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| (X4 1D - BUMMARY STATEMENT OF DEFICIENCIER "D . PADVIDER'G PLAN OF GOAREOTION

FOUNTAIN CIRCLE HEALTH AND REHASILITATION

(X3}
PREFIX (EACH DEFIGIENCY MUBY BE PRECEDED BY FULL PREFIX © [EACH CORREQTIVE ACYION SHOULD BE COMPLATION
TAG REGULAYORY OF L8Q IDENTIFYING INFORMATIOM) TAG CROBS-ABFERENGED TO THE APPHOPRIATE A
. ) DEFIGIENCY)
F000 { INITIAL COMMENTS = 000

Thit Plan of Correction is the cantsr's credible
allepation of complinnca,

An Abbreviated Survey investigating

#KYQ0016837, #KY00016900, KY00016895, B Toes ot ot siom 8 i plon f corvecip

KY00016838 and KY00016864 was initiated on ldar of thes truth of 1 foces allesad o conafust

08/12/11 and conciuded an ORAG/1. b Y st g s o cohclusions

#KY00016000 was unsubstantiated with no ¢orractlon Is prepared andlor exacuted solaly heconsls

deficlencies oitad, #KY0O001 6837 was : it Is reguirgd by the provisions of federal and state fofw.

unaubstantiated with related deficlancies cited, : '

KYD001BROS wags unsubstantiated with relatad : F240

deficlancias cited, KY00016836 was

unsubstantiated with related deficlenoies clted . : Resident #13 was notified of the

and KyQ0016864 was unsubstantiated with no raason for ong to one supervigi

' : . pervision on _
| :Ijgfll-oienctee citad. Tho highest 8/8 cliod was a 8/17/11. Resldent #13 was A

F 240 483.18 CARE AND ENVIRONMENT PROMOTES|  F 240 gql“é'/‘?'ﬂded from 1:1 supervisionop
58=D | QUALITY OF LIFE - 8f 1 to avery 16 minute checks,

A faciliiy must oare for its reeldents in a mc;nner Effective 8/22/1 1, all resldents who

and in an envirohment that promotes are obeoryed to have inappropriate

maintenance or enhancemant of each resident's contact or conversation with anothet

quatity of Nfe, _fesident will be interviewad to

determine the specifics surrounding .

it s e - ANO-SitUELON.- The lcensed.n F[ T T RO O
. | , : Social Worker (SW), Diractor of

This REQUIREMENT s not met ag evidensed Nursing Servicas {DNS), Reflections

AR i e s e b

by: . Program Director (RPD) or the
Based on obsarvation, Interview and record |  Executive Direotor (ED) will conduct

review It was determined the faoility falled to care
for its rasidents In a manner and in an
anhvironrent that promates raintenance or

and document the interview in the
Resident Progreas Notes. The

enhancement of sach resident's quallty of care licensed 'nume"S\.N‘ DNS or ED wil
for ane (1) of thirteen (13) sampled residents also notify the resident, in a
(Resident #13). It was datarminad the taolllty - language they can understand, of
falled to create and sustain.an environmant that the reason for 1:1 supervision, if
humanizes and Individualizes each resldant as applicable, and will document the
avidenced by the facility falling to Interview and notification In the Residsnt Progress

inform Residant #13, after an allegation was . Notes.

. . ] z .
SORATBRY DARCTORE OF PROVPERISUPFLIER FIPRESENTATVES SIBNATIAE . TiiE ' - (<o) OATE
@%WM swcadine Direckor > G / 74 / [

y dafiataricy statamant snding Wlith an asterlok (*) denotee a deflolenoy which the Institution may be exoussd from cofteoting pmvlémg it ﬂdaterm[‘nud hat
er safeguatds provide sutlioiant protection to the patienta. (Sea Insjructionz.} Except for nurging homes, the findings staled above are diseloskble 00 days
owing ihe date 0f Rurvey wisther or not & plan of correotlon le provided. For nurelng nomes, the abova findings and plans of correstion are disclosable 14
8 following the date thess dooumants are mada availabla lo the ncllity. M delldoncies ara oiled, an approved plan of oothectian is requisite © continugy
grarm paritcipation. .

v

b4 OMB.2807(08-06) Provioua Varalone Oheoloio &venl 1D HVET Faoility 10: 100074 ) If continuation sheel Page 1 of 14



011-09-12 13:37  Winchester Centre - B59-744-0285 »> : P 3727
| | PRINTED: 09/02/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES  RORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SEBVICES : OMB NO, 0038-0801
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AN D PLAN OF CORRECTION IDENTIFIGATION NUMBER; : . COMPLETED
: : A, BUILOING - o
_ 185146 B. WiNG - 08/19/2011
NAME OF PROVIDER OR 8UPPLIEA o ' BTREET ADDRESS, GITY, 8TATE, 2P COOE
' e . 200 GLENWAY ADAD '
P OUNTAIN CIRCLE HEALTH AND REHABILITATION | WINCHESTER, KY 40391 |
SUMMARY STATEMENT OF DEFIQIENCIRS 1o} PROVIDEA'G PLAN OF OOARZCYION }
r%d F‘g{ {EAGH gg‘F I(HJ?éNGY MUST BE PRECEDED BY FULL PREFIX (BAOH GORRECTIVE ACTION SMOULD BE comgfea]':on
™wa REQULATORAY OR LEC IDENTIFYING INFORMATION) TAG OROSH-AEFERENDED TO THE APPROPRIATE ofire
. : DEFIGIENGY)
F240| Continued From page 1 F 240

This Plan of Correction Is the center's credible
aifegation of compliance, -

made that he/she had touched Resident #12's

breast. The facility faited to Inform Resident #13 .
why he/she was being plassd on'one (1) onh one _ Freparoqion and/or execution of this plon af correcti
(1) observation. : doss not consiituie odmission or agroamant by the .

