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F 164 | 483.10(e), 483.75()(4) PERSONAL Fig4|Staff have been educated on
$5=p | PRIVACY/CONFIDENTIALITY OF RECORDS providing full privacy while
. ] ) giving care. All residents
The resuc{eqt has the right to personai privacy and have the potential to be affected
confidentiality of his or her personal and clinical

by not providing privacy when
giving them care because this
is a dignity issue. There

records.

Personal privacy includes accommodations,

medical treatment, written and telephone have been no other instances
|communications, personal care, visits, and noted where privacy has not been
| meetings of family and resident groups, but this given. The nurse in this

does not require the facility to provide a private situation was counseled by the
room for each resident. nurse manager. This has been

added to our quality assurance
program to be monitored weekly
times 4 weeks and if 1007

Except as provided in paragraph {e){(3) of this
section, the resident may approve or refuse the
release of personat and clinical records to any

individuat outside the facility. compliance, then monthly. The
monitoring will be done by the l
The resident's right to refuse release of personal facilities PI/Educator nurse.
and clinical records does not apply when the Completion date for this
! resident is transferred to another health care deficiency is 9-7-12. | g-7-12

" institution; or record release is required by law.

The facility must keep confidential all information

contained in the resident's records, regardiess of

the form or storage methods, except when

release is required by transfer to another

[ healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review
and staff interview the facility failed to provide

i privacy while administering medications by failing
to close the privacy curtain, close the window or
the door for 1 of 2 residents {Resident #93)

I
| ;
LABORA IRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
1
T ot Coop o B, M) DoN Y612

Any &Eﬂt‘ﬁ{cy statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
olher safeguards provide sufficient proteclion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclesable 90 days
following the dale of survey whethser or not a plan of correction is provided. For nuesing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made available to the facliity. If deficiencies are cited, an approved plan of correction is requisite to continved
program paeticipation.
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observed receiving medications via a feeding
tube. :

Findings include;

Resident #99 was admitted to the facility on
4/01/11 with diagnoses of dementia,
cerebrovascular accident (CVA), dysphasia,
hypertensicn, anorexia, and severe malnutrition
with a gasirostomy tube.

A review of the resident's quarterly Minimum Data
Set (MDS) dated 6/6/12 and annual MDS dated
3/3/12 revealed Resident #99 was severely
impaired with decision making and rarely
understood. The resident was fotally dependant
on staff for all activities of daily living and was fed
by a gastrostomy {ube.

{ During an observation on 8/20/12 al 4:08 PM the
medication nurse {Nurse #1) walked into the
resident's room and donned gloves. Nurse #1
was observad pulling the resident ' s gown up and
the resident ' s abdomen was exposed. Nurse #1
then checked for placement of the gastrostomy
tube, flushed with water, administered the
medications and flushed again. The door fo the
hall remained opened and the privacy curtain was
not pulled around the resident to provide privacy.
The window shade remained opened with public
view to the outside.

During an interview on 8/22/12 at 3:.00 PM Nurse
#1 stated she should have pulled the privacy
curtain and closed the deor to prevent
unnecessary exposure of body parts while she
was giving medications via the gasfrostomy tube,
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tube feed pole.

A second observation was made on 8/21/12 at
4:00PM and the tube feeding pole was in the
same condition.

