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F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280 This Plan of Correction is the center's credible
85=D | PARTICIPATE PLANNING CARE-REVISE CP alegation of compllance.
Preparation and/or execution of this plan of corvection
The resident has the right, unless adjudged ' does not constitute admission or agreement by the
gnt, judg
incompetent or otherwlse found to be provider f)fme truth of the facts alleged or conclusions
incapacitated under the laws of the State, to g gf;: ’;.’o': g’; :;;;‘;’f;’;;‘;{f:ﬁi’;ﬁ;’;ﬂ; *‘I’)‘::'; ::{e
E;:ch’g:t:] Igapr]eag:z]?r:a{; ::;j treatment or it is required by the provisions ‘of federal and state law.
) a .
F 280 :
A comprehensive care plan must be developed 1227113
within 7 days after the completion of the ‘ 1. Resident #7 care plan was updated
comprehensive assessment; prepared by an ' ' ) AR
interdisciplinary team, that includes the attending b? tﬁD O'?.I ttofreﬂectut‘:etsf plication .
physician, a registered nurse with responsibitity ol the spiint 1or c1021;12f1 3 ¢
for the resident, and other appropriate staff in : management on ‘
disciplines as determined by the resident's needs, ey , :
and, to the extent practicable, the participation of 2. Resident’s with the potential to be
the resident, the resident's family or the resident's affected were identified and the
legal representative; and perlodically reviewed medical records were reviewed
and revised by a team of qualified persons after based on therapy Restorative
each assessment. p Nursing referrals and Functional
Maintenance Program fo verify that
care plans included splint
applications fo prevent further
decrease in range of motion. Care
g’hls REQUIREMENT is not met as evidencad plans were updated as needed. This
¥ was completed on 12/12/13.
Based on staff interview and record review the P '
facll[ty fafled to update the care plan fo reflect the 3. ADON & Rehab Manager was in-
application of a splint for confracture serviced by the DON on care plans
management for 1 of 3 sampled residents X to include splint application to
Resident #7) reviewed for range of motion ’ . :
f:onoems Fi;dings included: ? provent further deorease in range of
' ) motion on 12/12/13. Nursing &
Resident # 7 was admitted to the facllity on rehab staff in-serviced on
01/23113. The resident’s documented diagnoses confracture . .
included contracture of hand joint, management/Restorative Nursing,
cerebrovascular accident (CVA) with hemiplegia, and process of referrals from
and nuclear sclerosis. 12/12/13-12/27/13.
- (X8} DATE

LABORATORY DIRECMR REPRESENTATIVE'S SIGNATURE TIFLE
‘77? A/ea;a}wi' %ﬁ;e /@g;‘y ,’_1‘5;2/?/713/1. /5‘7/35/’ 13

Any deﬁdengy statement ending with an asterisk (*} denotes a deficlency which the mstitution may be excused from comeciing providing itis determined that

other safeguards provide sufficlent protection to the patients. {See Instructions.) Except for nursing homes, the findings stated above are glsclosable 80 days
following the dale of survey whether or not & plan of correction fs provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made avalfable to the faclitly. iIf deficienciss are cited, an approved plan of correction is requisite to continued

program pariicipation,
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F 280 | Continued From page 1 F 280 antinue ) ge’
On 01/23/13 "Resident has iImpaired functional 4. The ADON will gudit Restorative
mobifity/Resident has contractures" was Identified and Functional Maintenance
as a problem on Resident #7's care plan. The referrals weekly for 12 weeks to
care plan documenied the resident's impakment validate that care plans are updated
was due to CVA with left hamiplegia, and as needed. The DON will report to
evidencad by actual contracture of his left upper | the Quality Assurance Performance
and lower extremities. interventions for this I Improvement Commitiee any
problem inciuded the provision of passive range findings, identified trends or
of motion (PROM) during activities of dally living ' att e An tive findi
{ADLs), reporting and docurnenting any declines pz?}.lems. ¥ negalve Indings
in ability, and referral to therapy as necessary. WL be corr ected at the fime of
discovery in accordance to the
A 08/27/13 Quarterly Minimum Data Set (MDS) standard.
documented Resident #7's cognition was
severely impaired, and he had bifateral
impairment of his range of motion in upper and
lower extremities.
A 10/17/13 physician order documented, "OT
{occupational therapy) clarification: RNS
(restorative nursing services)/nursing staff to
donn/doff LUE {left upper extremity) resting hand
splint daily after morning care routine to be worn
10 hrs {(hours} and removed by second shift staff.
Skin to be monitered/checked before applying
and after removal for any signs of redness,
swelling, or discoloration. Performs PROM to LUE
hand/digits prior to applying splint."
A 11/25/13 Annual MDS documented Resident
#7's cognition was severely impaired, and he had
bilateral impairment of his range of motion in
upper and lower extremities. This assessment
also documented Resident #7 was not involved in
any restorative nursing program for splint or
brace devices.
On 12/11/13 review of Resident #7's most recent
care plan in his medical record revealed there Y
Event ID:RTVMH Facility 1D: 923218 if continvation sheet Page 2 of 8