" : provider of the indh of the fucts alloged or conchusioly

SeLforih in the statement of defioiencies, The plas off
aorrgeilon Is prapared andlor axacvited solely bogemsh
it is required by the provisions of fedaral and staig law.

>

| The findings inciude:

Record review revealed the facility admitted -
Rizgsident #13 on 07/15/08, with diagnoses which | On 8/22/11, the Btaff Developmant
inoluded Gastroesophageal Reflux Disease Coordinator (SDC), RPD, SW, ED,

(GERD, aold reflux), Hypertension (high blood DNS and/or Assistant Diractor of
preseure), Coronary Artery Disease, and Type '

. : ' ‘Nursing Setvices (ADNS) initiated
Two (2) Diabetas. Review of the facility's Roster . . L
Matrix reveated the facility assessed Regldent gducaﬂon wrth all !ncensed_ staft on '
#13 as interviewable, with no cognitive informing resident’s of thair health 94111
mpaiment. . : , status, to inciude, but no limited to,

. : interviewing residents when
Review of the facllity's Investigation revealed . observed to have inappropriate
Resident #13 allegedly touchad anot?ar resident sontact or conversation with anothel
{ inappropriately on 08/12/11. The faollity placed : . . ;
Reoident #13 on ono (1) to ane (1) obeervation. resident, notifying the resident, in a

However, furthar review of the faciliy's languags thay can Understand,.of
Investigation revealed no dosumented evidencs the reason for 1.1 supervision, if

s hat-Resldent 13- was-interviewad-as-part-of-the 4 e oo oo Applicable, ang-the-roquirament 1o+ -
ladllity's investigation uatit 08/17/11, five (5) days document the interview and .
later. : _ _ - notification In the Resident Progresy

Notes. Education was compieted o

Interview with CNA (Certified Nurging Assistant) 0/3/41. Any direct care staff having|

#3, on 08/18/11 &l 3:60 PM, revealed he came .

“| around the gorner to the day room on 0B/12/14 . not B‘ﬂem,jed the gdUDaﬂoh by ,
ahd saw Resldent #13 with.his/her hand on 9(3/ 11, will not_be allowed to DVOV'dﬁ
Resldent #12's breast. He further stated he direct care until they attend.
asked Resident #13 what he/she was doing.

Resident #13 stated Resident #12 was bothering |~ The ADNS, Unit Manager (UM)

him/har and he/she just wanted to he left alote, and/or WS will audit the Resident
CNA#3 further steted he Kwas hot sure if Resident Progress Notes within 24 hours of
t#13 was Just trying to push Resident #12 away, : ) ) )

but he saw Resldent #13's hand on Resident : : _the nitlation of 1:1 suparvision to.‘

IFM CME-2667{02-00) Pravious Varslons 6buphtc Evonl IHVEI N Fagilly ID: To007a : If sontinuatlon shes! Page 2 of 14
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BTAYEMENT OF DEFICIENCIES (X1} PROVIDERVSUPPLIER/CLIA (X2) MULTIPLE CONBTRUCTION {X3) DATE Sl:-JFWEY
AMD PU\N QF CORRECTION I0ENTIPICATION NUMBER: A BUILOING . GOM_F'LI:TED

' c
186148 B WiNe 08/19/2011

NAME OF PROVIDER OR SUPPLIER

FOUNTAIN OIRCLE HEALTH AND REHABILITATION

STREET ADDAESB, CITY, 6TATE, ZIP CODE
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breast. Resident #13.a)50 statad start oarme to
hister badroom door on 08/12/11, with a ghalr
and sat outside his/er room looking into the
foom. He/she stated he/ghe asked steff wr;?e they
were sttting in front of hisfer room and st

stated the Dootor had written the order. He
turther stated it was upsetting to hava a stsif
parson stare at himfhar all the time, when he/she
had not done anything wrong.

etarting oh 08/13/11 but falled to Interview

Interview wilth Sooial Sarvices Director, on
08/16/11 at 10:00 AM, revealed she had
conducted the Investigation of the alleped abuss

Hasidant #13 untll 08/17/11,

Intarview with LPN #3, on 08/19/11 gt 2:00 PN,
rovealed she did not speak with Resldent %13
about the aliegatlon of abuse made by CNA #3
not had she explained the order for one (1) on
ong (1) observation to Resident #13. She further
stated ehe hought Registered Nurse (RN) #1 had
spoken to Aesident #13 about the allegation and
the one (1) on one (1) obeervation, LPN #3

