 26 was noted to
have a bracket protruding from the frame that is
meant fo hoid the bedrails in place. The raiis were
not attached to the bed, so the metal

bracket pratruded by the head of the bed sticking
out about 3 inches. Resident #60 was the subjact
of a deficlengy during last year's survey, as this
hazard was identified at that time, and ail

; brackets. that did not hoid side raiis were removed
fram the beds threughout the faciiity, including the
one observed this year.

Resldent #60 has a history of rolling out of bed in
the past. They are care planned to have a fow

bed and a fail mat baslde It when In bed to prevent
injuries if they roiled out or tried to climb out of the
bed. The bracket was aligned around the shoulder
area of a resident lying in the bed, and posed a
potential risk of recelving an injury if they
contacted the metal while rolling out of bed. Also
there was a potential risk of bruises or skin tears
to the lower legs of residents in &

F 323

FORM CM5-2567(02-08) Previous Versions Obaolete Event 1D HGWLMM

It is the policy of Brookside Nursing and Rehab to
ensure residents’ environment remains as free of
accident hazards as Is possible; and each resident
recefves adequate supservision and assistance devices
to prevent accidents,

The bracket has been removed from the bed of resident
#60

All residents who have bedrails n piaca have the
potential to affect by this alieged deficient practice.

To ensure the alleged deficient practice does not
occur, and procedure stays consistent we are taking
the following measures:

An zudit of ail beds has been completed to idantify if
thera are any brackets on the bed without the side rails,
Staff are reetucated to identify brackets that need to be
removed for notification to mainténance.

Maintenance Is notifled of a discharge and the need to
remove bracket/side rails,

All side ralls and brackets will be removed from beds
when resident is discharged and no return expected.

A quality improvement evaiuation has been
implemmented under the supervision the Maintenance
director and the quality improvement committea.
Audits will ba completed on a weekly basis to ensure
that no beds have brackets without side rails and
reported to the quality improvement team monthly.
Audits of discharged beds will be done an going
through a room readiness check list to make sure
brackets and side rails are removed.

Compistion Date:8/10/18
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wheelehair who may bump into the bracket Per
interview on 7/11/16 at 9:55 AM, the nurse
working or that unit confirmed the bracket was
attached to the bed of Resldent #80, and that the
.metal protruding was a potential risk for injury to
residents If thay contacted It Per interview on
7/13/15, the Head of Maintenance stated that the
bracket may have bean attached to the wall slde
of the bed and it had been turned around to
expose the bracket
* This I3 a repeat deficlency.
F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353

55=G PER CARE PLANS

The faciity must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and peychosocial well-heing of each resident, as
determined by resident assessments and
indivtdual plans of cara,

The facility must provide services by sufficient
numbers of each of the following typaes of
personnel on a 24-hour besis to provide nursing
care to all resldents In accardance with resident
care plans:

Except when walved under paragraph (¢) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (¢) of this
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

SORM CMS-2587(02-939) Pravious Varsions Obsolste Evant ID:HOWLH1

It is the policy of Brookside Nursing and Rehab to
assure there is sufficient nursing staff to provide nursing
and related services to attain or maintain the highest
emotional physical and psychosocial well-being of

residents, as determined by the resident assessments and
plans of care.

Brookside will continue to have sufficient staff to
provide nursing and related services to attain maintain
the highest emotional physical and psychosocial well-
being of residents, as determined by the resident
assessments and plans of care,

Facllity 1D. 475010 if continuation sheset Page 18 of 24
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This REQUIREMENT is not met as evidenced
by:

Based on surveyor observation, record review
and staff Interview, the facility failed ta provide
sufficient staffing services on one of 3 units (unit
CI%) in order to provide timely ingontingnce care
and repositioning sufficient to prevent skin
breakdown for 2 of 20 resideats in the stage 2
sample (Residents #8 and 52). Findings ihclude:

During the staffing servicas Interview with the
Diractor of Nursing Services (DNS) on 7/12/18,
s/he noted that since 6/15/16 the historical
staffing levels for the G/D unlt bave [essened,
There were praviously 3 LNA staff tp serve the
. LD unit (26 beds, ususlly 19- 21 residents), and
how there gre 2 LNAs scheduled per shift.
Additionally, some staff were previously hired with
an agreement that they would have a 4 day,
longer shift work waek, so they come in early to
provide overlap of shifts at busy times early
moming and late afternoon. Thig overlap hifng
practice has been suspended except for those
grandfathered, so through attrition and schedule
rotations, thare are about 3 days pear wesk, plus
any call-out incidents, when the overlap staffing
does not occlr. These staffing practice changes
have contributed to time consiraints for caregivers
which ean be idenlified in the following autcomes:
Resident #8 and #52, untimely incontinent
carefrepasitioning and acquired/woraening
prassure ulcer, See citations at F312 and F314,
F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT
55=D IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once & month by 8 ficensed

FORM CMS-2567(02-58) Pravigua Versipng Qbgoiete

All residents have the potential to be affected by
the alleged deficient practice.

Staffing levels and hours of coverage have not
lessoned for the C/D unit. The overlap had been shifted
to the end of the shift for ful] shift coverage with no
deletion of hours,

Staff are being reeducated on incontinent care and
toileting programs.

To assure that this alleged deficient practice does
not occur there will continue to be sufficient staff
to provide nursing and related services to attain
maintain the highest emotional physical and
psychosocial well-being of residents, as
determined by the resident assessments and plans
of care.
A quality improvement evaluation has been
implemented under the supervision of the DON
and quality improvement team for three
consecutive months then quarterly thereafter this
evaluation will include audits of schedule, daily
staffing sheets and acuity
Completion Date: 8/10/1 .
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pharmacist.

© The pharmacist muost report any irregularitles to
the attending physician, and the director of
- nursing, and these reports must be acted upon.

1 This REQUIREMENT Ig not met az evidenced
by:

Based on observation, record raview, and staff
interview, the Pharmacist falled to ensure that the
drug regimen was correct as ordered, and report

. irregularities to the physician for 2 of 20 residents
' reviewed (Resldent #34, #52) Findings Inciude;

1. Per record review, Resident #34 is not able to
2at by mouth due to a very high asgpiration rigk.
The medical record states this clearly that they
are NPO (nothing by mouth) for food,
medications, and liquids. The only exception to
this order was that the Speech Tharaplst only
could supervise Resident #34 for eating a dessert
for pleasure, and a onefime Lorazapam order to
Dissolve in the mouth after the regident had pulled
out their own G-tube and was anxious. Per review
of the signed physiciang order for July 2018, there
was an entry on the Medication Administration
Record that were orders to give by mouth. The
order for liquid "Dotusate Sod, 150 mg. /15 ml. 20
ml. (200 mg.) by mouth twice daily". Per review of
the pravious month's orders, there was a pattern
of the pharmacy sending the medication order
sheets with "hy mouth " orders In them, and this
was not how the MD wrote them. Most of these
errors were Caught by nursing staff when they
raviewsd the monthly orders, however evan after

It is the expectation of and policy of the facility to
ensure that the pharmacist ensures that the correct drug
regimen i3 correct as ordered and to report irregularities
to the physician and the nursing staff.

All nurses have been reeducated on the process of
checking placement prior to administering anything
through the G Tube. ‘

All orders for resident # 34 have been verified for NPO
status, Resident # 52 was not affected by this alleged
deficient practices due to resident #52 does not have a
Tube.

All residents who have a G Tube and or are NPO have
the potential to be affected by this alleged deficient
practice.

To ensure the alleged deficient practice does not
occur, and procedure siays consistent we are taking the
following measures;

Staff, pharmacy and physicians are being reeducated on
proper order transcription for those residents with NPO
orders.

A quality improvement evaluation has been
implemented under the supervision of the Director of
Nursing and Pharmacy. Documented audits will be
completed to identify that physician orders reflect
proper plan of care for each individual resident. Audits
will be reported to the quality improvement committee
on a monthly basis for 3 months and quatterly
thereafier.

Completion Date:8/10/16
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two chacks by nursing and the MD review of the
July ordars, tha Docusate 3ad. by mouth was  not
noticed. Per interview on 7/12/16, the resident's
physician confirmed that this resident is not to

, take any medications by mouth, and the errors

'hal originated at the pharmacy should have been
detectad by the nurses who checked the orders,
and by the MD before signing off on the orders,

Per review of the Pharmacist's consultations for
May and June 2016, the Pharmacist wrote  that

* the resident was taking "Zoloft 50 mg. PO QD" for

depression, and "Trazadone 50 mg. PO q PM PRN

for insomnia”. Per interview with the resident's

physician on 7/12/18, it waa confirmed that the

pharmacy had been sending medication

. orders for months with the error of the "PO" (by

mouth) route on them, and that even the

documentation by the pharmacist in May and

, June had the incorrect route of administration as .