FORM CMS-2867(02-99) Previous Versions Obsolete




PRINTED: 12/20/2013
FORM APPROVED
OMB NO. 0938:0391

(X3} DATE SURVEY
COMPLETED
c
345336 . B.WING 12/12/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
ROANOKE RAPIDS HEALTHCARE AND REHABILITATION CENTE 305 FOURTEENTH STREET
ROANOKE RAPIDS, NC 27870

x9mo | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION

PREFIX (EACH DEFICIENCY, MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE

TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
' DBEFIGIENCY)

DEPARTMENT OF REALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA ({2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING

NAME OF PROVIDER OR SUPPLIER

F 280 [ Continued From page 2 F 280
were no updates related to his problem with
impalred functional mobiilty and contraclures. No
new Interventions had been added since the
problem was identified on 01/23/13. The
preprinted black documeénting "Apply devices to
affected joinls as ordered, observe for
rednessfirritation" remained unchecked.

| At 4:23 PM on 12/11/13 the asslstant director of
nursing {ADON) stated paperwork for Resident
#1's translition between OT discharge and splint
application by direct care staff was handled by a
traveling occupational therapist who accidentally
initiated a functional maintenance program rather
than a restorative referral, Therefore, she
explained Resident #7 was never incorporated
into restorative nursing for splint
application/fremoval and PROM,

AL9:37 AM on 12/12/13 Nurse #3 and Nurse #4,
the facllity's MDS nurses, stated care plans were
updated at least quarterly, often the updates
being made as soon as there was 2 change in the
- | resident’s condition or care. They reported the
ADON updated care plans for contractures and
range of motion (ROM) when residents were
admitted to restorative nursing for services such
as splinting and ROM. However, they explained
since Resident #7 was accidentally transitioned
into a functional maintenance program rather
than restorative nursing, the resident's care plan
never got updated fo reflect the application of a
lefi resting hand/wrist splint.

At 11:45 AM on 12/12/13 the director of nursing
{DON) stated a resident care plan should be
updated when a contracture began to be treated
by use of a splinting device.
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) This Plan of Correction is the center’s credible
F 318 | Continued From page 3 F 318|{ altegation of compliance. ‘
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F 318 :
Preparation andlor execution of this plan of correction

§8=D

{N RANGE OF MOTION

Based on the comprehensive assessment of &
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview, and record review the facllity falled to
apply a splinting device ordered by the physician
for 1 of 3 residents {Resident #7) reviewed for
range of motion and contracture concerns.
Findings included: s

Resident # 7 was admitted to the facility on
01/23/13. The resident's documented diagnoses
included contracture of hand joint, .
carebrovascular accident (CVA) with hemiplegia,
and nuciear sclerosis.

On 01/23/13 "Resident has impaired functional
mobility/Resident has contractures" was identified
as a problem on Resident #7's care plan. The
care plan documented the resident’s impaiment
was due to CVA with left hemiplegla, and
evidenced by actual contracture of his left upper
and lower exiremities.

A 08/27/13 Quarterly Minimum Data Set (MDS)
documented Resident #7's cognition was
severely Impaired, and he had bilateral
impairment of his range of motion in upper and

does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth In the statement of deficiencles. The plan of
correction is prepared and/or execuied solely because
it Is required by the provisions of federal and state law.

'F 318

I

12/27/13

Resident #7 was screened by
Occupational Therapy (OT) and
placed on Restorative Nursing
Program for splinting and ROM on
12/12/13,

An audit was conducted and
completed on 12/12/13 of residents
on Restorative and Functional
Mainienance Programs by the
Rehab Manager and the ADON to
verify splint application as
appropriate per resident.

Nursing and rehab siaff in-serviced
on coniracture management and
process for restorative referrals by
DON, Rehab Manager, and ADON
from 12/12/13-12/27/13.
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F318 "Continued From Page 4

F 318 | Continued From page 4
lower extremities.