(X4 1D SUMMARY STATEMBNT OF DBFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o)
FABRIX (EADH DUFIQIENGY MUST BE PRECEDED BY FULL PREFIX {BEACH CORRECTIVE AQTION SHOULD BE CGM;'EETION
TAGQ © REGULATDRY OR LBO IDBNTIFYING INFORMATION) TAG CROBE-MERGAENOGD TO.THE ARPROPRIATE .
- : . DEFICIENGY)Y
F 240 | Cont Fro 16 2 : . :
C _t nued ™ pag F 240 This Plan af Correctlan Is ihg center's orodible
#12'8 breast. _ allagotion af complionce,
.| Observation, on 08/17/11 at 3:00 PM, revealed . Preparatlon andfor execution of his plan of correctiol
‘Resldant #13 was laying In his/her bed with staff 40“,20' Cj'j;;”-“"’« ;ld}'fi“}ﬂ o ﬂg"“;’”m by f’;‘
i . : rovider of he truth of the facts alleged or conelusiony
sltting in the hallway In a chalr, observing -~ foruh in the stasmiont o) deiclansies. Dhe piom of
Residont #13, correction Is prepared andfor sxecutad solely becansd
. it s required by the provivions of federal and siata Javp.
interview with Resldent #13, on 08/17/11 at 4:50 Y
PM, revealed staff never talked to him/her about validate that the resident was
tho acousation he/she had touched another interviewed, notifiad of thg 1:1
N i g ! ) o () ! . *
dee st ot e i v
approached him/her the next 'day_ and stated they and notlflcaltnon were documenteq.
Ned heerd he/she had touched another resident's Any area identified as not compteted  9/4/11

wili b corrected at the time of the
audit. .

The DNS will track and trend audits
on a monthly basis through the
Performance Improvement
Committee (PIC). The PIC membari
include, but are not limited 1o the ED
Assistant Exeoutive Blrector- (ALD),-
DNS, Assistant Dirsctor of Nursing
(ADNS), RPD, Social Worker (SW),
Registered Dietician (RD),
Malntenance Diroctor (MDY}, Nutrition
Servicas Managar (NSM),
Hecreational Services Director
(RSD) and the Medical Diractor.
Action plans will be developed and
Imptemented as indicatad. The
audits will be reviewed in the
monthly PIC for three months and ag
negded thereafter,

3

*ORM OM3-2668T{02-0b) Pravious Verstons Obsolote
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ATEMENT OF DEFICIENOIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {¥X3) DATE SLAVEY
1D PLAN OF GOMREGTION IDENTIFIOATION NUMBER; COMPLETED
‘ A, BUILDING
B, WING ¢
185146 ' —08/19/2011

AlE OF PROVIDER OR SUPPLIRR

"OUNTAIN CIRCLE HEALTH AND REHABILITATION

STREET ADDRESS, OITY, STATE, ZIP CODE
200 GLENWRY ROAD
WINCHESTER, KY 40891 '

SUMMARY 8TATEMENT OF. DEFICIENOIRG

(X} ID - 0 PROVIDER'® PLAN OF CORREDTION ) (xe)
REEX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAR REGULATORY OR (B0 IDENTIFYING INFORMATION) TAG CHOSS-REFERENOED TO THE APPROPRIATE OATE

- ) DEFICIENEY) .
F 240 Continued From page 3 ' F 240 This Plan aof Correctlon is the cenlar's credible
further statad shtan' should have interviewed ollsgarion of compliancy.
Resident #13 the night the allegation occurrad " Prapanation ind. /m_mw“a"‘ his plan & corfeation
and staft should have explained to Resldent #13 doeﬁot consﬁlute odmission :a{aﬂr:;meaﬁrby n‘::'
why he/she wag belng plassd on & one (1} onone |- provider of the truh of the jacls alleged or conclusidnt
(1) obsaervailon. serforth in the statoment qf deflciencics, The plan of
-corvection iy prapared and/or axecutad solely beeands

Interview with N #1 _on 08/18/11 at 12:20 PM, itis required by the provisions of federal and stale ldw.
revealed RN #1. thought LPN #3 had spoken 10 ‘
Rasident #13 about the allegation and the reagon
for tha one (1) on one (1) observation, Further
Interview with BN #1 revealad, "Wé dropped the
ball on this one". Bhe vontinued 10 gay staff :
should have interviswed Resident #13 the night 9/4/11
tha allegation occurred and staff should have
eXplained the reason for the one (1) on one (1)
observation 1o he resident on 08/12/11,

| Interview with the Exacutive Dlrector, on 08/19/11
at 10:50 A, revealed per the facility's policy staf
Stiould have Interviewad Resldent #13 the night -
the allegation was made and staff shouid have .
oxplained to Resldent #13 why he/she was being £316
placad on one (1) on one (1) observation with ) 3 L

............. ST ‘ i R
F 315 | 483.26(d) NO GATHETER, PREVENT UTI, Fa1|  Resident # 8 was provided
58D | REBTORE BLADDER Inc_ontinent care on 8/19/11.

rasident’s clinical aonditlon demonstrates that

‘infeotions and o restore ag mugh normal bladder

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the fachity without an
indwelling oethetsr le not catheterized untess the

oatheterlzation was necessary; and a resitent
who Is Incontinent of bladder recelves appropriats
treatment and services to pravant urlnary tract

funotion as possible.

All residents recelve timely care and
gervices, 1o includa, but not limited
to, incontinent care. Any identified
concern Is addressed immediately
on an ongoing basis.