"by mouth" Instead of by feading tube. The nursing

staff had caught some of these errors in past

months, however there was still an order for
Docusate Sod. Liquid on the current signed orders
that had not been noticed by the Pharmacist.

F 441 483.65 INFECTION CONTROL, PREVENT F 441

58=0 SPREAD, LINENS 1t is the policy of Brookside Nursing and Rehab to
ensure that meals are delivered to residents in a safe
and sanitary manner to prevent the transmission of

The faclitty must establtsh and maintain an
Infection Control Program designed to provide a

safe, sanltary and comfortable environment and to disease and infection.
help prevent the development and transmission of o
disease and infeclion. Staff have been educated on the proper dining reom

: infection control procedures.
{a) infeclion Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, contrals, and prevents infections

FORM GMS-2887(02-68) Pravious Versions Dbsolets Evant ID:HQWU11 Facility 1D: 478010 If continuation sheel Page 21 of 24
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; in the facility;
{2) Decldes what procedures, such as isolation,
should be applied to an individual resident; and
{3} Malntains a record of Incldents and carrective
actions related {0 infactions,

{b) Praventing Spraad of Infactian

(1} When the Infaction Control Program

determines that a resident needs isolation to

prevent the spread of infection, the facility must

isolate the resident.

{2) The facility must prohibit employees with a

communicable disease pr infected skin lesions

from direct contact with residents or thaeir foed, if
i direct contact will transmit the disease.

(3) The facility must require staff to wash their
thands after each direct resident contact for which

hand waghing iz indicated by accepted

professional practice.

{¢) Linens

'Personnel must handie, store, process and
transpart Iinensg 50 as o prevent the spread of
infection,

This REQUIREMENT iz not met as evidenced

by:

Based on observation and confirmed by staff
interview the facility failed to ensure thal meals
are delivered to residents In a safe and sanitary
manner 10 pravent the transmission of disease
and infection. The findIngs inciude the following:
Per observation during the noon meal on 7/11/16,
in the main dining room, a Licensed Nurse's Aide
(LNA) was observed cutting multiple residents'
hamburgere with hisfher bare hands, distributing

F441

All residents have the potential to be affected by this
alleged practice.

To ensure the alleged deficient practice does not
aceur, and procedure stays consistent we are taking
the following measures:

Staff are being reeducated on standard precautions.

A quality improvement evaluation has been
implemented under the supervision of the Director of
Nursing and or designee, and quality improvement
committee to implement and document infection
control audits. Audits will be done randomly on a
weekly basis for at least 4 weeks, montlly for 3
months and then quarterly thereafter.

Completion Date: 8/10/

Y pol a ceepted B]S_'I\aldnpswwpldw
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to residents iarge bottles of ketchup/mustard
which had not been cleansed prior to delivery
(also utitizing his/her bare hands) and handiing
resident equipment (walkers) without washing or
ganitizing his/her hands In-between tasks.
Per interview with the LNA s/he confirms that s/he
forgot to wash/sanitize har/his hands.
Per Interviaw with the Director of Nurses,
confirrmation is made that the LNA has not
attended any of the seven (7) educational
offetings related to hand-washing or Infection
control to date for the 2016 year.
F 465 483.70(h) F 465

58=E SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRONMENT

The facility must provide a safe, functional, '
sanitary, and comfortable environment for
residents, staff and the public,

This REQUIREMENT is not met as evidenced

by:

Based on okssrvation and confirmed by staff
interview, the facility failed to ensure that the
dietary depariment i3 maintained in a safe and
sanitary manner. The findings Inciuda the
following:

Per tour of the dietary department on 7/11/16 In
the presence of the Food Service Supeivisor
(F35) the following unsanitary conditions wera
ldentifled:

-Copper piping connacted to the hood, located
directly above the stove/grill was found 1o have

It is the policy of Brookside Nursing and Rehab to
ensure that the dietary department is maintained in a
safe and sanitary manner.

Staff have been reeducated on the proper cleaning
procedures, schedules and documentation of the
dietary department.