A 10/17/13 physictan order documented, "OT
{occupational therapy) clarification: RNS
(restorative nursing services)/nursing staff fo
donn/doff LUE (left upper extremity) resting hand
splint daily after morning care routine to be wom
10 hrs {hours) and removed by second shift staff.
Skin to be monitored/checked bafore applying
and after removal for any signs of redness,

-] swelling, or discoloration. Perform PROM
{passive range of motion) to LUE hand/digits prior
{0 applying splint."

A 11/26113 Annual MDS documented Resident
#7's cognition was severely impaired, and he had
bilateral impaiment of his range of motion in
upper and lower extremities. This assessment
also documented Resldent #7 was not involved in
any restorative nursing program for splint or
brace devices.

On 12/09/13 at 11:17 AM Nurse #1 stated
Resident #7's left hand was contracted, but he did
not wear a splint.

On 12/09/13 at 11:46 AM Resident #7 was resting
in bed, but no resting splint had been appiied to
his left hand,

On 12/10/13 at 10:35 AM and 4:40 PM Resident
#7 was resting in bed, but no resting splint had
been applled to his left hand,

On 12/11/13 at 11:15 AM Resident #7 was resting
in bed, but no resting splint had been applied fo
his left hand.

At 4:05 PM on 12/11/13 nursing assistant (NA) #1

standard.

4. Referrals for Restorative Nursing &
Functional Maintenance Programs
will be reviewed by the rehab
manager and ADON for appropriate
interventions and program weekly
for 12 weeks, DON/designee will
conduct audits weekly of splint
application for 12 weeks. The
DON will report to the Quality
Assurance Performance
Improvement Committee any
findings, identified trends or
patterns. Any negative findings

| will be corrected at the time of

| discovery in accordance to the
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F 318 Continued From page 5 F 318

puiled back Resident #7's covers, and there was
o resting splint on his left hand, This NA stated
she was not aware that the resident was
supposed to be wearing a splint, and she was
never {rained about how and when to apply a
splint to his left hand, She reported Resident #7
could open his right hand completely, but the
resident could only partially open his left hand.
Upon cbservation the resident had the thumb of
his left hand Inslde his clenched paim/hand. The
resident was unable to completely open his left
hand, but the hand was clean and without dead
skin or odor. NA#1 commented she had to take
exira time to wash Resident #7's hand so that
odor would not develop since he kept if clenched
afl the time. This NA checked the resident's
room, but was unable to find a splint. '

At4:12 PM on 12/11/13 the therapy
managerfoccupational therapist stated Resident
#7 was on OT caseload from 09/25/13 through
10/17/13. She explained OT was working with the
resident on orthoticsffitting of a splinting
device/contracture management. Upon
discharge from OT, the therapy manager
reported the resident was supposed to be
referred to restorative nursing for application and
removal of & left resting hand/wrist splint to
reduce the resident's abnormal tone, She
commented the restorative aides were also
supposed to provide PROM in conjunction with
the splinting. According to the therapy manager,
training was conducted with the restorative aldes
and caregiver on how to apply and remove
Resident #7's splint.

At 4:23 PM on 12/11/13 the assistant director of
nursing {ADON) stated paperwork for Resident
#7's transition befween OT discharge and splint
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application by direct care staff.was handled by a :

traveling occupational therapist who accidentally
initiated a functional maintenance program rather
than a restorative refarral. She reporied a
therapist searched Resident #7's room, and was
unable to find a splint. However, she commented
this therapist found a splint in faundry, and
applied to Resldent #7's left hand. According to
the ADON, her expectation would be for the splint
to be applied after the resident’'s morning bath
and to be removed after 10 hours or before going
to bed in the evening.

At 5:03 PM on 12/11/13 Resident #7 was
observed with his left resting handfwrist split in
place. The resident stated the device was
comfortable, and he did not have any concerns
about wearing it.

At 5:07 PM on 12/11/13 Nurse #2, who cared for
Resident #7 on second shift, stated he could not
open or use his left hand due to a stroke.
However, she reported his right hand was
functional and without contracture. She
commented she had never seen a splint placed
on the resident’s left hand,

At 9:086 AM on 12/12/13 Resident #7 was résting
in bed. His left resting hand splint was not in
place, buf it was in his dresser drawer. The
resident's name was not on the splint although
there was a tag on which his name could be
written.

