»~~ 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://www.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

October 18, 2016

Ms. Jessica Jennings, Administrator

Saint Albans Healthcare And Rehabilitation Center
596 Sheldon Road

Saint Albans, VT 05478-8011

Dear Ms. Jennings:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 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,

Qﬁwhmwﬁ

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite investigation regarding
one antlty gelfrepott and two complaints
soncarning care and services was compisted by
the Division of Licensing and Protection on
8/12/16-9/13/16. The following regulatory
violations were Identified:
F 167 | 483 10(b)(11) NOTIFY OF CHANGES F 157

55=D

form of treatmant); or a declzelon to trensfer or

(INJURY/DECLINE/ROOM, ETC)

A facility must Immadiately inform the resident;
congsult with the resident’s physician; end if
known, notify the resident’s legal representative
or an interestad family membear when there Is an
accident involving the resident which regults In
injury and has tha potential for requiring
physician intervention; a significant change In the
resldent's physical, mental, or paychosaclal
statue (i.e.. a deteriaration in health, mental, or
peychosocial status in either life threataning
conditions or clinical complications); a need o
altar treatment significantly (i.e., a need to
discontinue an existing form of treatment due fo
adverse consequences, or to commence a new

discharge the resident from tha facility as
gpecified in §463.12(a).

The facility must alzo promptly notify the resident
and, if known, the resident's lagal representative
or interestad famlly member when there is a
change in room or roommate assighment as
epecified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
pgulations as speclfled in paragraph (b){1) of
this section.

THe fac:llty must re ord and periodical update

‘ I

Any daficleity

safeguards pro
F=urvey whelher or nol a plan of oor

de aufficlent protactlon ty tha patianis. (Ses | rucl!ana ) Excepl for pur
ls previded.  For nursing homes, the above findings and plans of correction ara disclosable 14 days following the date

¢ homnas, tha findings slaled above ere disclasable 00 days fallowlng he

ieﬂement anding wlth an!asterlsk “) denotes @ eﬂwency wM:h tha mhl%n may ba Bxcus&d {rom correcting pfﬂ\ﬂding s determlnad that other

|hese documents are made avalleble to the faclily. If deficlancles are cliled, an approved plan of corraclion Is ragquisite ta continued progrem padicipation,
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the address and phane number of the rasident's
legal representative or interested family member.

This REQUIREMENT ia not met s evidenced

by:
Based on racord review and staff Interview, the Past noncompliance: no plan of
facility feited to {nform the resident's legal cotrection required.

quardien and reprasentalive of a significant
change in psychotrople medications for 1 of 3
residents (Resident #1) prior to Implementing the
medication changes. Findings Include:

Per record raview, Resldent #1 was sean for a
tele-psychiatric consult on 6/23/16 for evaluation
of damentia with physical and verbal sggression.
The payehlatrist recommended that the resident's
Quatlapine {an antipsychotic medication) be
stopped and the resident he sterted on
Risperidone 0.5 myg twice daily {another
antipsychotic medication) to increase by 0.5 mg
[ncrements every & days to 8 maximum dose of
2 mg. The psychistrist also recommended Lhat
the resident’s order for Lorazepam (an
anti-anxiety medication) be discontinued; that
Trazodone 50 mg (an antidepressant/antianxiety
medication) be offered three times deily as
needed for moderate emergant agitation; that
Risperdal 0.25 mg be offered twice daily as
needed for severe emergent agitation; and that
Lexapro (an anli-depressant medication) be
startad after 1 week on the scheduled
Risparidgne.

On 6/23/16 at 12:38 PM, a staff nurse
documented in the progress notes that, “new
orders obtained, meesage left for [responslble
parly] to call facilily for update.” On 6/23/16 the
facility Nurse Practitionar (NP) documented that
new orders were written based on the

FORM GMG-2567(02-99} Prévous Veralans Obsalata Event |D:0MLIM1 Fadllity 1D: 475021 If continuatlon 3heel Pega 2 of 13
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psychlatriat's racommendstions. Par review of
the MAR (Medication Administration Record) for
June 2018, the orders for the new paychotropic
medlcations were implemantad on 6/24/16.

