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F 278 | 483.20(g) - (n) RESIDENT ASSESSMENT | Fors

§5=B st tely roficot the This facility will ensure assessments  16/16/05
The assessmant must accuraiely e ‘accurately reflect the residents’ status,
resident’s status. . . .

is conducted or coordinated and signed|
A registered nurse must conduct or coordinate by an RN and each professional

each assessment with the appropiiate completing a portion of the asses
participation of health professionals. ; P &8 portion o sment

A registered nurse must sign and certify that the 1) a) Resident # 15 will have a ROM 6/16/05

assessment is completed. assessment completed by DON

Each individual who cdmpleteg a portlon of the 2) a) Bes1dgnt #dzél) w1[111 have section RZk 6/16/05

assessment must sign and certify the accuracy of signed and dated. )

that portion of the assessment. 3) a) Resident #30 will have section R2b 6/16/05
signed and dated,

| Under Madicare and Mediceid, an individual who
willfully and knowingly—

Gertifies a material and false statement In a b) All MDS’s ROM and voluntary 6/16/05
resldent assessmant is subject to a civil money movement areas will be reviewed

penalty of not more than $1,000 for each for appropriateness. :
assessment; or : . b

Causes another Individual to certify a material All MDS date and. signature areas wi

and false statement in a resldent assessment Is be reviewed and signed and dated as;

subject to a clvil money penalty or not more than ! appropriate,

$8,000 for each assessment. J
¢) Al MDS staff will be inserviced . 6/16/05

Clinical disagreement does not constitute a

material and false statement. : regarding appropriate coding and
This REQUIREMENT is not met as evidenced | signature times frames using State
by: deficiency resuits as inservice tool.

j

Based on observation, medical record review, ,
and staff interview, the facility falled to assure i o . , .

accurate completion of the Minimum Data Set d) This will be monitored by Medical | 6/¥6/05
(MDS) assessments in various areas for 3 of 10 . Records through quarterly QA
sample residents (#16, #20, #30) for whom the Meeting.

assessments were reqguired, The findings were:

1. On 5/4/05 at 1:45 PM cbservaticn showed
resident #15 ambulated epproximately 50 feet

LABORATORY DIRECTOR'S o(r‘PROWDERJSUPPLEER REPRESENTATIVIE'S SIBNATURE ' TITLE (X8) DATE
S ) n_Q Y S ‘P\G‘) pALN STR AT Ko 3 '7"0{
ncy statemant ending with an esterisk (*) derotes a deficlengy which the institutior may be excused from correcting providing it Is detarmined that

other sateduards provide sufficient prolestion fo the patients. (Sea instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following ¥he date of survey whether or not 8 plan of cormection is provided. For nursing homas, the above findings and plana of correction are disclosakie 14

ng the date lies .docE s ara mﬁda available to.the faciity. If deficiencles are cltgd, an approved plan of cerrection Is requisite o continued
ﬁ /
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F278

| with a gait belt, walker, and contact guard

Continued From page 1

asslstance from one staff member. The resident's
knees remained bent and a/he |eaned forward
into the walker, Review of the 12/7/04 quarterly |
VDS assessment showed the resident had no
limitations In range of motlon (ROM) er voluntary
movement. However, the resident showed a
decline on the 3/1/05 annual MDS assessment
with limitations In mobility and partial loss of
voluntary movement in bath legs. On 5/5/05 at
10:45 AM, Interview with the director of nursing
{DON}, whowas also the MDS coordinator,
revealed she coded the 12/7/04 assessment
inaccurately. The resident shouid have been
coded as limited mobility with partial loss of
valuntary movement In. both legs. !
2. Review of Section AA9 showed that the :
admission MDS assessment for resident #20 was
completed on 5/4/05, However, Section R2b was
not dated. interview with the DON on §/4/05 at
1:20 PM confirmed the R2b date was lacking.
According to the December 2002, Centers for
Medicare & Medicald Services (CMS) Ravised
Long-Term Care Resldent Assessment
Instrument (RAI) User's Manual, Version 2,0,
Section R2b is for the date the ccerdinator signed
that the assessments were completed,

complation of the date is required,

3. Review of the 4/5/05 MDS assessment for
resident #30 revealed Section R2a was not
signed. Interview with the DON 5/4/05 at 1:20 PM
confirmed the section was not signed.

