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Final Corrected Plan of Correction 

Facility: Silver Oak Nursing and Rehabilitation Center 

Alleged Compliance Date for All Tags: 5/23/26 except F607 5/7/2026 

F865 – QAPI 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice.  

The facility reviewed deficiencies cited under F658, F725, and F880 and 

implemented corrective action related to treatment documentation, infection 

control practices, and timely response to resident needs. 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  

Residents with the potential to be affected were reviewed through focused 

audits related to treatment documentation, infection control practices, and 

call light response times. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  

The IDT team will be educated on the components of F658, F725 and F880 by 

the DCS on 5/20/2026. The facility updated QAPI monitoring processes and 

incorporated ongoing review of treatment documentation, infection control 

compliance, staffing responsiveness, and identified facility PIPs to ensure 

concerns are identified and corrected timely. The facility coordinated 

installation of a 475 device integrating the wander management system with 

the call light system to allow monitoring and auditing of call light response 

times and improve staff accountability. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The DCS will attend the monthly QAPI to ensure continued progress and 

compliance in F658, F725 and F880.  Any areas identified with trends or 

noncompliance will have retraining and adjustments to the plan and/or PIP 

as needed. The Administrator/designee will conduct audits monthly x3 

months and findings will be reviewed through QAPI for further 

recommendations as indicated. 



 

F725 – Sufficient Nursing Staff 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice.  

Residents #26, #50, #1 and #80 are now being answered timely. 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  

Residents with the potential to be affected were reviewed through resident 

interviews and call light monitoring observations. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  

Staff were re-educated regarding timely response to resident call lights and 

resident care needs. The facility reinforced expectations regarding timely 

resident assistance and implemented ongoing monitoring of call light 

response times. The facility coordinated installation of a 475 device 

integrating the wander management system with the call light system to 

allow monitoring and auditing of call light response times and improve staff 

accountability. Resident Advocate rounds were re-implemented and include 

routine resident check-ins regarding satisfaction with call light response 

times. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The Director of Nursing/designee will conduct QRC of 10 random call light 

audits and 5 resident interviews weekly x4 weeks, then monthly x3 months 

through QAPI. The findings will be reported to the Quality 

Assurance/Performance Improvement Committee monthly until the 

committee determines substantial compliance has been maintained and 

recommends quarterly monitoring.  

F607 – Hiring Compliance 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice. 

Staff H’s May Work letter was received on 1/23/26 and placed in the 

employee file. Staff I’s nurse license verification was obtained on 10/15/25 

and placed in the employee file. Staff I was terminated on 5/5/26. 



2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken. 

A facility-wide audit of employee files was completed to verify nurse 

licensure verifications, SING results, DCI clearance documentation, and May 

Work letters. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur. 

Administrator was re-educated regarding nurse licensure verification 

requirements, SING review, DCI clearance documentation, and use of May 

Work letters prior to hire when applicable. A new HR representative was 

hired on 4/30/26 and will receive education related to these requirements 

prior to independently performing HR functions. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place 

The Administrator/designee will audit new hire files monthly x3 months 

with focus on nurse licensure verification, SING results, DCI clearance 

documentation, and May Work letters through QAPI. 

Alleged Compliance Date: 5/7/2026 

 

F628 – Transfer/Discharge Notifications 

1) What corrective action(s) will be accomplished for those residents found to 

have been affected by the deficient practice.  

Social Services will re-send the Ombudsman notifications for the previous 6 

months utilizing the correct notification form and will continue utilizing the 

correct form going forward. 

 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  

Residents with the potential to be affected were reviewed through audit of 

recent transfer and discharge documentation. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  



The Administrator will educate Social Services staff regarding Ombudsman 

notification requirements for resident transfers and discharges. The facility 

reinforced discharge tracking processes to ensure required notifications are 

completed timely. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The Administrator/designee will audit discharge records monthly x3 months 

through QAPI. The findings will be reported to the Quality 

Assurance/Performance Improvement Committee monthly until the 

committee determines substantial compliance has been maintained and 

recommends quarterly monitoring.  

F658 – Professional Standards of Care 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice.  

Resident #1 is now receiving treatments as ordered.  The nurse identified 

during survey was terminated on 5/5/26. 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  

Residents receiving treatments with the potential to be affected were 

reviewed through audit of current treatment records and documentation. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  

Licensed nursing staff were re-educated regarding treatment completion and 

documentation requirements. The facility reinforced expectations for timely 

completion and documentation of treatments in accordance with physician 

orders and facility policy. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The Director of Nursing/designee will audit treatment documentation of 5 

residents weekly x4 weeks, then 5 residents every other week x4 weeks, then 

monthly x1 month through QAPI. The findings will be reported to the Quality 

Assurance/Performance Improvement Committee monthly until the 

committee determines substantial compliance has been maintained and 

recommends quarterly monitoring.   



F698 – Dialysis Services 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice.  

Licensed nursing staff were re-educated regarding dialysis communication 

and pre/post dialysis documentation requirements. The dialysis TAR order 

was updated to require completion of both pre- and post-dialysis 

assessments. 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  

Residents receiving dialysis services with the potential to be affected were 

reviewed through audit of current dialysis documentation. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  

The Director of Nursing/Designee re-educated licensed nurses on dialysis 

communication and documentation processes to ensure required 

assessments and communication are completed consistently. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The Director of Nursing/designee will audit pre/post dialysis assessments 

daily x30 days, then weekly x3 months through QAPI. The findings will be 

reported to the Quality Assurance/Performance Improvement Committee 

monthly until the committee determines substantial compliance has 

been maintained and recommends quarterly monitoring.  

 

F880 – Infection Prevention and Control 

1) What corrective action(s) will be accomplished for those residents found to have 

been affected by the deficient practice.  

Staff are now utilizing EBP while caring for resident #11 while bathing and 

#6 while administering enteral feeding. 

2) How you will identify other residents having potential to be affected by the same 

practice and what corrective actions will be taken.  



Residents with the potential to be affected were reviewed through infection 

control rounds and observation of Enhanced Barrier Precaution practices. 

3) What measures will be put into place or what systematic changes will you make 

to ensure that the practice does not recur.  

Staff were re-educated regarding Enhanced Barrier Precaution requirements, 

including appropriate PPE use and availability of required signage and 

supplies. The facility reinforced infection control practices related to PPE use, 

Enhanced Barrier Precautions, and availability of required supplies and 

signage. The facility initiated an Infection Control PIP on 3/27/26 which was 

revised to include Enhanced Barrier Precaution compliance and monitoring. 

4) How the corrective action(s) will be monitored to ensure the practice will not 

recur, i.e., what quality assurance program will be put in place  

The Infection Preventionist/designee will conduct infection control audits 

weekly to validate use of EBP for 10 residents requiring EBP x 4 weeks then 

monthly x 2 months through QAPI.  

 

Alleged Compliance Date: 5/23/26 except F607 was 5/7/26 
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