At 9:12 AM on 12/12/13 NA#2, who cared for
Resident #7 on first shift, stated Resident #7 was
unable to completely open his feft hand, and she
had to take axtra care with a cloth and soap to
keap the resident's hand clean and without odor.

Event1D:RTVM11
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She reported the first time she saw a splint in the
resident’s room was this morning, and she had
never seen the resident before with a splint on his

left hand.

At9:25 AM on 12/12/43 the therapy
managerfoccupational therapist stated the
traveling occupationaf therapist was in so many
bulldings where they each had their own way of
doing things that she did not realize that she was
supposed to transition Resident #7 Into splinting
by direct care steff by initiating a restorative
nursing referral. According to the therapy
manager, restorative aides were supposed fo
apply and remove all splints, and they were
responsible for faking dirty splints to the laundry
in the mornjng and picking them up later the
same afternoon. She reported running ali
splinting through the restorative department
aliowed the restorative aides to provide thorough
PROM before splint application. However, she
explained because the fraveling occupational
therapist instead transitionad Resident #7 into a
functional maintenance program none of this
splinting procedure occurred.

At 10:53 AM on 12/12/13 the director of nursing
(DON) stated because Resident #7's left hand
was conlracted without splint application there
was a chance the resident’s hand hygiene could
have declined, isading to possible skin
breakdown, and his contracture could have
worsened,
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€ 000 | INITIAL COMMENTS K 000
This Plan of Correction Is the center's credible
This Life Safety Code(LSC) survey was «allegation of compliance.
conducted as per The Code of Federat Register | Preparation and :
at 42CFR 483.70(a); using the 2000 Existing e s o oy o ol A omection 1 JAN 2 4
Heaith Care section of the_LSC and its referenced | provider of the truth of the fucts alleged or conclustons
publications. This building is Type ¥ protacted I‘selforfh in the statement of deficlencies. The plan of
construction,Onestory, with a complete automatic j correction 1s prepared andfor exectted solely becase
sprinkler system. f ilis required by the provisions of federal and staie Inw.
The deficiencies determined during the survey ?{029 124/14
are as foliows:
. 1, The doors to the soiled and the
i; g_Qg NFPA 101 LIFE SAFETY CODE STANDARD K 029 clean linen sidos of the lsundry
. | One hour fire rated construction (with % hour g::: g;‘;;:gd thtz it';)hsures on
fire-rated doors) or an approved automatic fire ciosina il tzg 4 eyfarelnow
extinguishing system In accordance with 8.4.1 ol g:gl 2 “’3;"’1’;1’ ctely
andfor 19.3.5.4 protects hazardous areas. When :"’ ¢ u.dryer,ﬁ.ﬁn a df’q‘“pmem
the approved aulomatic fire extingulshing system 8 In opera iotI;I] "}s‘;g jusiments
option Is used, the areas are separated from were completed on 1-10-14,
other spaces by smoke resisting partitions and . \
doors. Doors are seif-closing and non-rated or b2 Theﬁi}m’:oomm."mtha“ager will
fleld-applied protective plates that do not exceed con dg?l fm‘m'wr ose doors
48 inches from the bottom of the door are onge daly for one week, then once
permitted.  19.3.2.1 per week for two months and then
monthly. Those monitoring checks
will be logged and kept in the
preventative maintenance log book.
This STANDARD is not met as evidenced by: , _
A. based on observation on 01/09/2014 the door 3. The Plant Opsrations Maneger will
to the solled and the clean linen of the laundry report to the Quality Assurance
falled to close and laich.. Performance Improvement
42 CER 483.70 (2) Comnutte‘e mon}hly and review the
K 086 | NFPA 101 LIFE SAFETY GODE STANDARD K 056 preventative maintenance log
. : regarding closure of Fhose doors.
If there is an automatic sprinkler system, it Is Aﬁ%’b‘z"he" issuos with the doors
installed in accardance with NFPA 13, Standard will be corrected at the time of
for the Instaliation of Sprinkler Systems, to discovery in accordance to the
standard.
LABORATORY DIRECTOR §.0% PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE THLE (X&) DATE
e WA NHA /- 34-14

Any deficiency staterent ending with ah asterisk (*) denotes a daficiency which the instution may be exdused from correcting providing it Is detarmined that
other safeguards provide sufficiant protection fo the patists. {See Instructions.) Except for nursing homes, the findings stated above are disclosable B0 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days foflowing the date these documents are made available to the faellily, If deficlencies are cited, an approved plan of correction Is requlsite {6 continued

program participation.
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From:

PRINTED: 01132014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0301

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {#2)} MULTIPLE CONSTRUCTION (X3} DATE SURVEY

AND PLAN QF CORRECTION 1IDENTIFICATIGN NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345338 B, WING 01/09/2014
STREET ADBRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

; 305 FOURTEENTH STREET
ROANOKE RAPIDS HEALTHCARE AND REHABILITATION GENTE

ROANOKE RAPIDS, NC 27870

systems are equipped wih water flow and tamper
switches, which are electrically connacted to the
building fire atarm system. 19.3.5

This STANDARD s not met as evidenced by:
A. Based on observation on 01/0912014 there
was no heat in the riser room.