According to the Dacember 2002, Centers for
Medicare & Madicald Services (CMS) Revised
Long-Term Care Resident Assessmernt :
Instrument (RAJ) User's Manual, Versicn 2,0, i
Section R2a is for the signature of the person
cuordinating the MDS assessments, and

F278

[
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£ 278 | Cortinued From page 2
‘ completion of the signature is required. ;

eview of Section AAS showed that the

ipum Data Set (MDS) admisslon

saents for resldent #20 was completed on
ever, Section R2b was not dated.

3. Review of the 4/5/05 assessments for
resldent #30 revealad the Sectisg RZa was not
sighed. Interview with the DON 5/21Q8 at 1:20 PM
confirmed the R2B had not been sign

F 318 | 483,25(e)(2) QUALITY OF CARE
S8=E
Based on the comprehensive assessment of 8
resident, the facility must ensure that a resident
with @ limited range of motlon recelves
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, medical record review, |
staff Interviews, and review of facility policies, the |
facility falled to provide approptiate treatment and i
services to increass, or prevent further decreases }
in, range of motion (RCM) for three of three !
sample resldents (#9, #15, #22) with limited ‘
ROM. The findings were:

1, Review of the 3/1/05 annual Minimum Data Set |
(MDS) assessment showed resident #15 had
fimited ROM in both legs with partial loss of
voluhtary movement. Review of the current
Restorative Care Flow Record showed the

F 278

F 318

This facility will ensure a resident with
lirnited range of motion receives
appropriate treatment and services to
increase or prevent further decrease in
range of motion, !

1} Resident #15 will have formal 6/16/05

documented restorative exercise
plan implemented,

a) Plan for resident #15 will . 6/16/05

include ROM exercises to |
ankles and toes and complete
ROM exercise through all

Possible planes. f
!
i

b) Plan for resident #15 will include 6/16/05

appropriate positioning to best!
facilitate proper ROM of all

E

i

joints and planes f
~ i

!
e
i |
1
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from the knee approximately 18 Inches and then
back to the center 10 times. The restorative alde
(RA, employee #19) supsrvised but did not assist,
The following concerns were identifted:

a. The resident did not perform ROM
exerclses to the ankies and toes, or complete
ROM exarcises through all possible planes for
each joint. The RA did not Instruct the resident to
complete the exerclses in the additional planes
and joints, -

b. The RA did not encourage the resident tc
attemnpt the exercises In any other position than in
: the recliner, Nor did the RA apply any reslstance
( to the resident’s legs or instruct the resident to
complately Fft hisfher lags off the recliner seat.

¢. Interview with the RA during the
obsarvation revealed sha considared moving the
resident's foot sideways and back to the centar |
was abduction and adduction of the hip, However,
the resident only moved histher legs from the
knees down, not from the hips.

d. No documented restorative exercise plan
was found with the medical record. By reviewing
hospital records, the director of nursing {DON)
found an undated Restorative Care Flow Record
in the physical therapy (PT) recards which
instructed staff to ambulate the resident with a
front wheeled walker and provide upper and lower!

i
i
!
!
1
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F 318 | Continued From page 3 F 3181c) Plan for resident #15 will include hig 6/16/05
resident was to ambulate with a walker and ROM in all planes.
recelve active asslstive range of motion (AARCM) ' _
exercises to the lower extremities with 10 d) Plan for resident {15 will be re-evalyated
repetitions to each joint, However, review of the by restorative nurse and PT. New | 6/16/05
medicai record showed it lacked a formal, plan for ROM and ambulation will
documented restorative exarcise plan, On 5/5/05 be impl ted and foll g
at 1:45 PM, observation showed the resident sat ! implemented and Iollowe
in a recliner after ambulating and performed 10 through RA program.
repetitions of non-resistive flexion and extension -
exercisas to the bllateral hips and kbees. [n 2) Resident #22 will have complete 6/16/05
addition, the resident moved each foat sideways

implemented.