On 8/22/11, the Staff Development
Coordinator (SDC), SW, ED, DNS
and/or Assistant Director of Nursing
Services (ADNS) Inltiated education

N CME-R687(02-08) P oviows Varslono Obppiote

Event ID; HVZT 11

T %A
Faollity 1D; 100074

withh.all
wrILr \ L

f continuatlon & set'Page 40f14
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TATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIEROLIA (%€} MULTIPLE GONSTRUGTION (%3) DATE BURVEY
ND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING :
) B. WING C
L 183148 ‘ : _ 1 __.g8i19/2011
NAME OF PROVIDER OR SUPPLIEA ‘ BTABGT ADDAKSS, QITY, BTATE, ZIP CODE '
- . ' 200 GLENWAY ROAD
OUNTAIN T A
= N CIRCLE HEALTH AND REHABILITATION WINCHESTER, KV 40301
N (X4) IO SUMMARY STATEMENT OF DERICIENCIES i0 PROVIDER'S PLAN OF CORRECTION (5)
PREFIX FgEﬁ\CH DEFICIENCY MUST BE PRECEDED BY FulLL. PREFIX (GACH COARCOTIVE AQTION GHOULD BE COMPLETION
TAG EQULATORY OR LSC IDENTIFYING INFOAMATION) TAG CROB5-RERERENCED TO THE APPRGPRIATE DATE
DEMGIANGY)
F 3“'175_ Coniinued From page 4 F315 This Plan of Corveclion Is the centar's credible

allegotion of complianaa.
'gh'is HEQU!HEMENT Is ot met ag évidenced Preparatton and/or. executlon of this plan of correciion
doss nof constltute admiselon or agreement by tho

Based on observation, interview and record ‘ provider of the truth of the foals allaged or conclusiors
revisw It wag determined the fecllity fafled to - et forih tn the siqtement c;f daficiencier. The plan of
ansure ngontinent resldents received appropriate . correciion Is prepared andfor exgouted solely beconss
treatment and setvices to prevent urlnag/ptra%t ! ls reguirad by the provisions of faderal and siate fe:
Intactiona and maintain skin intagrity for one (1) of ‘ .
thirleen (13) sarnpled residents (Resident #3), : Care and the provision of care, to
Obsarvation on 08/19/11, ravealed Resident #5 include, but not limited to, Incontinerit
was lying on urine-soaked linena, care. Education includad
o Implementation of the resident Care

The findings include: Plan and Certified Nursing Assistant]. -

) CNA : '
Review of the faility's Incontinenca/Perineal ;U?é S ypoaigrment Sheot as hese | 94/
Care Polioy, dated 11/02/10 R, revealed ' i P )N Of care an
cloanliness ot the perineum halps to prevent Servicas, Education was completed
Infeotion, skin breakdown and odor by removing on 8/3/11. Any direct care staft

Irritating and adorous seorations that aollect on having not attended’the education by
the Inner surface of the labie or under the ‘ : :
fereskin of the pents. Perineal care Is to be

pravided 10 the tesident who neesds assistance to 9/3/11, will not be allowed 1o provide|
R 4@!}1&\&rz@rin‘%_ls?lﬂmllnwm__‘._...,._....,..w...,...._......-. e m e e ....dlpeet.care.untf!_they.aﬁgnd_ e T
Revlew of the faaflity's Adult Brief or Underpad .
Polioy, dgtau-m/ew%e R, fevaaled the Incontinent The SDC, DNS, ADNS, Unit
adult may wear briefs or undsrpads to protect Manager (UM), Shift Supervisor
thelr clothing. Changing the brief or underped - (§S), liconsed nurse and/or WS will
after an incontinent episode provides cleanliness conduct 3 observations por weok of
and ::(omfort to thae resident and prevents skin a licensed staff and/or & CNA during
1 breakdown. .

the provigion of care 10 valldate that

Re0ord review revealed the faality admitted alt residents are raceiving care and

Resident #8 on 06/28/11, with diagnoses which services In accordance with their
Included Generalized Pain, Altered Mental Status, Care Plan and CNA Assignment
Fallure to Thrive, Head Disease, Dementa, Sheet, 10 include, but not limited to, -
Bradyoardia and Hypartension, : appropriate incontinent care, Any

concerns ldentified will be corrected
e : irnmadistely
AM OME-2567(02-99) Pravious Versions Qostlels ) Event ID:HVZ711 Fadliity 10: 100074 if cortinuation sheet Page 5af 14
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CPRINTED: 00/02/2011
FORM APPROVED
QMR NO. 0938-0381