42 CFr483.70 {a)

L

1, Anelectric wall mounted heater
was installed in the riser room on
1-24-14, The instaliation of that
heater was completed by a licensed
electrician,

2, The Plant Operations Manager will
continue (o monitor the operation of
that heater once weekly during the
monthg of November, December,
January, February and March, then
monthly the remaining months of
the year. Those monitoring cheoks
will be logged and kept in the
preventative maintenance log book.

3. Tho Plant Operations Manager wili
report to the Quality Assurance

] Performance Improvement

‘ Committes monthly and review the

: preventative maintenance log
regarding the heater in the riser
room. Any issues with the heater
will be correcied at the time of
discovery in accordance o the
standard,

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION {6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENGED YO THE APPROPRIATE
DEFICIENCY)
K 056 | Continued From page 1 K 086]  This Plan of Correction is the center’s credible
' allegaiion of compliance,
provide complete coverage for all portions of the ;
bultding. The syster is properly maintained in { Preparation andfor execution of this plan of correction
accordance with NFPA 25, Standard for the ' does ot constitute cdwmisslon or agreement by e
. i provider of the truth of the facts alleged or conchusions
Inspection, Testing, and Maintenance of ! et forth in the stajement of deficiencles. The plan of
Waler-Based Fire Protection Systems. it s fuily correction Is prépared andlor exesuted solely beeaute
supervised. There is a reliable, adéquate water it Is required by the provisions of federal and state law.
supply for the system. Required sgrinkler 1
K 056 1124/14
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PRINTED: 01/13/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING 02 - BLDG 02 OF 02 COMPLETED
345336 B. WiNG - 01/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 308 FOURTEENTH STREET
ROANOKE RAPIDS HEALTHC
THCARE AND REHABILITATION CENTE ROANOKE RAPIDS, NG 27870
x4y 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
This Plan of Correction Is the center's credible
i; g?g NFPA 101 LIFE SAFETY CODE STANDARD K 038 altegation of compliance,
Exit access is arrahged s0 that exils are readlly ’ Preparation and/er execution of this plan of correction
accessible at all times in accordance with section _ docs not consiitute admission or agreement by the
7.4, 19.2.4 i provider of the truth of the facts alleged or conclusions
- | set forth in the statement of deficiencies. The plan of
! correction is prepared and/or executed solely because
Yirts reqiiired by the provisions of federal and state law.
‘K 038 : " 124714
This STANDARD is not met as evidenced by: 1. The push bar on the exit door at
A. Based on observation on 01/09/2014 the exit medical records was adjusted on
door at Med. Records was very hard to open, 1-18-14 and the door now opens
42 CFR 483.70 {a) easily, as designed.

1

l 2. The Plant Operations Managor will
continye to monitor the operation of
that door at medical records, once
daily for one week, then once
weekly for two months, then
monthly thereafter, Those
monitoring checks will be logged
and kept in tho preventative
maintenance log book,

3. The Plant Operations Manager will
report fo the Quality Assurance
Performance Improvement
Committee monthly and review the
preventative maintenance log
regarding the operation of that door
at medical records, Any further
issues with that door will be
corrected at the time of discovery in
accordance to the standard,

LABORATORY DIRECTOR'SOR P DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {Xa) DATE
N HA }=24-14

Any deficiency statemén{ kg with an asterisk (%) denotes a deficloncy which the Institulion may e excused from correcting providing It is defermined that 7
other safeguards provide sufficient protection to the patients. (See instruetions.) Except for nursing hamaes, the firdings staled above are disclosable 90 days
foillowing the dale of survey whether of not & plar of correction is provided. For nuiging homes, the above findings dnd plans of corraction are disclosable 14
days following the date these documents are made avallable to the facilty. If deficlencies are clied, an approved plan of correction Is requisite to continuad
program partleipation,
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