4) Facilities policy will be reviewed and
rewritten to include all appropriate
disciplines recommmendations and R
definition. Word of mouth plannin

with appropriate documentation.
New facility restorative policy will

Be developed. Policy will include
ROM definitions, appropriate

restorative nursing assessment done
to include PT review and involVemint.
New plan for ROM exercises, including
Appropriate joints and planes will be
implemented. [

3) Resident # 9 will have complete | 6/16/05
restorative nursing assessment done
to include PT review and involvement,
New plan for ROM exercises, 1nc1u<3mg
Appropriate joints and planes will be

will be formulated and carried throvgh

identification of restorative need, |

6/16/05|
OM

7

6/16/05
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PROVIDER'S PLAN OF CORRECTION !

2. Review of the 3/22/05 MDS assessment

! revealed resident #22 had limited movement on

both sides of the neck and in both arms, hands,
legs, and feet with partial loss of voluntary
movement in each joint. Aceording to the 3/31/05
care plan, staff were to provide "ROM per CNA
(certified nurse aide] every time prior to getting
out of hed." However, review of the original
Restorative Care Flow Record devised by PT and
dated June 2003 showed staff were to provide
“passive ROM to entire” upper and lower
extremities. Review of the therapist's and
physician's current orders showed ROM was nct
addressed. On 5/3/05 at 7:26 AM, cbservation
showed two CNAs assisted the resident out of
bed after completing passive flexion and
axtension exercises to the khees and elbows.
The CNAs performed the exercises in a rapid and
jerky manner, but neither CNA stretched the
resident's joints nor exercised all joints,

Interview with the administrator and director
of nursing on 5/5/05 at 9 AM revealed the
instructions on the care plan were incorrect and

i should be for flexdon and extension of the elbows

and Knees, No therapy orders for the exarcises

‘ which were completed were found in the medical
: record nor in the restorative decumentatioh,

However, the DON found the July 2003
Restorative Care Flow Record in the PT records,
That revised program was for "passive stretching
to elbows & kness to allow for dressing.”

The June 2003 and July 2003 Restorative
Care Flow Resords did not agree and lasked
dooumeantation explaining the differences, there
was no plan which specified the current program

(%4) ID SUMMARY STATEMENT OF DEFICIENGIES I D P e
PREFIX {EACH DEFICIENGY MUST BE PRECEEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 318 | Continued From page 4 F 3184) continued
extremlty resistive exercise three to five times per interdisciplinary review, PT and 6/16/05
- week. The exercises which were performed did restorative nurse evaluation and
not follow the instructions. recommendations. All CNA staff will be

inserviced regarding proper ROM
techniques. Restorative Aide will
dernonstrate appropriate ROM technjiques
to include all planes. All residents idgntified
by MDS to exhibit limited ROM will have
complete restorative nursing assessment
done to include PT recommendations.
New plan for restorative interventions
will be implemented.

This will be monitored by DON ?/ 16/06
through Quality Assurance reporting
monthly times three. Then quarterly
reporting,
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F 318 | Continued From page § F 318

of exercises, and the actual exercises which were
completed by staft did not match any previcus |
+ instructions. i

3, Review of the 8/31/04 annual Minimum Data
Set (MDS) assessment showed resident #9 had
limited ROM in both arms, hands and legs with
partial loss of voluntary movement. Review of the
April 2005 Restorative Care Flow Records '
showed the resident was to receive active or
active assistive range of motion (AROM/AAROM)
exercises to the shotlders, hands and fingers
with 10 repatitions to sach {cint. That plan was
discontinued on 4/13/05 and passive range of
motion (PROM) to the shoulders, hands and
fingers with 10 repetitions to each joint was
initiated. However, no orders to change the type
of restorative exercise program were found with
the medical resord. By reviewing purged records,
the director of nursing (DON) found a July 2004
restorative program in the PT records which
instructed staff to provide AROM to all
extremities. In addition, staff were to provide !
resistive exercises to the upper and lower. i
extremities. 5
Observation on 5/3/05 at 1:12 PM shawed RA| i
: 10 assisted resident #9 with ROM exercises
consisting of 10 repetitions each of flexicn and
extension to the bilateral shoulders, elbows, :
wrists, and fingers, The resident did not move the i
upper extremity joints through any other planes,
and the RA did not provide any instructions i
1 related to further exercises for ROM, Neither :
| documented exercise program was foliowed,

