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An Emergency Preparedness Survey was E 0000 The preparation and execution of
conducted by the Indiana Department of Health in this Plan of Correction does not
accordance with 42 CFR 483.73. constitute admission or
agreement, by the provider, of the
Survey Date: 08/13/24 alleged deficiencies, or the
conclusion set forth in the
Facility Number: 000553 Statement of Deficiencies. The
Provider Number: 155660 Plan of Correction is prepared and
AIM Number: 100267430 executed solely because it is
required by the provisions of
At this Emergency Preparedness survey, Pulaski federal and state law. This provider
Health Care Center was found in substantial maintains that the alleged
compliance with Emergency Preparedness deficiencies do not individually or
Requirements for Medicare and Medicaid collectively jeopardize the health
Participating Providers and Suppliers, 42 CFR and safety of its residents, nor are
483.73 they of such character as to limit
this provider's capacity to render
The facility has 58 certified beds. At the time of adequate resident care.
the survey, the census was 58. Furthermore, the operation and
licensure of the long-term care
Quality Review completed on 08/19/24 facility and this Plan of Correction
in its entirety, constitutes this
provider's credible allegation of
compliance. Completion dates are
provided for procedural purposes
to comply with state and federal
regulations, and correlate with the
most recent contemplated or
accomplished corrective action.
These dates do not necessarily
correspond chronologically to the
date the provider is of the opinion
that it was in compliance with the
requirements of participation. We
are respectfully requesting a desk
review to clear any and all
proposed or implemented
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Thelma Jean Fort Administrator 08/28/2024

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

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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403.748(b), 416.54(b), 418.113(b),
441.184(b), 482.15(b), 483.475(b), 483.73(b),
484.102(b), 485.542(b), 485.625(b),
485.68(b), 485.727(b), 485.920(b),
486.360(b), 491.12(b), 494.62(b)
Development of EP Policies and Procedures
§403.748(b), §416.54(b), §418.113(b),
§441.184(b), §460.84(b), §482.15(b),
§483.73(b), §483.475(b), §484.102(b),
§485.68(b), §485.542(b), §485.625(b),
§485.727(b), §485.920(b), §486.360(b),
§491.12(b), §494.62(b).

(b) Policies and procedures. [Facilities] must
develop and implement emergency
preparedness policies and procedures, based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, and the
communication plan at paragraph (c) of this
section. The policies and procedures must
be reviewed and updated at least every 2
years.

*[For LTC facilities at §483.73(b):] Policies
and procedures. The LTC facility must
develop and implement emergency
preparedness policies and procedures, based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, and the
communication plan at paragraph (c) of this
section. The policies and procedures must
be reviewed and updated at least annually.

*Additional Requirements for PACE and
ESRD Facilities:

remedies that have been
presented to date.
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*[For PACE at §460.84(b):] Policies and
procedures. The PACE organization must
develop and implement emergency
preparedness policies and procedures, based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, and the
communication plan at paragraph (c) of this
section. The policies and procedures must
address management of medical and
nonmedical emergencies, including, but not
limited to: Fire; equipment, power, or water
failure; care-related emergencies; and natural
disasters likely to threaten the health or
safety of the participants, staff, or the public.
The policies and procedures must be
reviewed and updated at least every 2 years.

*[For ESRD Facilities at §494.62(b):] Policies
and procedures. The dialysis facility must
develop and implement emergency
preparedness policies and procedures, based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, and the
communication plan at paragraph (c) of this
section. The policies and procedures must
be reviewed and updated at least every 2
years. These emergencies include, but are
not limited to, fire, equipment or power
failures, care-related emergencies, water
supply interruption, and natural disasters
likely to occur in the facility's geographic
area.

Based on record review and interview, the facility
failed to develop and implement emergency
preparedness policies and procedures. The
policies and procedures must be reviewed and
updated at least annually in accordance with 42

E 0013 1.
be accomplished for those

What corrective action(s) will

residents found to have been
affected by the deficient practice?
A: The Emergency Response