A third observation was made on 8/22/12 at
10:45AM and the pole was in the same condition.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORRECTION 5
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F 184 | Continued From page 2 F 164
During an interview on 8/22/12 at 3:30 PM, the
Director of Nursing (DON) stated her expectation
was for the door to be closed, and the curlain
pulled during administration of medication by
tube.
F 253 | 483.15(h){2) HOUSEKEEPING & F263|Al1l feeding pumps and poles in
55=D | MAINTENANCE SERVICES the facility have been cleaned
No residents were affected by
The facility must Qrovide housekeeping.a@ this deficiency but residents
maiptenance services necessary t? mqlntaln a that receive feedings via pump
sanitary, orderly, and comfortable interior. could have been affected, No
dirty pumps have been identified
This REQUIREMENT is not met as evidenced since the survey. Staff have
by: been educated on cleaning pumps
Based on observations, record review and immediately when they spill
interviews the facilily failed to provide a sanitary something on them. Feeding
environment by failing to clean the tube feeding pumps will continue to be
pok::-s of feeding formula for 2 of 2 s'ampled cleaned weekly as per assignment
residents, {Resident # 136 and Resident #63). sheets. This has been added t
The findings Include: the facilities quality assurance
program to be monitored weekly
1. Resident #1386 was admilled to the facility on times 4 weeks then monthly if
1/9/12 with diagnoses including Dysphagia and is 100% compliance is achieved.
receiving Jevity per a gastrostomy tube. This monitoring will be domne
by our PI/Educator nurse.
Obseryaiions were made on 8/20/12 at 4:00PM of Completion date for this
two dried, small light brown matter on base of deficiency is 9-7-12. 9-7-12
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F 253 | Continued From page 3

During an interview with the housekeeper on hall
1600 on 8/22/12 al 1:50PM she stated that the
nursing staff is responsible for cleaning the tube
feeding polesfequipment.

During an interview with the charge nurse on hall
1600 on 8/22/12 at 2:00 PM she stated that the
night nurses have a schedule and the tube feeder
pumps and poles are to be cleaned on Tuesday
nights. She stated that would have been last night
and she did not know why they are not cleaned.
She stated she would take care of it. Staff was
observed {o have cleaned the tube feed pole.

Reviews of ihe assignment schedule posted at
the nursing station showed that the tube feed
poles are to be cleaned on Tuesday nights by the
nursing staff.

During an interview with the unit supervisor on
8/22/12 at 3:20PM she stated that it is expected
that the tube feed poles be cleaned weekly on
nights and there is a schedule for this. She also
stated that the poles need to be checked when
the nurses are deing tube feeding flushes and
hanging the tube feeding to make sure the poles
and floor are cleaned from to avold roaches, ants
and rats.

During an interview with the Director of Nursing
on 8/22/12 at 3:45FPM she stated it was expected
that the potes would be cleaned according to the
schedule.

2. Resident #63 was admitled to the facility on
7/5/11 with diagnoses including Dysphagia and is

F 253
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F 253 | Continued From page 4
raceiving Glucerna per gastrostomy tube.

Observations were made on 8/20/12 at 3:10PM
and the tube fed pole was observed with dried
light brown matter on the base of the pole that
appeared to be running down the base of the
pole.

A second observation was rmade on 8/21/12 at
4:00PM and the tube feeding pole was in the
same condition,

A third observation was made on 8/22/12 at
10:00AM the pole was in the same condition.

During an interview with the housekeeper on hall
1600 on 8/22/12 at 1:50PM she stated that the
nursing staff is responsible for cleaning the tube
feeding polesfequipment.

During an interview with the charge nurse on hall
1600 on 8/22/12 at 2:00 PM she stated that the
night nurses have a schedule and the tube feeder
pumps and poles are to be cleaned on Tuesday
nights. She stated that would have been last night
and she did not know why they are not cleanad.
She stated she would take care of it. Staff was
observed to have cleaned the tube feed pole.

Reviews of the assignment schedule posted at
the nursing station showed that the tube fead
poles are to be cleaned on Tuesday nights by the
nursing staff.

During an interview with the unit supervisor on
8/22/12 at 3:20PM she stated that it is expected
that the tube feed poles be cleaned weekly on
nights and there is a schedule for this, She also

F 253
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stated that the poles need to be checked when
ihe nurses are doing tube feeding flushes and
hanging the tube feeding to make sure the poles
and floor are cleaned from to avoid roaches, ants
and rats.

During an interview with the Director of Nursing
on 8122112 at 3:45PM she stated it was expected
that the poles would be cleaned according to the
schedule,

F 371 | 483.35(i} FOOD PROCURE,

sg= | STORE/PREPARE/SERVE - SANITARY

The facility must -

i {1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews the
facility faled o label and date opened stock food
containers, fabel and date refrigerated cooked
foods, remove denied cans from stock shelving.