4, Review of the facllity's 3/6/04 policy,
"Restorative Nursing Program,” revealed
restorative care would be provided for each
| resident *ageording to their needs." Fuither

b

r
' H
i

L
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F 318

| with a therapist. Additionally, the policy lacked the -

'| rastorative care from PT, to restorative, to the

+ each [oint was Initlated. However, no orders to
change the type of restorative axgreise pregram

| instructed staff to provide AROM to all

Confinued From page 6

review of the palicy revealad the restorativa
program "will be initlated per therapist's
recommendations” if the resident was working

definltion of ROM. However, interview with the
administrator and director of nursing on 5/6/05 at
9 AM revealed ROM exercises consisted of
working all joints through all planes each joint”
could do, unfess it had heen determined It was
unsafe fo move the joint through a speciflc plane,
During the Interview, the DON stated a lot of
decisions were made hy "word of mouth" and
were not documented in a formalized manner.
Furthermore, the administrator stated she
praviously identified problems following the flow of

CNAs, but solutions o the problems had not yet
bean developed. ‘

. Raview of the 8/31/04 annual Minimum Data
t (MDXS) assessment showed resident #9 had

iimked ROM in both arms, hands and legs with
partidioss of voluntary movement. Raview of the
April amd May 2006 restorative care plan showed
the residert was to receive active or active
assistive range of moticn (AROM/AAROM)
exerclses (o thighoulders, hands and fingers
with 10 repetitiondjo each joint.

That care plan was diSspntinued on 4/13/05 and
passive range of mation YWROM) ta the
shoulders, hands and fingerg with10 repetitions to

wera found with the madical recorth By reviewing !
purgad records, the director of nursirg (DON} :
found a July 2004 restorative program
2004 in the physical therapy (PT) recordsh

F 318
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F 318 | Continued From page 7 F 318
extremities. In addition, staff were to provide !
! Prsistive exerciges to the upper and lower ;
ex¥emities. ;
Observiion on §/3/06 at 1:12 PM showed RA |
#19 assisted resident #9 with ROM exerclses i
consisting olNQ repetitions each of flexion and |
extension to thdwilateral shoulders, elbows, \
wrists, and fingerwThe resident did not move the |
upper extremity join through any other planes, |
and the RA did not provide any instructions :
related to further exerciseS\pr ROM, Neither ;
exerclse program was follow
F 432 | 483.60(2) PHARMACY SERVICES F 432{ This Facility will store all drugs and
$8=D biologicals in locked compartments under
! In accordance with State and Federal laws, the progper tem erature controls, . 3
facllity must store ail drugs and hiclogicals In oy \uﬁ/wd% waowﬂcj f vudes o ‘{ﬂ*“""
locked compartments under proper temperature }i?] e dlcaltwns curre t1 2 ;afcmt a ”‘b“‘)g’ ¢
controls and permit only authorized personnal to n errigerator :
have access to the keys. will be destxoyed. éﬁ/ 16/05
!
The facility must provide separately locked, Thermometer will be purchased and $ /16/05
permanently affixed compartments for storage of | placed in refrigerator. Temperature log
controlled drugs listed in Schedute Il of the T ; . &
Comprehensive Drug Abuse Prevention and will be placed in medication room
Control Act of 1976 and other drugs subject to temperatures will be logged each shift
abuse, except when the facility uses single unit by LN’s, 5
package drug distrlbution systems in which the :
guantity stored is minimal and a missing dose can P ; |
be readlly detected. This will be mprutored by DON th‘rougbh
quarterly Quality Assurance reporting. 6/16/05
This REQUIREMENT s not met as evidenced :
by |
Based on observatlon staff Interviews, and : "
review of a pharmacist’s information, the faclity l
failed to assure medications which required
refrigeration were stored al proper temparatures.
FORM CM3-2687{02-99) Previous Yersicns Obsolels Evenl |D: WAER1M Faclliy If continuation sheat Page 8of 12
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F 432 | Continued From page 8 F 432 1
The findings were: '