MNAME OF PROVIDER OR SLURPLIER

FOUNTAIN CIRGLE REALTH ANb REHABILITATION

STABETADDRESS, OITY, STATE, ZIP CODR
200 GLENWAY ROAD

WINCHESTER, KY 40391

(;.;45 ) BUMMARY STATEMENT OF DEFICIENCIES 0 PAOVIDER'S PLAN OF CORREOTION ()
PRERY AEAOH DEFICIENCY MUST BE PREQEDED BY FlLL PREFIX {GACH CORRECTIVE ACTION GHOWL.D 8 COMPLETION
TAG HOULATOAY OR LAG IDENTIFYING INFORMATION) TAG CROBS-AEFERANCED TO THE APPROPRIATE DATE
- : ‘ T OEFICIENCY) : .
F31E| Continued From page 6 F315{  his Plan of Correction it the conter's eredible
‘Raview of the Minimum Data Set (MDB), dated : aliegation of compitanas.
07/08/11, revealad the facllity assessed the " Preparodlon andior execwtion of this plan of correctioh
resident to always be Incontinent of urine and o does noi constitute odnlission ar agreement by the
have seversly Impaired cognitive stdtusa. provider of the wuih of the facts alleged or conclusiont
_ set foreh iy he statement of teflalenciet, The plan of
| Review of the C omptehensiva Care Plan, dated |- E-‘DfTGC.lf'.Of? s preparsd and_/or exucuted salaly beoousd
07/08/11, revealed Resident #8-was to wear adult it Is required by the provisions of federal and siats la,
briefs and staff was ta change the briefs as soon
as possible after incontinence eplsodes and : .
parinaal care was 16 be performed after saoh The DNS will track and trend audito
incontinence apisode. ona monthly bB_BlB_thl’OUgh the
: : S Performance Improvement /af11
Ovsarvation durihg a skin assassment, on Committee (PIC). Action plans wiil
08/19/11 at 10:16 AM revealed Resldent #8 was .be developed and {mp'{emented as
wet through his/her aduit brief, gown, turn shost, :
Indicated. The audits will be
bottam shaet and top of mattress cover. A dark. reviewed In the morthly PIC for three
ellow/brown fing and strong odor were noted. ,
Y 9 g oder d months and as neaded thereafter.
Interview, on 08/19/11 at 10:66 AM, with State
He?istared Nurse Aide (SRNA) #9 revealed
residents wera chocked every two (2) hours and
werg changad If incontinent. She stated the
-|-aldes were making ohagk and ehange.roundses.. ... ... N AU
that time. : .
Interview, on 08/19/11. at 10:30 AM, wih Licensead
Praotioal Nurse (LPN) #4 revealed aidos wéts 10
cheok rasidents for incontinencs every twe (2)
hours. Further interview reveslad the urine was
soaked through the draw sheel, botlom shest and
the mattress was aiso wet, She stated the urins
wss sirong smolling and appeared 1o have been
there awhils.
Interview, on 08/19/11 at 10:40 AM; with
Regiotared Nurse (RN) #4 reveated the “ton” of
datk urine had a gtrong odor, sha didn't kinow
when the residant was changed. Further
AW OMS-2567{03-80) Pravioyy Varsions Dbsgolele Event ID;HV271T Fagillty 1D; 100074 : It continuatlon sheet Pags 6 of 14
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FORM APPROVED
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STATEMENT OF DECICIENGIES {*1) PROVIDER/BUPPLIBR/CLIA {X0) MULTIPLE RONRTAUCTION {8) DATE BUAVEY .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; GOMPLETED
. A BUILOING ~
B, WING ¢
185146 ” 08{18/2011

INABE OF PAOVIDER OR SUPPLIER

?OUNTAIN CIRCLE HEALTH AND RENHABILITATION

BTREET ADDRESS, CITY, BTATE, ZiP CODE
200 GLENWAY ROAD

WINGHESTER, KY 40301

0D SUMMARY 8TATEMENT OF DEFCIENOIES

D PROVIDER'S PLAN OF CORREQTION ’:
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULO BE COM LEEnow
TAG REQULATORY OR LBG IDENTIFYING INFORAMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE:
DLFICIENGY)
F 313 Continued From page 6 F 315 This Plan of Corvaction [s the center's credible
interview revealod the wrine appeared to have altegation of complionce.
. np i
been thera for a Wttle bit". £raparatlon ond/or axecmrou Qf this plan of cors ac#twn
does nol constilule admission or agreement by tha
Interview, on 08/19/11 at 6:40 PM, with the provider of the truth of the Jacts alleged or conchusions
Hegional DlFEfUtD!' of Nursmg rQ\fa@iQd the aldas set forth in the statsment ofdafc{encfg\y, The plan m’ '
wers fo check and chanpe residents evety'two (2) carraction is prepared andjor executed soialy bacajise
hours and as needsd. She stated it would be it i requirad by the provisions of federal and state law,
unusual for a resident 1o be so wet If thay weate
ahanked/changed within two () homs unleaa
the tasident was on a diurete.
F 323 | 483.26(h) FREE OF ACCIDENT £ 323

88=D | HAZARDS/SUPERVISION/DEVICES

The faclllty must ensure that the resldent
environment remains as free of accldent haxards
a3 is possible; and each resident recelves

adequate supervigion and asalatanoe dewces to
prevent aooidenta,

F323

9/4/11

Jhe bleach. -w!pesmaga{mlmdalm,. R ;m..—g.-:_.,_

Tﬂs REQT, IIHEMEN“I is not mpt as evldenoed

Based an observatlon, Intarview, revord feview
and review of fhe Matoriel Safety Data Sheets
(MBDS) it was deterinined the faoility failad 1o
ansure the residents' environment remained s
fres from accident hazards as was possibla as
evidehoad by ohservatioh of hazardous
chemlcals stored In a resldent's room, The
facllity fallad to ansure a safe environment when
a container of Dispatch Hospital Cleaner
Disinfestant Towels with Bleach and a contalhet
ot Sani-Cloth Plus Germioidal Disposable Cloths
ware observed In Aesidant Room #1209,

- appropriate supervision was

"hazards or supervision concerns

gigposable cloths were removed
from room #129 on 8/19/11,

A facility wide observational audit
wag conducted 8/24/11 by the ED
AED, MD and Housakaeping
Supervisor to validate the resident
environment was free from all ‘
accident hazards and to validate

provided. Any identified accident

wera corrected on 8/24/11.