Findings include:

| During the initial tour on 8/20/12 at 10:40 AM an

: observation of the reach in cooler revealed it
contained the following opened containers: {1}
gatlon bottle of Mustard, (1) gallon botite 1000
{sland Dressing, {1) gallon bottle Ken's Sauce, {1}

ave been labeled with open

ate and "use by date'". No
hented cans have been identified
%n the shelves. Refrigerated
cooked foods have been labeled
End dated. No unsecured tops
%ave been identified. Dietary

Etaff have been educated on

Etoring and labeling foods
Qroperly and removing dented
‘cans from the shelves. No
resident was affected by this
deficlency but all residents
had the potential to be affected.
The DON will be conducting weekly
inspections of the kitchen. This
will be added to our qualilty
assurance program to be
monitored weekly times 4 weeks
then monthly if 1007 compliance
is achieved. The monitoring will
be done by our PI/Educator nurse.

F 371 ?ll open stock food containers
d

is 9-7-12,
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Completion date for the deficiency
9-7-12
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F 371 | Continued From page 6

gallon bottle of La Choy sauce, and (1) gallon
Honey Mustard dressing with no date signifying
when they were opened. The containers had no
use by date printed on their tabel or container.

A tour of the reach in cooler revealed outdated
food products. Products observed were: (2} 10
lab containers of salad dated to be used by
8/19/12; (1) 10 Ib container of salad datled to be
used by 8/13M12; (2) 10 b containers of cabbage
dated to be used by 8/07/12/ (1) 10Ib container of
cabbage dated to be used by 8/16/12; (1} quart
bag of chopped salad vegetables with no date
and one container of left over soup with no date.
{2) 2 gallon containers of pickle were observed in
a walk in cooler with unsecured tops and no open
date.

A tour of the dry stock room revealed dented
cans on storage shelving, The cans observed
included: {4} 15.25 oz cans of corn; {1) 15 oz can
of carrots; (1) 6 Ib can of Mandarin oranges; (1) 7
Ib can of strawberries; (1) 7 b can of pork and
beans; (1} 7 pound can diced tomatoes.

During an interview with the Kitchen Manager on
8/20/12 at 11:25 AM she stated the facility policy
was to cover, label, and date all food products
when they were opened and before they were
stored in the walk in coolers. The facility policy
was to discard all cooked food after 3 days. She
revealed staff had no way of knowing when food
was opened or when it needed to be discarded if
there was no date. She reported the policy stated
all dented cans were to be put in a separale area
when the shelves were stocked She indicated
staff had all beep trained and were aware food
was {0 he dated and dented cans were to be

F 371
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F 371 Continued From page 7
separated and returned fo US Foods for a credit.

An interview was conducted with the Director of
the facility on 8/23212 at 3:30 PM. She stated
staff had been trained and knew how {o store
items propatly. She revealed it was her
expectation dietary staff would follow facility
policy.

F 431! 483.80(b), (d), (¢} DRUG RECORDS,

ss=0 | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain ihe services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accardance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compariments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule [l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to

F 37

F 431 The refrigerator temperature
was corrected immediately when
it was found. the maintenance
man adjusted the temperature
control which had been set too
high. There was not anything
found to be malfunctioning with
the refrigerator. All
refrigerators have been defrosted.
No residents were affected by
the deficilency but residents
receiving medications from the
refrigerator that had the wrong
temperature could have been
affected. The Staff have been
educated on ensuring the
refrigerators are registering
the correct temperature and
are being defrosted weekly as
assigned. W¥o other deficient
practice with the refrigerator§
have been noticed. The staff
will continue to monitor the
medication refrigerators twice
a day. This will be added to
our quality assurance program
to be monitored weekly times
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F 431 | Continued From page 8

abuse, except when the facility uses single unit

package drug distribution systems in which the

quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations, facility record review and
staff interviews the facility failed to maintain a
refrigerator temperature between 36 - 46 degrees
for 1 of 4 medication refrigerators and failed to
! defrost 4 of 4 medication refrigerator freezers
 observed.