Observation on 5/4/05 at 9:20 AM revealsd the
refrigerator in the medication room lacked a
thermometer and falt warm. On §/4/05 at 11:20
AM, registered nurse (RN) #7 and the director of
nursing (DON) confirmed the refrigerator lacked a
thermometer. In addition, neither nurse could
state how long the thermometer had been
missing or find the daily temperature log. The RN
stated, and demonstrated, that the door of the
refrigerator must be shut firmly or it did not stay
closed. The refrigerator contained medications
including 3 vials of Pneumovax, 4 vials of Lantus
insulin (3 unopened, 1 opened), 1 opened vial of
Influenza vaccine, and 2 vials of Purified Protein
Derivative (PPD) for tuberculin skin esting,
Review of the instructions on each box showed ali;
but the influenza vaccine should be stored at
terrperatures ranging fram 36 degrees
Fahrenheit (F) to 48 degrees F, influenza vaccine
should be stored at temperatures ranging from 35
| degrees F to 46 degrees I,

On 5/4/05 at 12:55 PM the DON stated the
temperature log for May 2005 was not put out for
staff to use. The last documented temperature
reading for the refrigerator was April 30, 2005,
The DON also stated the refrigerator door must
| be closed firmly to assure it was actually shut

Reviow of research provided by the
pharmacist showed there was no available ;
information on PPD related to the length of time it |
could be stored outside the correct temperature | i
range before it deteriorated. The note also |
documented that influenza vaccine kept outside
the temperature range was "OK up to 72 hours as |
leng as [it was] unopened.”

F 4541 483.70 PHYSICAL ENVIRONMENT F 454
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION R
PREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 454 { Continued From page 9 F 45411) This facility will be designed, i6/16/05
§8=F constructed, equipped and maintained
The facility must be designed, constructed, to protect the health and safety of
equipped, and maintained to protect the health | residents, personnel and public, |
and safety of residents, personne! and the public. | : }
This REQUIREMENT is not met as evidenced 2)a) Single outlet over sink in beauty 16/16/05
by: .; shop will be replaced with GFFI |
Rased on observation and staff interview, the t outlet. |
facility falled to ensure the building's electrical _ :
system was maintained in a safe manner. The b) Single outlet in bathroom next to I 6/16/05
findings were: resident “bathing room” willbe !
1 , replaced with GFT outlet.
Observation on 5/4/05 at 8:14 AM revealed 11 . .
alectrical outiets were not ground fault interrupt Electric shaver will be removed.
(GF1) outlets. According to the NFPA 70 Natlonal ‘ _
Elactrical Code 1999 Edition, Article 210-Branch c) T'wo single outlets over the counter6/16/05
Circuits, Section 210-8 (a) and Article 517-Health - in “clean utility” room will be replaged
Care Facilties, Section 517-20, wet locations, al with GFI outlets. AC adapter will be
outlets within 8 feet of the outside edge of a wet remaved.
bar sink are to have ground-fault !
clrcuit-interrupter protection. Outlet locations were ‘ ;
e followe, PP d) Single outlet and double outlet over 6/16/05
a, One singte outlet over the sink in the the counter in “dirty utility” room
beauty shap. will be replaced with GFI outlets.
b. One single outlet i the bathroom next to 5
the resident "Sathing Room". An electric shaver - | ¢) Single outlet over the sink next to | 6/16/05
was plugged into this outlet and sitting on a shelf . :
! next to the sink the nurses station will be replaced
c. Two single outlets over the countasr within with GFI outlet,
six feet of the sink in the "Claan utllity” ream, ;
: Plugged into one of these outlets was an AC ' f) Single outlet over the sink in the {6/16/05
i ada%lO{_.W ot rale and & doub medication room will be replaced
. Two outlats - a sihgle and a double - over ‘thaC
' the counter within six feef of the sink in the "Dirty with a GFT outlet.
i (solled)" utility room. , o
e, One single outlst over the sink next ta the g) Single outlet over each sink in the ! 6/16/05
nurses' station, Men's and Woman’s public
f. One single outlet over the sinkin the bathrooms next to the entrance
medication room next to the nurses’ station. This | will be replaced with a GFI outlet.
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Xa)1D SUMMARY STATEMENT OF DEFIGIENCIES : D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX {EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX | .  (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATICN) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
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F 454 | Continued From page 10 F 454, h)The“six receptacle” outlet located 6/16/03
outlet was also an emergency genaerator outlat | in the SeIving kitchen will be
{red covering). : replaced with a GFI outlet,
" g One single outlet over each sink in the i
Pﬂe[rlwi';ang women's public restrooms next to the i) The outlet in the facility laundry| 6/16/05
acllity entrance, _ . .
h, One "six receptacle" outlet over the counter; rocﬁntwﬂl be replaced with a GF
within six feet of the sink in the serving kitchen. outlet.
Plugged into this outlet was the ice making o _
machine, 3} Facility will be checked for outlets | 6/16/05
i, One outlet in the facliity laundry room j within six feet of a water source
behind the washing machine contained botha | without GFI protection. All outlets
standard 120 volt (V) and a 220V dryer outlet. i . o . .
The clothes dryer was plugged into the 220V lde?u_ﬁe‘i will be replaced with GF
outlst. ; outlets,
interview with the facility maintenance ! ' . .
supervisor an §/4/05 at 10:00 AM and the facility | 4) This will be monitored by Safety
administrator on 5/5/05 at 11:30 AM revealed they officer through annual Quality
were nof aware the outlets were not GFl, ‘ assurance reporting.
F 466 | 483.70(n)(1) PHYSICAL ENVIRONMENT | F 486\ This facility will ensure that water is
SS=E available to essential areas when there