Fit OMB-2367(02-99) P@vious Varslons Obsalale Eveny 1D HvZ214

Faollly 10: 100074
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FORM APPROVED
CENTE_RS FOR MERICARE & MEDRICAID SERVICES OMB NQ, 0938-0391
STATEMENT OFDERICIENOIES 1) PROVIDEA/BUPPLIERVOLIA {X?) MULTIPLE CONSTAUCTION (¥3) DATE SLAVEY
AMOD PLAN OF CORRECTION IDENTIFICATION NUMBAER: ‘ , COMPLATED
’ . A, BUILDING
C
185146 |8 e 08/10/2011

NAME OF PROVIDER OR BUPPLIER
FOUNTAIN CIRCLE HEALTH AND REHABILITATION
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4o - 'SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIOER'S PLAN OF CORRECTION - X8)
PREFIX (EAOH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EAOH GOARECTIVE AUTION SHOUL BE .| COMPLETION
TAG HEGULATORY OR LSO IDENTIFYING- INFORMATION) TAG onoss-aemamggggég é‘%ﬁ APPROPRIATE DATE
Fa23| Continued ‘Fl'o'm page 7 © P33 This Pian of Correo'uan & the.center's crodible ‘
The findings Wolude: . aflegation of compliance. ) '
' ' ' Preparatlon and/or exaourion of 1Ms plan gf correctioft
Ohservation on 08/19/11 at 10:15 AM, revealed docs Not consitwtg admissian-or agreement by the
Licensed Practical Nurse (LPN) #4, Registared protderof fff:ffﬂﬁfﬁfﬁfﬁiﬁﬁﬂfﬁ:f vt
Nuree (RAN) #4 and g State Burveyor, sntered corraction is prepared andlor exacuted solaly hecause
HGSidﬂﬂt Room #1290 t_D perform a head lo toe it iy required by the provislons of faderal and state vk,
skin assesament on Resident #8, Durlng the slin _
assasemant, it was noted that a contalner of On 8/22/11, the Staff Development
Dlspatch Hospltat Cleaner Disinfectant Toweals _
with Bledch (Caulion: Keep out ot reach of Coo/rdmato‘( (SDC),’ SW, €D, DN,S
ohiidren, Avold contaet with eyes, skin and and/or Ageistant Director of Nursing
olothing as this product may produce irritation) Services (ADNS) Initiated education
was on the countertop and a contalner of with ali facility staff on resident
Sani-Cloth Pius Germicldal Disposabie Cloths environment, safety hazards, to 8/4/11
{Caution: t‘;‘eep out ocf‘ raach of ohildren, Avold include, but not limited Yo, bleach
contaot wit 8yae6 an skin, Not for l:‘ﬁe on skin, Wipﬁs. Education wWas Comp|ete'd on
,I:C:Edag:?gs:-cﬂg-?) was on the gver-hed {able in the 0/3/11. Any staff hawng not
Raview of the MIDS sheef revealed Dispateh :
Hospltal Cleansr Dlainfeotant Towsls with Bleach attended the education by 9/3/11,
cautions were as follows: Avoid contaot with eyes, will not be allowed to work until they
evranen ds_.kir.Lamd.cl.othjng-aa..thia_p_;:o.d.uo{thm.ay..pr.o.duc.e._...._ DRSSPSR N - | 11 = o1 SO o .
Irritation. Do not afiow this pmdﬁft to sontact ' : '
‘agidic materials as hazardous chlorine gas may
pe releasad, Causes moderate eye Irritation, T;élf Dﬁazsistars EXSC,UWG Diractor
gloves are reoommendad, use safety Qlasses ( ), ! AD _8’ M, W3, 5§
with proteotive side shields to avoid eye doniaol. and/or Administrative Staff
‘ (Maintenance Diractor (MD), -
Raview of the MSDS sheet ravealed Sani-Cloth - Business Office Manager [BOM], -
Plus Germicidal Disposable Cloths cautions were Medical Records Director [MRD),
az follows: Causes modorate eye irritation, avoid Reflections Program Director [RPD],
contagl with eyes and skin, wash thoroughly with ;
soap and water after handiing and before eating, g:fee Sﬂne;{] ggerr[Cnf;ﬂ ]E,)_Tra{l sittonal
drinking, chewing gum, using tobacco or using rogram Director
tailot, this product maybe harmful it absorbed [TCUPD), Recreational Services
through skin, prolonged or repeated dermal Director [RED) and/or SW wili
axposure can cause drying, defaiting and conduct 3 observational audits per
week of the yasident enviconment to.|.

