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V0540 CFC-PATIENT PLAN OF CARE
CFR(S): 494.90

This CONDITION is not met as evidenced by:

Based on observation, review of medical records (MR), facility policies and
interviews, it was determined the facility failed to ensure staff provided care
according to facility policies and procedures and physician orders and the patient's
Plan of Care (POC) during care delivery. This had the potential to negatively affect all
patients dialyzed at thisfacility. Refer to V 543, V 544, V 545, V 550, and V 551 for
findings.