The findings include:

Buring an observation of the refrigerator on hall
1200 on 8/22{12 at 2:00PM the temperaiure read
26 degrees Fahrenheit. The refrigerator was
noted to have one vial of Pro-Crit used to treat
Anemia, one vial of Tuberculin Purified Protein
Derivative used for tuberculin testing and one vial
of insulin in the refrigerator. These medications,
per manufacturer recommandations, are fo be
stored between 36-46 degrees Fahrenheit, The
freezer was noted to have approximately one inch
of ice on all sides.

During a second observation of the refrigerator on
hall 1200 on 8/22/12 at 2:45PMi the temperature
read 30 degrees Fahrenheit.

During an observation of the refrigerator on halt
1100 on 8/22/12 at 2:15PM the freezer was
observed to have approximately one inch of ice
on alt sides.

F 4314 weeks then monthly if 1007
compliance is achieved. The
monitoring will be done by our
PI/Educator nurse. Completion
date for this deficiency is
9-7-12, i9=-7-12
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During an observation of the two refrigerators on
hall 1600 on 8/22/12 at 2:30PM the freezars were
observed to have approximately two inches of ice
surrounding all sides of the freezer.

Review of the 24-hour assignment sheet read at
the bottom, in part, " Sunday: Defrost all
refrigerators.

During an interview with the nurse on hall 1600
on 8/22/12 at 2:30PM she stated that the night
shift is supposed to be defrosting the freezers but
it did not fook like it had been done.

During an interview with the charge nurse on hall
1200 on 8/22/12 at 2:45PM she stated the low
temperatures may be because of all of the ice in
the freezer hut she would have maintenance
check it.

During an interview on 8/22/12 at 3:00PM with the
Unit Supervisor for hall 1800 she stated that it is
expected that the freezers be defrosted weekly.
She also stated that the maintenance department
had checked the refrigerator temperature and
noted that the conirol in the refrigerator had been
turned to the coldest setting and this was why the
refrigerator temperature was so low. The gauge
hrad been turned up to a higher sefting.

During an interview with ihe Director of Nursing
on 8/22/12 at 3:45PM she stated that it was
expecled that the freezers be defrosted according
to the weekly schedule and the temperatures
maintained between 36-46 degrees Fahrenheit.

F 456G | 483.70(c){2) ESSENTIAL EQUIPMENT, SAFE
58=E | OPERATING CONDITION

F 431

Fa4sg| ALL deficient areas were
corrected during the survey
immediately. No other deficiant
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The facility must maintain all essential

: mechanical, electrical, and patient care
| equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff inferviews the
facility failed to maintain kitchen equipment in a
sanitary condition for 1 of 1 freezers, 1 of 1
sanitizing sinks, 2 of 2 ventilation fans, 1 tray
transportation cart, and 2 shelving uniis.

Findings include:

During the initial tour of the kitchen on 8/20/12 at
10:40 AM the walk in freezer was observed to
have a thick buildup of ice located under the fans
in the back of the unit. lce several inches thick
and extending down approximately 6 inches from
the fans was noted. Water was observed
dripping from the ice into the freezer interior. The
floor of the freezer had a large serving tray size
area of ice on the floor at the entrance door.
Food products, the wall sides, and the plastic
hanging flaps at the door were all cover with a 4
inch buildup of ice crystals.

The pot sanitizing sink was observed during a
hand wash cycle for pots and pans. The water
temperature in the sink was 160 degrees.
Sanitation guidelines require submersion in water
greater than 171 degrees for 15 seconds for
items to be safely sanitized.