08/27/2024
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CFR 483.73(b). This deficient practice could affect evacuation policy page 11 was
all residents in the facility. updated on 8/14/24. Removed the
verbiage “Do not utilize elevators in
Findings include: case of emergency evacuation.”
Based on review of the facility's Emergency 2. How other residents having
Preparedness Plan on 08/13/24 at 10:13 p.m. with the potential to be affected by the
the Maintenance Director, the emergency plan same alleged deficient practice
available was not facility specific. The plan given will be identified and what
for review had a section that discussed corrective action(s) will be taken?
evacuation from the second floor of the facility A: No residents were affected by
and this facility is one-story. Based on interview the alleged deficiency. The policy
at the time of record review, the Maintenance was updated on 8/14/24.
Director agreed that the facilities Emergency
Preparedness Plan discussed evacuation from the 3.  What measures will be put
second floor of the facility and that the facility into place and what systemic
was only a one-story building. changes will be made to ensure
that the alleged deficient practice
This item was discussed with both the does not recur?
Maintenance Director and the Administrator at A: Administrator and Maintenance
the exit conference. Director reviewed all Emergency
Preparedness Policies on 8/14/24
to ensure accuracy. All other
policies were accurate and up to
date. On 8/27/24 during the
monthly QA meeting, provided the
QA Committee the information on
the updated policy page 11 with
the removal of the verbiage “Do not
utilize elevators in case of
emergency evacuation.”
4. How the corrective action(s)
will be monitored to ensure the
alleged deficient practice will not
recur; what quality assurance
program will be put into place?
A: All updates to the Emergency
Preparedness policies will be
reviewed by both Administrator
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and Maintenance Director and will
be presented to the Quality
Assurance Committee for review
and approval.
5. By what date the systemic
changes will be completed?
A: 8/27/24
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 The preparation and execution of
Licensure Survey was conducted by the Indiana this Plan of Correction does not
Department of Health in accordance with 42 CFR constitute admission or
483.90(a). agreement, by the provider, of the
alleged deficiencies, or the
Survey Date: 08/13/24 conclusion set forth in the
Statement of Deficiencies. The
Facility Number: 000553 Plan of Correction is prepared and
Provider Number: 155660 executed solely because it is
AIM Number: 100267430 required by the provisions of
federal and state law. This provider
At this Life Safety Code survey, Pulaski Health maintains that the alleged
Care Center was found not in compliance with deficiencies do not individually or
Requirements for Participation in collectively jeopardize the health
Medicare/Medicaid, 42 CFR Subpart 483.90(a), and safety of its residents, nor are
Life Safety from Fire, the 2012 edition of the they of such character as to limit
National Fire Protection Association (NFPA) 101, this provider's capacity to render
Life Safety Code (LSC) Chapter 19, Existing Health adequate resident care.
Care Occupancies and 410 IAC 16.2. Furthermore, the operation and
licensure of the long-term care
This one-story facility, consisting of the original facility and this Plan of Correction
building and a later addition was surveyed as one in its entirety, constitutes this
building since both were determined to be of Type provider's credible allegation of
V (111) construction and was fully sprinklered. compliance. Completion dates are
The facility has a fire alarm system with hard wired provided for procedural purposes
smoke detection in the corridors, spaces open to to comply with state and federal
the corridors, and resident rooms in the northeast regulations, and correlate with the
wing. All other resident rooms are equipped with most recent contemplated or
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battery powered single station smoke detectors. accomplished corrective action.
The facility has the capacity for 58 and had a These dates do not necessarily
census of 58 at the time of this survey. correspond chronologically to the
date the provider is of the opinion
All areas residents have customary access to were that it was in compliance with the
sprinklered. The facility also has one detached requirements of participation. We
equipment shed that was unsprinklered. are respectfully requesting a desk
review to clear any and all
Quality Review completed on 08/19/24 proposed or implemented
remedies that have been
presented to date.
K 0345 NFPA 101
SS=F Fire Alarm System - Testing and
Bldg. 01 Maintenance
Fire Alarm System - Testing and
Maintenance
A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
Based on record review and interview, the facility K 0345 1. What corrective action(s) will 08/28/2024
failed to maintain 1 of 1 fire alarm systems in be accomplished for those