All residents have the potential to be affected by
this alleged deficient practice.

“ORM CM3-2667(02-99) Previcus Versions Dhzolate Evant ID: HQWU11
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' Visible accumulated dust/grime that could easily

dislodge and fall onto the atove or any contents
on the stove.
-Light fixtures above the foad preparation area
and the dirty dish roam in the kitchen was noted
to have many dried spliis/splatters, dust/grime
and dead bugs under the plastic covers.
-Fan an the clean side of the dish roarm was
noted to have an accumulation of dust/grime.
-The floor in the dietary department was noted to
have ceramic tiles that had numerous cracks and
missing pleces as well as accumuiation of dust,
grime and food spiils.

:-The ceiling tiles throughout the dietary

, department were noled to have dried food and

Splatters.
,-The sheetrock behind the coffee maker was noted

to have peeling shestrock and sloughing of paint.

Confirmation was made by the F5$, that all of the
abovs conditions were |dentifled during the taur,
And that. The cleaning schedules have not bean
followed.

E d&5

The following alleged deficient cancerns have been
reviewed and addressed as needed.

-Copper piping connected to the hood, located directly
abovae the stove/gtill was cleaned.

-Light fixtures above the food preparation area and the
dirty dish room in the kitchen has been cleaned.

-Fan on the clean side of the dish room was cleaned.
-The tiles in the dietary department are being re
grouted.

-The ceiling tiles throughout the dietary department
have been cleaned.

~The sheetrock is being repaired as needed.

A quality improvement evaluation has been
implemented under the supervision of the Dietary
Supervisor, Maintenance Supervisor, and the quality
improvement team to complete documented audits for
unsanitary conditions in the dietary department on a
toutine basis as well to ensure that the cleaning
schedules are being followed.

Completion Date: 8/10/1
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F 278 483.20(g) - () ASSESSMENT ACCURACY/COORDINATION/CERTIFI ED

The assessment rust accurately refleet the resident's status.

A registered nurse must conduct or coordinate each assessment with the appropriate participation of health
professionals.

A registered nurse must sign and certify that the assessment is  completzd.

Each individual who completes a portion of the assessment must sign and certity the aceuracy of that portion of
the assessment.

Under Medicare and Medicaid, an individual who willful [y and knowingly certifies a material and false
statement in a resident assessment is subject to a civil money penalty of not tnore than $1,000 for cach
assessment; or an individual who wiltfully and knowingly causes another individual to certify & material snd
false statement in a resident assessment is subject to a civil money penzalty of not more than $5,000 for each
assessment.

Chinical disagrecment does not constitute a material and false statement.

This REQUIREMENT {3 not met a3 ¢videnced by:
Based on record review and staff interview, the facility failed to reflect the resident's status on the most recent
Minimum Data Set (MOS) for [ of 20 residents in the sample (Resident # 1 0). Findings include:

Per medical record revicw and stafTintervicw, Resident # ] O bad a 60-day assessment on 6/15/201 6. The
assessment does not reflect the presence of a Urinary Tract Infection (UT1), identified on 5/21/2016, which
resulted in the addition of an antibiotic (Cipro) to the medication regime of Resident # 10, This UT! diagnosis
and medication change was confirmed during interview with the MOS8 Coordinator at 1:50 PM on 7/13/1 6.
The Licensed Practical Nurse (LPIN) doing the MOS data gathering explained during interview that; if a
diagnasis of (11, a verifvine culture renait and an order for antibintics are not all nresent  in the medical
record, the diagnesis of UT] is not coded in the MOSB. The three necessary pieces of information were

present in the medical record during swrvey and still the UT! was not coded to the MOS,

Any defiziency eratement ending with an asterlsk (*)denotas a deficiency which the inatitution niay be excused from tonseting prov [dlng It isdetem Lincd that other safeguard s provide sufticlent
protection to the patients. (Sec instructions.) Exeept for nursing hames, the findings stated above are dlscloseble 90 days Hlimving the date of gurvey whether ornm z plan of currestion  bs provided.
For murging homes, the above findings and plans of comrectica ore disclosnble 14 doys following the daie theaz dacumenis nre inode gvailnble 1o the faciht If deficiencizs ane cited, an npproved plaa of

Th.esbaw iseloted deficiengics pose ne acunl haon 1w (ke residenty
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