On 9/43/16 at 1:20 PM, tha Nuras UM (Unit
Manager} reported that prior to starting a new
madication or psychotropic medicstion, a
resident's family/responsible party is to be
notified and a verbal consent given; a signed
consent is to be obtained as soon as able. Tha
UM confirmed that there was na evidence that
Rasident #1's [respansible party] was notified of
the psychotropic medication changes or signed
an informed consent for tha medication changes
prior to their administration.

During the 8/12-9/13/186 survay, the facility
administrator reported that following an Internal
reviaw, the administrative team had Identlfied
that nursing staff nesded addltional tratning
regarding the process for notification of famtly,
guardlana and reaponsible parties for resident's
changes In conditlon and changes in medications
and treatment as well as for the process of
obtalning signed consents prior to the initiation of
psychotropic medications. The facility scheduled
an in-service on 7/27/16 for nurging staff that
included education on updating
famlly/responsible parties on all new orders;
documenting conversations with families; the
process to obtain signed consents before
tele-psychiatric consults and starting
psychotropic medicetions; and the notification of
family and MD for medication refusals. The
Dirsctor of Nursing (DNS) provided evidence of
record audits to determine that notifications had
occurred and reported that record audits would
cantinue for 3-4 months to assure that
campliance is maintained, Per interviews with
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nursing staft, they confirmed awareness of tha
noliflcation pracedure and per record review,
there was evidence of family notifications for

changes In medical conditions following the F281 St. Albans Health and Rehablilitation Center \
educatlon. Provides thlg plan of correction without admitting

F 261 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281| or denying the validity or existence of the alleged

55=; ; PROFESSIONAL STANDARDS deficiencies. This plan of correction is prepared \

and executed solely because 11 18 requlred by federal
and state law.

The services provided or arranged by the facility
rmust meet professional standards of quallty.

Resident #2 was dlscharged to home prior to the

This REQUIREMENT is not mat s evidenced Survey completed on September 13, 2016.

by:

Byased on staff interview and recard review, the
facility falled to snsurs that nursas met
professional standards of nursing practice
regarding fallure to follow physician orders for

All residents have the potential to be affected by |
this deficlent practlce. \

Education will be provided to RNs/LPNs

medication administration and for the failure lo Regarding following physleian’s orders for \
obtaln orders for wound treaiment once the Medication administration snd for ebtalning

current orders ended for 1 resident (Residents Wound orders once the current order ends, l
#2) Findings includa: Lducation will be completed by October 10, 2016. ‘
1. Per regord review, due to a transcription error, |
Rasidant #2 was not administered physictan _ Audits wili be conducted by the Director of

orderad Lasix for & days and experlenced " Nursing and/or ber designee to ensure that

physicel symptoms of Increased sdema, weight Nursing Is followIng physlcian orders for medication
gain, BhOﬂ'F}E!SS of breath and lethargy that Administration and obtaining orders for wound
impacied higfher health and safety (Lasixis a Treatment onee curvent orders are completed,

diuratic I'n(‘ad:ca‘[ion that helps the body get rid of This will be complefed weekly x 4 and then

excass fluid). Resident #2 had diagnoses of Monthly x 3.

Piabetas, Ghronle Kidney Disease, Stage Il
Atherosclerotic Heart dissase, a non-healing
ulcar on the left piantar foot with associgted
Osteomyalllis (infectlon going into the bone)
along wlih gther chronic medical conditions. [
On 8/18/18 the Resident's physicien ordered an
increase In Lasix from 40 mg daily to 40 mg
{wice dally for 5 days end then was to resume

Resuits of the audits will be reviewed for
further recommendations at the

Quality Assurance Meeeting for a minlmum
of three months, :

" Correctlye action will be completed by Octaber 13, 2016.
1 I |
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Continued From page 4