accordance with NFPA 72, National Fire Alarm residents found to have been
Code as required by LSC Sections 19.3.4.5.1 and affected by the deficient practice?
9.6. NFPA 72, Section 14.3.1 states that unless A: On 8/13/24, Administrator
otherwise permitted by 14.3.2, visual inspections educated Maintenance Director on
shall be performed in accordance with the his responsibilities to ensure all
schedules in Table 14.3.1, or more often if required required inspections are
by the authority having jurisdiction. Table 14.3.1 completed within the guidance
states that the following must be visually time lines set by ISDH.
inspected semi-annually: Maintenance Director expressed
a. Control unit trouble signals his understanding. 8/15/24
b. Remote annunciators Maintenance Director contacted
c. Initiating devices (e.g. duct detectors, manual Brenneco and scheduled the
fire alarm boxes, heat detectors, smoke detectors, required visual inspection of the
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etc.) fire alarm system. Brenneco
d. Notification appliances added the visual inspection to their
e. Magnetic hold-open devices quarterly inspections to ensure
This deficient practice could affect all building compliance. The next scheduled
occupants. inspection is 8/28/24.
Findings include: 2. How other residents having
the potential to be affected by the
Based on review on 08/13/24 at 10:13 p.m. with the same alleged deficient practice
Maintenance Director present, documentation will be identified and what
could not be provided regarding a visual corrective action(s) will be taken?
semi-annual fire alarm system inspection. The A: All residents have potential to
most recent testing on the fire alarm was dated be affected. The visual inspection
05/22/2024, but there was no documentation of a of the fire alarm system was
semi-annual inspection six months prior to that added to Brenneco’s quarterly
date. Based on interview at the time of record inspection schedule to ensure
review, the Maintenance Director agreed that as compliance.
of the time of this survey, a visual semi-annual
inspection of the fire-alarm system had not been 3.  What measures will be put
completed adding that he was unaware of the into place and what systemic
requirement to have one conducted. changes will be made to ensure
This item was discussed with both the that the alleged deficient practice
Maintenance Director and the Administrator at does not recur?
the exit conference. A: Maintenance Director or
designee will utilize the audit tool
3.1-19(b) to record the completion of the
visual inspection of the fire alarm
system.
4. How the corrective action(s)
will be monitored to ensure the
alleged deficient practice will not
recur; what quality assurance
program will be put into place?
A: Audit results and any corrective
action taken will be reported to the
Quality Assurance Committee
monthly.
5. By what date the systemic
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changes will be completed?
A: 8/28/24
K 0712 NFPA 101
SS=F Fire Drills
Bldg. 01 Fire Drills
Fire drills include the transmission of a fire
alarm signal and simulation of emergency fire
conditions. Fire drills are held at expected
and unexpected times under varying
conditions, at least quarterly on each shift.
The staff is familiar with procedures and is
aware that drills are part of established
routine. Where drills are conducted between
9:00 PM and 6:00 AM, a coded
announcement may be used instead of
audible alarms.
19.7.1.4 through 19.7.1.7
Based on record review and interview, the facility K 0712 1.  What corrective action(s) will 08/28/2024
failed to conduct quarterly fire drills on each shift be accomplished for those
for 1 of 4 quarters. LSC 19.7.1.6 requires drills to residents found to have been
be conducted quarterly on each shift under varied affected by the deficient practice?
conditions. This deficient practice affects all staff A: On 8/13/24, Administrator
and residents. educated Maintenance Director on
the requirement to test the fire
Findings include: alarm system the next morning
after each night shift fire drill, when
Based on record review of the "Fire Drill Report" a coded announcement is used.
documentation with the Maintenance Director on Maintenance Director expressed
08/13/24 at 9:50 a.m., there was no documentation his understanding and
for a fire drill being conducted in the fourth demonstrated the process for
quarter (October, November, and December) of Administrator.
2023 on the third shift. Based on interview at the
time of record review, the Maintenance Director 2. How other residents having
acknowledged the aforementioned missing fire the potential to be affected by the
drill. same alleged deficient practice
will be identified and what
This item was discussed with both the corrective action(s) will be taken?
Maintenance Director and the Administrator at A: All residents have potential to
the exit conference. be affected. Maintenance Director
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8NR321 Facility ID: 000553 If continuation sheet ~ Page 8 of 15