The facility must establish procedures to ensure isal [ 1 ! ,
that water is available to essential areas when is a loss of normal water supply. 3
: there fs & loss of normal water supply. ;
: : 1) Maintenance staff will flush the — <5426/405~

[]

This REQUIREMENT is not met as evidenced cistern now and semi-annual
by
Based on sfaff interview, review of facility records, 2) Maintenance will review “Emergency

* and review of policles and procedures, the facility

. failed to maintain the emergency water storage Water Supply” policy and set-up

system in proper working order. The findings a schedule accordingly, |
: were: '
E : 3) This will be monitored by Safety
Review of the facility's 12/1/99 policy, "Emergency officer through annual quality
Water Supply"” revealed the clstemn wolld be assurance reporting.

flushed "semi-annually'. However, review of the
maintenance records on 5/4/05 at 9:45 AM
i revealed the concrete emergency water storage

Ll

FORM CMS-2567(02-98) Previous Versluns Cbsulets Evenl [0 W4ER11 Facliity {2 WYD002 IF continuation sheet Page 11 of 12



G-27-05; 2:24PM;South Big Horn Co

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

;2076682139 # 12/ 12

PRINTED: 06/17/2005
FORM APPROVED
OMB NO, 0938-0351

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
"AND PLAN OF CORRECTION ISENTIFICATION NUMBER: COMPLETED
A. BULDING
: B. WING
535019 05/05/2005
NAME OF PROVIDER COR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
388 SOUTH US HWY 20
E 0
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 62410
(%43 1D SUMMARY STATEMENT OF GEFICIENCIES i PROVIDER'S FLAN OF CORRECTION [
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD 8E ZOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
-
F 466 ; Continued From page 11 F 486
cistern was last flushed in February 2002, On
5/4105 at .46 AN, the maintenance supervisor
stated he was unaware of the palicy. Interview
with the administrator on 5/4/05 at 5:50 PM
confirmed the cistern should be flushed
semi-anhually,
¥
3
! {
! _ i
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