Lasix 40 mg daily, Per review of the MAR
(Medication Administration Record), the resldent
raceived the Incrossed dose of Lasix from
8/16/16 -8/22/16. On 8/23/16 the resident
raceived 1 dose of Lasix 40 mg and then did not
receive the medication from B8/24-B/28M16 (b
days) until the error was discovered on 8/29/18.
Par interview on 9/13/186 beginning at
approximstely 9:00 AM, the nurging UM {Unit
Manager) stated that thera was a transcription
arror made in the MAR 20 [{ was not clear that
nursing staff ware to continue to administer Lasix
40 myg daily after 8/23/16. S/he confirmed during
tha interview that tha physiclan ordars wers not
followed for the adminlstration of Lasix and that a
madication error had occurred; racord review
indicated that tha resident axpeariencied
signiflcant welght gain, edema, iethargy and
shortness of braath following the error.

2. Per racord review, Resident #2 did not
recalve hig/har physician ordered IV
(intravenous) Infusions of Ampicillin/Sulbactam
{antiblotle) to treat osteomyelitis (infaction into
the bona of the left foot) as ordered. Per record
raview, Regident #2 wes admitted to the facility
for IV antiblotic treatment of an infection
{osteomyelitis) on the bottom of tha left fool. The
orders slated ta give Ampicillin/Suthactam 3 gm
avory 8 hours IV through a PICC line
{peripherally insertad central catheter). Per
review of the infusion medication adminlstration
racord (MAR), there is no evidence that the
residenl received the antibiotic an 7 of the
ordered administrations from 8/15/16- 8/31/18
{B/10 at 2 PM; 8/15 at 6 AM and 10 PM; 8/19 at 2
PM; 8/28 at 2 PM and 10 PM; 8/31 at 6 AM). Per
Interview with the UM (Unit Managat) on 9/13/16
st approximately 9:00 AM, s/he raported that on

F 281
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Continued From page &
gome of the days, the resident had medical

appaintments and left the facllity at about 5- 5,30
| AM and returned al ebout 6:00 PM; the UM also

reportad that on some of the other days, s/he
thought there could be 8 documentsation error
and thinks the resident could have bean
edministerad the antlblotic. The UM confirimed
that the prescribing physiclan was net contacted
ta see if the antibiotlc could be held for medical
appointments or adminlsterad on a diffsrent tims

schedule or glvan at the madical appointment for

tha days that tha antiblotic was not administered
due to medical appelntmants.

3. Per racard reviaw, nursing staff failed to pbtain

new orders for wound care for Resident #2 afier
the 8/23/16 order for wound cleansing and wet 10
diy dressings ended on B/29/18. Per record
reviaw, there was no evidence that the wound
had healed as a nursing skin assessment on
9/1/16 documented that the resident had a
wound oh the bottom of the left fool. A discharge
summary by the facility nurse practitioner dated
8/2/16 documented thet the resident had a small
residual wound on the plantar aspact of the laft
foot,

On 9/13/16 at an interview beginning at
approximately £:00 AM, the Unit Manager (UM)
confirmed that nursing staff had not obtained an
order for wound care after the treatment order
endad on 8/29/16. Per review of the TAR
{Treatment Administration Record), a nurse
signed that wound care was provided oh 8/3116
and on 9/2/16 a nurse documented in the
progress notes that & dressing change had been
done on fool: however, thars was no current’
physician order lo provide a wound treatment
and no evidence that a new order was obtalned,
Additionally, the UM confirmed that there wae no

F 281
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: avldencs that the wound was assessad or
meaaurad sfter 8/22/16 and that an assessment
and measursment should have bean obtained
weekly per pollcy (the resldsnt was discharged
from ths facllity on 9/6/18). (Refer to F 282, 333,
514)
F 2821 483.20(k)(3){1l) SERVICES BY QUALIFIED F 282
s5=0 | PERSONS/PER CARE PLAN
The services provided or arranged by the facllity F282 Resident #2 was discharged to home prior fo the
must be provided by qualified persons in Survey completed September 13, 2016,
accordance with each resident's written plan of
care. Residents with wounds have the potentlal to be affected by
Hhis deficlent practice.