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

PRINTED: 09/03/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

155660

X2) MULTIPLE CONSTRUCTION
A. BUILDING 01
B. WING

X3) DATE SURVEY
COMPLETED
08/13/2024

NAME OF PROVIDER OR SUPPLIER

PULASKI HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP COD
624 E 13TH ST
WINAMAC, IN 46996

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

ID

TAG DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
COMPLETION
DATE

3.1-19(b)
3.1-51(c)

is used.

does not recur?

Administrator to ensure
compliance.

the basis of compliance.

and Administrator reviewed the
process step by step to ensure
Maintenance Director understood
that he must complete a test on
the fire alarm system the following
morning after each night shift fire
drill, when a coded announcement

3.  What measures will be put
into place and what systemic
changes will be made to ensure
that the alleged deficient practice

A: After each monthly fire drill,
Maintenance Director or designee
will complete the Fire Drill Report
form which will include the
information on the testing of the
fire alarm system. This report will
be reviewed and signed by

4. How the corrective action(s)
will be monitored to ensure the
alleged deficient practice will not
recur; what quality assurance
program will be put into place?

A: Administrator will be reviewing
the fire drill form each month and
any non-compliance and corrective
action taken will be reported to the
Quality Assurance Committee
monthly. The QA will review and
make revisions as warranted on

5. By what date the systemic
changes will be completed?
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A: 8/28/24
K 0761 NFPA 101
SS=F Maintenance, Inspection & Testing - Doors
Bldg. 01 Maintenance, Inspection & Testing - Doors
Fire doors assemblies are inspected and
tested annually in accordance with NFPA 80,
Standard for Fire Doors and Other Opening
Protectives.
Non-rated doors, including corridor doors to
patient rooms and smoke barrier doors, are
routinely inspected as part of the facility
maintenance program.
Individuals performing the door inspections
and testing possess knowledge, training or
experience that demonstrates ability.
Written records of inspection and testing are
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
5.2,5.2.3 (2010 NFPA 80)
Based on record review, observation and K 0761 1. What corrective action(s) will 08/28/2024
interview, the facility failed to ensure annual be accomplished for those
inspection and testing of 6 of 6 door assemblies in residents found to have been
accordance with LSC 19.1.1.4.1.1. Communicating affected by the deficient practice?
openings in dividing fire barriers required by A: On 8/13/24, Administrator
19.1.1.4.1 shall be permitted only in corridors and educated Maintenance Director on
shall be protected by approved self-closing fire the requirement that all fire doors
door assemblies. (See also Section 8.3.) LSC must be inspected annually (within
8.3.3.1 Openings required to have a fire protection 12 month period) from the date of
rating by Table 8.3.4.2 shall be protected by the prior inspection. Maintenance
approved, listed, labeled fire door assemblies and Director expressed his
fire window assemblies and their accompanying understanding.
hardware, including all frames, closing devices,
anchorage, and sills in accordance with the 2. How other residents having
requirements of NFPA 80, Standard for Fire Doors the potential to be affected by the
and Other Opening Protectives, except as same alleged deficient practice
otherwise specified in this Code. NFPA 80 5.2.1 will be identified and what
states fire door assemblies shall be inspected and corrective action(s) will be taken?
tested not less than annually, and a written record A: All residents have potential to
of the inspection shall be signed and kept for be affected. Maintenance Director
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inspection by the AHJ. NFPA 80, 5.2.3.1 states inspected all fire doors on 8/14/24
functional testing of fire door and window and completed the appropriate
assemblies shall be performed by individuals with inspection forms.
knowledge and understanding of the operating
components of the type of door being subject to 3.  What measures will be put
testing. NFPA 80, 5.2.4.1 states fire door into place and what systemic
assemblies shall be visually inspected from both changes will be made to ensure
sides to assess the overall condition of door that the alleged deficient practice
assembly. does not recur?
A: The annual fire door inspection
NFPA 80, 5.2.4.2 states as a minimum, the was placed into the TELS system
following items shall be verified: calendar and will automatically
(1) No open holes or breaks exist in surfaces of populate to the maintenance TO
either the door or frame. DO list prior to the 1 year timeline.
(2) Glazing, vision light frames, and glazing beads The Administrator receives weekly
are intact and securely fastened in place, if so email confirmation of all
equipped. compliance and non-compliance
(3) The door, frame, hinges, hardware, and from the TELS system.
noncombustible threshold are secured, aligned,
and in working order with no visible signs of 4. How the corrective action(s)
damage. will be monitored to ensure the
(4) No parts are missing or broken. alleged deficient practice will not
(5) Door clearances do not exceed clearances recur; what quality assurance
listed in 4.8.4 and 6.3.1.7. program will be put into place?
(6) The self-closing device is operational; that is, A: Administrator reviews all email
the active door completely closes when operated reports from the TELS system to
from the fully open position. ensure compliance with
(7) If a coordinator is installed, the inactive leaf inspections. Any non-compliance
closes before the active leaf. and corrective action taken will be
(8) Latching hardware operates and secures the reported to the Quality Assurance
door when it is in the closed position. Committee monthly. The QA will
(9) Auxiliary hardware items that interfere or review and make revisions as
prohibit operation are not installed on the door or warranted on the basis of
frame. compliance.
(10) No field modifications to the door assembly
have been performed that void the label. 5. By what date the systemic
(11) Gasketing and edge seals, where required, are changes will be completed?
inspected to verify their presence and integrity. A: 8/28/24
This deficient practice could affect all occupants
in the facility.
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Findings include:

Based on record review with the Maintenance
Director on 08/13/24 at 12:20 a.m., no annual
inspection of the fire door assemblies was
available for review. Based on observations made
during a tour of the facility from 12:01 p.m. to 1:55
p.m., there were a total of six doors located
throughout the facility that met the requirement
for the annual fire door assemblies inspection.
Based on interview at the time of record review,
the Maintenance Director stated an annual
inspection had not yet been conducted for the fire
door assemblies within the facility adding that he
would have it completed as soon as possible.