Two electric fans were used for ventilation in the
kitchen. Each of the fan guards had a film of

the kitchen., No resident was
affected by this deficiency
but all residents had the
potential to be affected. The
dietary staff have been educated
on the survey findings and
overall cleanliness of the
kitchen., They have also been
educated on the correct
temperatures of the sanitation
sink and the dmportance of making
sure the freezer 1s free of ice
build-up. They have also been
educated on keeping all carts,
racks, and shelving units clean
and free of dust, food, or
grease. The DON has started a
weekly walk through of the
kitchen., This will be added
to our quality assurance
program to be monitored weekly
times 4 weeks then monthly if
1007 compliance is achieved.
The monitoring will be done by
our PI/Educator nurse.
Completion date for this
deficiency is 9-7-12.

9-7-12
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Continued From page 11

grease buildup with dust embadded. One of the
fans was positioned directly above the kitchen
standing mixer.

A cart used to transport trays to the Hospice
center was neted have grease build up with food
partictes on the cart.

A 4 rack shelving unit was observed o be in use
for air drying dishes in the kitchen. Lean cups
and bowls were inverted on trays placed on the
shelving unit. The unit was nofed to have heavy
dust and grease buildup.

A green 5 rack shelving unit was noted direcily
acfoss from the dishwasher. The shelves
contained (10) 28 oz resident ice cups wilh tops
and straws inverted to air dry with direct contact
to the unit. The selves were observed o have a
heavy grease build up, dust, and a thick sticky
yellow substance on the shelves.

During an intervention with the Kitchen Manager
on 8/20/12 at 11:35 AM she stated the kitchen
had a cleaning schedule staff were expected to

: follow. She indicated Maintenance was

responsible for fixing the freszer and they had
been contacted twice to correct the ice build up
problem. The Manager revealed Maintenance
was responsible for cleaning the fans once a
month. She indicated foed carts are to be cleaned
4 times a week and sanitized three times a week,
The Manager stated she was not aware the
assigned cleaning had not been done. A review
of the cleaning schedule did not reveal any
assigned cleaning of shelving storage units.

An interview was conducted with the Director of

F 456
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F 458 | Continued From page 12 F 456

the facility on 8/23/12 at 3.30 PM. She stated she
was very disappointed with the findings in the
kitchen. She indicated staff had been trained and
! given a cleaning schadule. She revealed it was

| her expectation staff would adhere to the cleaning
schedute and maintain a clean and safe kitchen.
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K Q00 | INITIAL COMMENTS K 000
Surveyor, 27871

This Life Safety Code(LSC) survey was .
canducted as per The Code of Federal Register
al 42 CER 483.70(a); using the Existing Health
Care agction of the LSC and its referencex
publicetions. This buliding Is Type 10{211)
construction, one story, with a coriplete
automatic sprinkler system. Facility is using
NCSBC special locking.

The deficlancles determinad during the survey
are as follows:
NEPA 101 LIFE SAFETY CODE STANDARD

Exit accass Js arranged so thet exits are readily
accesalble at ol tmes in accordance with section
71, 1821

This STANDARD s not met ss evidenced by
Surveyor, 27871

Based on obsarvations and staff interview at

approximataly 10:30 am onward, the following
iterns wera noncompliant, specific findings
include: statf did not know where emergency
reloash swilch was located at nursa atation to

reloase locking systern for mag locks{1200) wing.

A2 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

if there is an automatic sprinkler system, itis
Instalted in accordance with NFPA 13, Standard
for the Instaliation of Sprinkler Systams, to

Ko0ab[We are in che process of
educating every staff member
on the over-ride switch that 413
'located ingide each door key
pad. No resident was affected
by this deficiency bur all
regidents had the porencilal

to be affected, This will be 1
added to our quality assurance
program 0 staff will be
drilled weekly times 4 weeks
ithen monthly on the use of :
the over-ride switches. 3-28-11

K 056[The chime strobe device was
replaced the day of the survey
o other deficient chimes wexe
jdentified. ¥No resident was
laffected by this deficiency

(X% DATE

MBOITA? INRECTORY OR PR ER/SUPPLIER REPREIENTATIVES SIOHNATURE TITLE
AL RM M) s q.0-[2
An clency

pladpment ending with sn asterisk (%) dencles a dwdenc;\-him tha Institulion may ba axcuasd from corsciing providiog & Is determinad mat
other safaguards provids sufficlent protaction to the patients, {Seo imstructions.) Exocpl for nursing hemas, tha fndinges stoted above are disciosahie 90 days
follewing tha dets of survay whethar ar 1t a plan of corrmction {8 provided.
days following tha dafe theao dociamants se mada gvalisble to tha facilty.
program panicipation. .