Thls REQUIREMENT is not met as evidenced
by.' .-

Basged on staff interview and record review, the
facility failed to provide gervices in accordance
with the plan of care for 1 of 3 residents
{Resident # 2) related to wound care. Findings
include:

Per record review, the facility failed to follow
Residenl # 2's care plan related to the evaluation
and monitoring of a left foct ulcer. Resldant # 2's
cara plan for "actual skin breakdown related to
vascular dissase and diabetas, (eft foot ulcer”
states thal the staff are to: Provide wouhd
treatment as ordared. Provide weekly wound
pesassment to include measuraments and
description of wound status,

Per roview of Residant # 2't medical racord,
nursing staff failad to obtain new orders for
wound care after the 8/23/16 arder for wound
cieansing and wat to dry dressings ended on
B/28/16. A nurse signed on the TAR (Treatment

Education will be provided to RN'S/LPN’s regarding
implementation of the care plan related to wound
 care. Education will be completed by October 10, 2016,

Audits wilt be conducted by the Direcior of

Nursing and/or her designee to ensure that

Nursing is providing wound care per the residents care .
Plan. This will be completed weekly x 4 and then
Monthly x 3,

Results of the audlts witt be reviewed for furiher
'recommendatons at the
Quatity Assurance Meeeting for » minimum

of three months.
.

Correctlve acilon will be completed by October 13, 2016.

Fays 00 acepred lofr1lp, Picdard
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Continued Fram page 7

Administration Record) thal wound cara was
provided on 8/31/16; on 9/2/16 & nursa
documented in the progress notes that "dressing
changed on fool," howaver, thars was no curisnt
physician order to provide a treatment to the
wound and no svidenca that a new order was
oblained and foilowed.

On 8/13/16 at an inlerview beginning at
approximately 9:00 AM, the Unit Manager (UM)
confirmed that ths last skin integrity report that
included a description of the resident's left fool
wound and measurements was completed on
8/221186. The resident was discharged from the
facllity on 9/6/16; per care plan, weakly wound
asgesament and measurements were dug on
8/26/16 and 9/5/16. On 9/13/18 at approximately
1:00 PM, the UM confirmed that the rasident's
cate plen for the treatment of Residant #2's foot
wound was not followed.

(Refer to 281, 514)

483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any algnificant medicalion errors.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interviews the
faciiity failed to assure that residents are {ree of
any sighificant medication efrors for 1 of 3
residents (Resident #2). Findings include:

Per record review, due to a medication error of
omission, Resident #2 experlanced physical
symplomeé of Incraased adema, waight gain,

F 282

F 333
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NAME DF PROVIDER DR SUPFLIER : STREET ADDRESS, GITY, STATE, ZIP GODE
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T a0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION oy
PREEIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 333 | Continued From page 8 F 333
shortness of breath and lethargy that Impacted

hisfher health and safety. Resident #2 had

diagnoses of Diabetes, Chronic Kidney Disease, ., F333 Resident #2 was discharged to home prior to the
Stags |ll, Atherosclerotlc Heart diseasse, a Survey completed on September 13, 2016.
non-healing uicer on the laft plantar foot with . '
assoclatad Osteomysilitis (infection going into the All residents have the potential to be affected by this .
bone) along with other chronle medical | Deficlent practice. .
condltions, w