This item was discussed with both the
Maintenance Director and the Administrator at
the exit conference.

3.1-19(b)

NFPA 101

Gas Equipment - Cylinder and Container
Storag

Gas Equipment - Cylinder and Container
Storage

Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed,
and ventilated in accordance with 5.1.3.3.2
and 5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an
enclosure or within an enclosed interior
space of non- or limited- combustible
construction, with door (or gates outdoors)
that can be secured. Oxidizing gases are not
stored with flammables, and are separated
from combustibles by 20 feet (5 feet if
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sprinklered) or enclosed in a cabinet of
noncombustible construction having a
minimum 1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in
patient care areas with an aggregate volume
of less than or equal to 300 cubic feet are not
required to be stored in an enclosure.
Cylinders must be handled with precautions
as specified in 11.6.2.

A precautionary sign readable from 5 feet is
on each door or gate of a cylinder storage
room, where the sign includes the wording as
a minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in
order of which they are received from the
supplier. Empty cylinders are segregated
from full cylinders. When facility employs
cylinders with integral pressure gauge, a
threshold pressure considered empty is
established. Empty cylinders are marked to
avoid confusion. Cylinders stored in the open
are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA
99)

Based on observation and interview, the facility
failed to ensure 11 of 30 cylinders of

K 0923 1.
be accomplished for those

What corrective action(s) will

08/28/2024

nonflammable gases such as oxygen were
properly secured from falling. NFPA 99, Health
Care Facilities Code, 2012 Edition, Section 11.3.2
states storage for nonflammable gases greater

than 8.5 cubic meters (300 cubic feet) but less than
85 cubic meters (3000 cubic feet) shall comply with
11.3.2.1 through 11.3.2.3. NFPA 99, Section
11.3.2.6 states cylinder or container restraints shall
comply with 11.6.2.3. Section 11.6.2.3(11) states
freestanding cylinders shall be properly chained

or supported in a proper cylinder stand or cart.

residents found to have been
affected by the deficient practice?
A: The Maintenance Director
immediately placed the oxygen
canisters into the proper racks
and initiated staff education of
proper storage of oxygen
canisters.

2. How other residents having
the potential to be affected by the
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This deficient practice could affect as many as 24 same alleged deficient practice
residents, 6 staff, and 2 visitors in the facility. will be identified and what
corrective action(s) will be taken?
Findings include: A: All residents have potential to
be affected. The Maintenance
Based on observations made with the Director immediately started the
Maintenance Director during a tour of the facility all-staff education on the proper
at 12:35 p.m. on 08/13/24, the following was noted: storage of oxygen canisters.
a) there were a total of two 'E' type oxygen Trainings were completed on
cylinders standing upright on the floor of the full 8/13/24 and 8/14/24.
oxygen storage tank room.
b) there were a total of eleven 'E' type oxygen 3.  What measures will be put
cylinders standing upright on the floor of the into place and what systemic
empty oxygen storage tank room. changes will be made to ensure
Based on interview at the time of observation, the that the alleged deficient practice
Maintenance Director acknowledged all of the 'E' does not recur?
type oxygen cylinders in the aforementioned A: Maintenance Director or
oxygen storage rooms were not properly chained designee will monitor the oxygen
or supported in a proper cylinder stand or cart in storage closets daily x 14 days,
both the full and empty oxygen storage rooms in then weekly x 10 weeks then the
the facility adding that staff knows better that to inspection will be added to the
store these tanks in that manner. monthly maintenance checks for
permanent monthly audit checks.
This item was discussed with both the Maintenance will utilize the audit
Maintenance Director and the Administrator at tool K923 to document inspection
the exit conference. results.
3.1-19(b) 4. How the corrective action(s)
will be monitored to ensure the
alleged deficient practice will not
recur; what quality assurance
program will be put into place?
A: Maintenance Director or
designee will monitor the oxygen
storage closets daily x 14 days,
then weekly x 10 weeks then the
inspection will be added to the
monthly maintenance checks for
permanent monthly audit checks
to ensure compliance.
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Maintenance Director or designee
will utilize the audit tool K923 to
document inspection results. The
audit tool will be reviewed by
Administrator weekly and any
non-compliance and corrective
action taken will be reported to the
Quality Assurance Committee
monthly. The QA will review and
make revisions as warranted on
the basis of compliance.
5. By what date the systemic
changes will be completed?
A: 8/28/24
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