...... ——n

ORM CMS-2587(02-88) Previous Versions Obsolets
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- FORM APPROVED
SENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO, 0938-0391
ATEMENT OFf DEFICIENCIES (X1) PROVIDEFVSUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION (»8) OATE BURVEY
1D PLAN OF CORREGYION " IDENTIFIGATION NUMBER: COMPLETED
} A BUILDING c
, 185146 B WiNg 08/19/2011
AME OF PROVIDER OR SUPPLIER STAEEVAODARSS, GITY, STATE, ZIP CODE
) , 200 ALENWAY ROAD
~OQNTAIN CIRCLE HEALTH AND REHABILITATION WINCHESTER, KY 40391
(X2} D BUNMMARY STATEMENT OF DEFCIENOIES (o) PROVIDEA'S PLAN OF CORRECGTION (Klg '
PAEFIX {EACH DEFICIENGY MUBT BE PRECEDED BY RULL PREFIX AEACH CORAEGTIVE ACTION 8HOULD B COMPLETION
e AEGULATORY OR LBO IDENTIFYING INFORMAYION) TAQ . CHOS&-REFEARNCED TO THE APPROPRIATE DATE
. DERIGIENCY)
F 823 | Contlnuad From page 8 Fa2% Thiz Plan of Corraction Is e centar's credibie
dermatitie, symptoms may include headache, allegation of Gompliance.
dlzziness, tlfﬂdnESS, nausea and vorn Iﬂng Wear Preparatlon andfar execntion of this plan of corrgctidn
protestive olothing, kesp out ot readh of children, |. daas nof constilute odmission or agraament by the
not for use on ekin, not a beby wipe. - provider of the (ruth of'the foots alleged or conclusiols
sel fordh in the sigtemant of dafiolencles. Tha plan off
Interview, on 08/19/11 at 10:55 AM, with Stale " aorvectlon is prepared andfor exdowad solely becaus
Registerad Nurse Alde (SRNA) #9 revealed she il is required by the proviXlons of federal ond stote laiy,
broughl the Bani-Cioths In the room on 08/18/11. h idant i .
| Bhe stated she used the wipes to olean surfaces angure the resident environment is
after & resltent vomited In the room, Further frao from accldent hazards and to
Interview revealed the clothg towels should have ensure. appropriate supervision.
boon looked In the Bichazard Moom, not in a . . o9/4/11
resident's room. She did not know when the The ED and/or ONS will track and '
Dispatch Towels were brought In the room. trend audits on a monthly basis
Intarview, on 0B/19/11 at 11110 AM, with LPN #4 through the Performance 5
revoated the oloaning towels and cloths should Improvement Committae (PIC).
have been looked up, et in a resldant's room, Action plans will be developed and
Intarview, on 08/19/11 at 6:40 PM, with the .
Reglonal Director of Nursing revealad it was not implementad as indicated. The
normal practice to keep the cleaning towsls/cloths. audits witl be reviewed in'the
in a restdent's room. Hazardous chermicals for '
o SlEantiy Wers TRUENY KEprIFthe Bidhazard T .-wmor-:;t-hgf.-i?.lo-fofr-{thme--mon‘ths-.a.mdnas-.--_‘-- T
Raam whioh was kept looked. Dispatoh towels needed thereafter.
wara algo kept In a joolked drawer on the
madication gart.
F 4411 483.66 INFECTION CONTROL, PREVENT F 441
530 BPHEAD LINENS
F441
The tagllity must egtablish end mainain an :
Infection Control Program dasigned to provide a Appropriate tncontinent/pennear carg
sale, sanitary and comfortable ehvironment and and bed oleaning/making was '
to help prevent the developiment and transmission provided to Residents #1, #2 and #4
of disaase and infection, ot . -
. on 8/19/11. Al soiled Imehs were
(&) Infactian Control Pragram removed from the floor on 8/19/119.
The facility must establish an tnfection Contral
th CMS-A567({00-00) Provieua Vorolena Ousolois avent 10; HVZ7 11 Tzacility 1D 100074 it continuation shaet Paga 8 of 14
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FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVIOES : OMB NO, 093&0391
BTATEMENT OF OEFICIENCIES {X1) PROVIDER/QUPPLIER/CLIA (K‘E)"MULTIPLE CONBTAUCTION : ()(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , ) ! COMPLETED
| A, BUILDING N
: c
185146 B WING 08/10/201"
NAKE OF PROVIDEA OR SUPPLIEA BTRRET ADDRESS, OITY, STATE, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE HEALT‘H AND REHAB}IL!TATION WINCHESTER, KY 40391
40 BUMMARY BTATEMBNT OF DEFIGIENOIES D PROVIDER'S PLAN OF CORAEGTION x3)
PREFK FiEAOH DEFICIENOY MUBT B PRECEDED BY FULL PREEIX F&SAOH CORREOTIVE ACTION SHOULD BE - COMPLETION
TAG BQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO8S-REFERENCED TO THE APPROPRIATE | OATH
. ) OEFICIENGY) - .
F 441 | Continued From page 9 F 441 This Plan of Corvecilon is the centor's credible
Program unday which it - allegatlon of compliance.
(1) 1nve8t:gates controls, and prevents lnfeotlons Freparation ond/or execution of this plan of correciioh
in the faollity: doss nol constitvia admission or agreamont by the
(2) Deoides what proceuures, such as isolation, provider of the truth of the facts alleged or conclusionk
ghould be applied to an individual resident; and serjorth in the stafenent of deficiencies. The plan of
(3) Maintains a racord of incidents and corrective correction bs prepared andior axecutad solaly becansd
actions refatad to Infactions. it is required by the provisions of foedarol and stale lavy.
(b) Proventing Spread of Infaction All residents recelve appropriaie s
(1} When the Infection Control Program : ?nfectton gontrol teqhn:quas, o
determines that a resldent needs ldolation to include, but not limited to,
prevent the spread of Infection, the facility must incontinence/perineal care, to
laot_?_te the Irltlaaldent o . include appropriate bed cleaning and
(2) The faollity muet prohibit employess with a appropriate handiing of dirty linen.
communicable disease or Infected skin lesions Any idaentified concern is cotrected .
* .| from direct contact with residents ar thelir food, if | diatel
direct contact will transmit the disease, mmedlately on an ongoing basis.
(9} The faoillly must regyire stalf to wagh thelr _
hands after each diract resldent contaet for wnich On 8/22/11, the Staff Development
hand washing Is Indlcated by acceptad Coordinator (SDC), SW, ED, DNS
profesgsional practice. and/or Assistant Director of Nursing
: Services (ADNS) Iniliated oducation
{0) Linana
Personng! must handle store, process and ,
transport linens so as to prevent the spread of Lo X B
,macl?on P P with all direct care staff on
appropriate infection control
techniques, to include, but not iimlte(ﬁ
fo, incontlnence/permeal carg, hed
Thia’ 0 éM T4 cleaning and handling of dirty linen.
byis REQUIREMENT ‘ls not met as evidenoed In addition, the SDC, DNS and/or
Based on observation, Interview, record review AD'?'S \Im" CO?dUCt competency
and revlew o facifity's iIncontinence/Perineal Care evaluations of all ficensed nurses
Poliey and the Adult Brief or Underpad Poticy It and all CNAs on perineal care and
wae determined the facllity falled to provide a handwasghing.
sale, sanitary and comianable anvironment and
to help prevent the development and - Eduoation/oompetency was
o ‘ . _completed on g/
ORM CME-2607(08-99) Pravious Verslons Obso'eta Bvont 10: HVZ711
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FORM APPROVED
OB NO), 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/QUPRLIER/CLIA {H&) MULTIPLE CONBYRUOTION (X3) DAYE BUFVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A, BUILOING
| ‘ B, WING c
186146 B Wi 08/19/2011_