. , . ' | Education will be pravided to RN's/LPN’s regarding
On 8/18/18 the Resident's physician ordered an | . | Adminlstration of Medication, Education wilt be completed
Increass In Lagix from 40 mg daily to 40 mg by October 10, 2016,
twice daily for 5 days end then to resume Lasix .
40 my dally (Lagix is a diuretic medtcation that . Audits will be conducted by the Director of

helps the body get rid of excess fluid). Per
review of the MAR (Medication Administration
Record), the resident received the increased
doze of Lasix from 8/16/16 -68/22/18. On 8/23/18
the rasldent received 1 dose of Lasix 40 mg and
then did not receive the medication from )
B8/24-8/28/16 (5 days) unlll the arror was Results of the audits will be reviewed for further

discovarsd on 8/29/16, recommendations at the

© Quality Assurance Meeeting for a mintmum '
Per review of Nurse Practitioner (NP) notes, on ' of three months.
8/29/16 Restdant #2 was seen in follow up for
adama and shortness of treath. The resldent . Corrective aetion will be compieted by October 13, 2016.
"staies [§/he] |a feeling very fatlgued and havin
a hard time catching {his/her] breath.” The NP S 333 foc aocephed (01 THY mrevturen
reportad meeting with "nursing and according to
[the resideni's] MAR, [¢/he] had nat recelved
[his/her] Lagix since B/23/16. In that time framo
[the resident] bas had an 18 pound weight gain.
[His/her] baseline weight is aboul 226 to 231,
Today [hig/her] weight is 249.” Per the exam, the
resldent was noled to have +2 to +3 edema to
bilateral lower extremities. "[The resident] was
restarted on [hig/her] Lasix today." "...ln carly
afternoon, | reassessad [the resident] and [s/he]
had not voided much and still feels symptomatic.

Nursing and/or her designee to ensure that

Residents are free of any significant medleation

Errors, This wili be completod weekiy x 4 and then
! Monthly x3, "
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION $HOULD BE COMPLETION
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DEFICIENECY)
F 333 | continued From page 9 F 333

| ordered an additional 40 mg of Lasix. Nursing Is
aware that [¢/he] boars close monitoring.” Per
nurees progress notes on 8/30/16, Resident #2
was reparted to be adematous throughout
extramitles and toreo. On exam an ©/1/16, tha
NP dosumented that the resident was eswitched to
Torsemide [another diuretic] and has started to
vold more with weight down to 251 .2 from 266
yesterday. "[The resident] statés [his/her]
abdomen still feels big and [s/he] has some SOB
[shortnass of breath] with exertlon." On a 9/2/16
axam, the NP documentad that welghts had
improved as did shariness of breath.

Per interview on 9/13/16 beginning at
approximately 9:00 AM, the nursing UM {Unit
Menager) stated that thers was a transcription
arrar made [n the MAR so it wes not cleer that
nursing staff were to continue to administer Lasix
40 mg daliy after 8/23/16. S/he confirmed during
the interview that the physician orders were not
fallowad for the administration of Lasix and that a
medicatlon error had occurred; evidence in the
medical record documented that the medication
omisslon resulted in the resident expariencing
symptoms of adema, weight gain, lathargy and
shortness of breath.

(Refer to F281, 514)

F 514} 483.75(0H(1) RES F 514
ss=n | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The fecility must malntain clinical recards on
each residant In accordance with accapted
profeselonal standards and practices that are
complate; accurately documented; readlly
acceesible; and systamatically arganizad,

FDRM CME-26687(02-99) Previous Versions Obsolele Event I0; OMLIH1 Facllity I0: 475021 If continuation sheet Page 10 of 13
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAD CROS8-REFERENGED TO THE APPROFRIATE DATE
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F 5814 | Continuad From page 10 F 514
The clinlcal recard must contain sufficient

information to Idantify the resident; a record of
the resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conductad by the State;
and progreas notes,

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facllity failed to maintain complete and
aceurately decumented medical records for the
adminlstration of medicetion end treatments for
1 of 3 residents (Resident #2)

Par record review, the'MAR (medicalion
administration record) and TAR (freatment
administration record) for Resident #2 had
incomplete documentatlon that medlcallons wera
administered and dresging treatments wara
performed per ordare, Per review, Resident #2
had diagnossee of Diabsias, Chronlc Kidnay
Disease, Slage IH, Atherosclerotic Heart disease,
a non-healing ulcer on the left plantar foot with
associated Osteomyslitls (Infactlon going into the
bone) aiong with other chronic medical
conditions.