Fat nurelnp homas, the xbova findinga and plans of comection em discloastiks 14
if duficencsas urm cied, @n epproved pian of correction ks requisite to continued

atrl
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K 068 | Continued From page 1 K psglbut all residents could have
provide complate coverage for all portions of the been, It is not mecessary TO
buliding. The system is property maintained in ladd this to our quality
accordante with NFPA 25, Standard for the iagsuxance program. The
Inspoction, Testing, and Maintenance of Lnain tenance department and
Water-Based Fire Protection Systems. (tis tully Simplex will momitox this once
supervisad. There is a refiable, adequale water a quarter with the sprinkler
supply for tha system. Raquired sprinkler checks 9-13~12
systems are equipped with watar llow and Tamper )
switches, which are elechrically connected to the
building fire alarm system.  19.3.6
This STANDARD 8 not met as evidenced by
Surveyor, 27871
Baged on ohzarvations and staff Interview at
gpproximately 10:30 am onward, the following
itams ware noncompliant, spectfic findings
Incliide: chima was not worklng on 1100 hall by
room $406 and 1108 when fwe alarm was on test.
42 CFR 483.70{a)
K 062 | NFPA 101 LIFE SAFEYY CODE STANDARD K 062{The tamper switch has beem
88=E iordered. Simplex is being
Required automatic sprinkler systems are ‘1ined up to do the work. No
g‘;ﬁ%‘;ﬁ"ggf:’g‘ﬁ;ﬁd in fe‘;‘?dbﬁ;ggmﬁﬂﬂ other deficient areas were
e inspected a jdentified, It is nol necessaypy
ggngfi;:saﬂy. 19.7 8, 4.8.12, NFPA 13, NFPA to add this to our quality
' asgurance program. The
naintenance department and
Simplex will monitor the
This STANDARD s not met a8 evidenced by tamper switch quartexly. 80-27-12
.| Suveyor: 27871 '
Bused on ohservations and staff Interview al
approximately 10:30 am onward, the following
itarns were noncompliant, specific findings
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K 082 | Continued From page 2

Include: valve connacted to accelerator was not
electrical aupervised to send signal to fire alarm
control panel(nger reom ).

42 CFR 483.70(a)

K 087 | NFPA 101 LIFE SAFETY CODE STANDARD
$5xp
Heating, ventilating, and air conditioning comply
with the provisiens of section 8.2 and are installed
inaccordance with tha manufacturer's
specificatlons.  18.5.2.1, 9.2, NFPA 80A,
10522

This STANDARD 15 not met as evidenced by:
Surveyor: 27871

Based on observations and staff ntarview at
approximately 10:30 am onward, the following
itams were noncompliant, specific findings :
include: damper Jocated on 1200 in atic near
oom 1202 did not closs on fire alam test.

42 CFR 483,70(a)

K 062

K067 This wag corrected the day of
the survey. No octher deficien
damperd have been identified.
No residents wers affected by
this deficiency but all resideAts
It is not
mecessary tvo add this to our
quality assurance program.
This will, be checked annuzilly
by our maintenance department

¢ould have been,

and Simplex.

T

9-13-12
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K 000 [ INITIAL COMMENTS K000
Surveyor: 27871
No LSC deficiencies noted at time of survey.
42 CFR 483.70(a0
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency stafement ending with an asterisk (*} denotes a deficlency which the Institution may be excused from corracting providing i Is determined that
other safeguards provide sufficient protection to the patlents. (See instructions.) Excapt for nursing homaes, the findings stated above are disclosable 80 days
following the date of survey whather or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
" days following the date these documents are made available to the factlity. If deficlencles are cited, an approved plan of correclion is requisite to confinued
program participation.
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