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A complaint health survey for compliance with 42 ‘

CFR Part 483, Subpart B, requirements for Long ‘

Term Care facilities was conducted from 4/15/24 ‘

through 4/16/24. The areas surveyed included ‘ |
| resident abuse and neglect. Avantara Norton was ‘

found in compliance. ‘ ‘

A complaint health survey for compliance with 42
| CFR Part 483, Subpart B, requirements for Long ‘
Term Care facilities was conducted on 4/15/24. ‘
| The areas surveyed included resident abuse and
neglect. Avantara Norton was found to have past ‘
' noncompliance at F726 for not providing |
~ medication in a timely manner. ‘
F 726 Competent Nursing Staff ‘ F 726
$S=D  CFR(s): 483.35(a)(3)(4)(c) \

' §483.35 Nursing Services ? |
The facility must have sufficient nursing staff with [ [ ‘
' the appropriate competencies and skills sets to
provide nursing and related services to assure ; [
| resident safety and attain or maintain the highest \
practicable physical, mental, and psychosocial
i well-being of each resident, as determined by
| resident assessments and individual plans of care
| and considering the number, acuity and 1
diagnoses of the facility's resident population in '
accordance with the facility assessment required ‘
at §483.70(e). :
|
|

|

| §483.35(a)(3) The facility must ensure that

i licensed nurses have the specific competencies
| and skill sets necessary to care for residents’ !

| needs, as identified through resident ‘ ( .

l assessments, and described in the plan of care.

i §483.35(a)(4) Providing care includes but is not ‘ |
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 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 following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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limited to assessing, evaluating, planning and
| implementing resident care plans and responding i ‘
to resident's needs.

§483.35(c) Proficiency of nurse aides. ,

The facility must ensure that nurse aides are able | ‘

to demonstrate competency in skills and ; .

techniques necessary to care for residents’ ‘ i ,
needs, as identified through resident
assessments, and described in the plan of care. | \
This REQUIREMENT is not met as evidenced '

by: |
Substantial compliance was confirmed on Past noncompliance: no plan of 1

4/14/24 at 3:23 p.m. after a phone interview was \ | correction required.
| conducted with hospice liaison that the numbers |
for three of the nurse's stations were provided to
the hospice provider for faxing physician's orders
that would include new medication orders.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QDB611 Facility ID: 0074 If continuation sheet Page 2 of 2