Par racord review, there is no documantation on
the Infusion madication administretion recard or
nuress prograss notes to explain why Resident
#2 did not receive his/har physioian ordered |V
(Intravenous) infusions of Ampicillin/Sulbaclam
(antiblotic) to traat osteomyelitis (infection inlo
the bone of tha left foot) a3 ordared. Per record
raview, physician orders stated to give
Amptclliin/Suibactam 3 gm every 8 hours IV

F514 Resident #2 was discharged to home prior to the
‘Survey completed on September 13, 2016.

i All resldents have the potentlal to be affected by this
Deficient practice.

{ Education will be conducted on accurate and complete
1 resident medication and treatment documentation to RN's/LPN’s,
| Completion date will be October 10, 2016,

" Audits will be conducted by the Director of
Nursing and/or her designee to ensure that the center Is
Maintalning compiete and accurate medication and
Treatment records, This will be completed weelly

! x4 and thep Monthly x 3.

Results of the audits will be revlewed for recommendaions at the
Qualjty Assurance Meeeting for a minimum
of three months.

Corrective action will be completed by Qetober 13, 2016,

F'ﬂ" Po drcepied o} )l Wicolaen
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NAME OF PROVIDER OR SUPPLIER

SAINT ALBANS HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
586 SHELDON ROAD
SAINT ALBANS, VT 05478

(X4) 1D
FREFIX
TAG

SUMMARY ETATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IRPENTIFYING INFORMATION)

18] PROVIDER'S FLAN OF CORRECTION

8
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TD THE APFROFRIATE mATE

DEFIGIENDY}

F 514

Continued From page 11

through a PICC line {peripherally inserted central
catheter). Per review of the infusion madication
administration record (MAR), there is no
documentation that the resident received the
antiblotic on 7 of the ordered administrations
from 8/15/16- 8/31/116 (B/10at 2 PM; B/15al 6
AM and 10 PM; 8/19 at 2 PM: 8/22 at 2 PM and
10 PM; 8/31 at 6 AM). Per interview with the UM
(Unit Manager} on 8/13/16 at approximately 8:00
AM., sfhe reported that on some of the days, the
resident had madical appointments and left the
facility at about 5- 5:30 AM and returned at about
8:00 PM; the UM also reported that on soms of
the other days, s/ha thought there could be a
documentation error and thinks the resident
could have been administered the antiblotic.

On B/18/16 the Resldent #2's physician ordered
an increass In Lasix from 40 mg dally to 40 mg
twice dally for 5 days and then was to regume
Lasix 40 mg dally. Per review of the MAR
{Medicatlon Administration Recard), the resident
recalved the increased dose of Lesix from
8/18/16 -8/22H 6. On 8/23/16 the residant
recatved 1 dosa of Lazix 40 mg and then did not
recelve the medication from B/24-9/20/16 (5
days) untll the error was discavered on B/29/16.
Per Interview on 9/13/18 baginning at
approximately 9:00 AM, the nursing UM (Unit
Manager) siated that there was a transcription
errar made in the MAR so it was not clear that
nursing staff were to continue tp administer Lasix
40 mg daily afler 8/23/16 resulting in a
medication error: record raview indicated that the
regident experienced significant welght gain,
adema, lethargy end shortness of breath
following the error. ‘

F 514
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Per record review, thare is no documentation in
the TAR that orders for a wet to dry dressing of
Resident #2's lafl fool wound was parformed on
8/26 and B/27/16 per orders,

Per ravlew, the facility policy, Clinical Record:
Charting and Documentation (revision date
1#1/13) states under Process, step 7 "Document
traatments, medicatlons, vital signe, and weights
as required/requested.” The facility policy,
Nursing Documentation (review date 3/1/16)
states that documentation will follow the
guidallnes of good cammunication and be
concisa, clear, pertinant and aacurate.

{Refer to 281, 282, 333)

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMFELETED
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