NAME OF PROVIDER OR SUPPLIER

FOUNTAIN CIRCLE HEALTH AND REHABILITATION

BTAKET ADDRESS, CITY, 8TATE, 2iP CODE
200 GLENWAY ROAD
. WINCHESTER, KY 40301

BUMMARY STATEMENT OF DRFGIENCIER

(X 10 o PROVIDER'S PLAN OF CORRECTION #8)
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED &Y FULL PRERIX {EAOH CORRECTIVE ACTION $HOULD BE COMPLRTION
TAG REGULATORY GA LSC IDENTIFYING INFORMATION) TAG CROBS-AEFEARNCED TO THE APPROPRIATE DATE
- . N DEFIOIBNGY)
F 441 | Continusd From page 10 F 441 This Plan of Corréction It the center’s credibie

| State Registered Nutse Aide (SANA) was

" | boltorn aheet, the tesident's shirt and on the

transmission of diserse and infection.

Observations revesled staflf cleaned Resldant #2
frem diny to olean, aldes did not change :
gloves/wash hands per the faollity's policy and &

opserved putting soileq lInens on the floor and
failed to clean e sollad mattress bafore applying
cloan shaats. .

The Findings inolude:

Review of the facility's Iricontinence/Pennesl
Care Policy, revised 11/02/10, and the facility's
Adult Brief or Underpad Polloy, revised 10/31/09,
revealed gloves shoutd be removed, hands
washed and gloves reapplied belween cleaning .
the perinsal/parianal arcas and glean brlef
reappiled. Further review revealed a olean
washaloth/wipe should be used for each swipe for
the publc/anal areas, and the anal area to be
oleanad last,

1. Observation during initial tour, on 08/12/11 at
3:45 PM; revealad State Reglstered Nurse Alde
(SANA) #10 performed perineal oare on Resident
4. The resident was sofled with diarrhep-like
staol from mid baok to mid thigh. The stoo! had
soaked through the brist, ahux, turn aheet,

matiress. Observation revealed the SRNA threw
the soiied linen an the floar. She partlally cleanad
the resident, put a clean sheet on tha bed without
cleaning the mattress or removing the resident's
solled shirt and didn’t change gloves/wash hands
betwean cleaning the resident and putiing the
olean sheet on the bed. The resident's butioeks
were reddened and the SRNA applied skin barrier

" providar of the teuth of the facts alleged or conalusions

- dernonstrated competency by 9/3/11,

- Infection control techniques are

allegotion of complionce.

Preparatlon end/for executlon of this plan of torvection
does not constitule admission or agreemaent by the.

seiforth In the stacemenc.of deflclencies. The plan of
earrecilon it prepared andior exscutad solely becausa
it iy veguiyed by the provisions of federal and-siate law.

care staff having not attended the
education or having not

will not be allowad to provide direct
care until they attend and
demonstrate competency.

The SDC, DNS, ADNS, UM, §3
and/or WS will conduct 3
ohservations por week of a lloenaesd
staff and/or a CNA during the
provision of care to valldate that

Implemented. Any concerns
identlfload will be correctad
immediately.

The DNS will track and trend the
observations on a monthly basis
through the Performance
improvement Committee (PIC).
Action plans will be developed and
implemented as indicated, The
audits will be reviewad in the

monthly PIC for three months and as
o thereaftar :

FORM CM3-2067(02-88) P ravioug Verslohs Obaolele

Evant IO HVZY 1

Facltity 1Dy 100074
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FORM APPROVED
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STATEMENT OF DEFICIENCIESR (1) PROVIDEA/GUPPLIER/CLIA
AND PLAN OF CORRECTION IDENYIRICATION NUMBER;

A BUILOING

(X2) MULTIPLE GONBTRUGTION

8. WiNG

(X3) DAYE SURVEY
COMPLETED

C
08/19/2011

“NAME OF PROVIDER OR SUPPLIER

185148

FOUNTAIN CIRCLE HEALTH AND REMABILITATION

STREET ADDRESS, QITY; 8TATE, ZIP CODE
200 GLENWAY ROAD '

WINCHESTER, KY 40301

[e LIR10)
PREFIX
TAG

BUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEMCIENDY MUBT BE PRECEDED BY FULL
REQULATORY QR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION p«?
PREFY . {GAOH OQRRECTIVE AOTION BHOULD Be GOMPLITION
TAQ GROSS-REFERENGED TO THE APPROPRIATE DATE

VEFICIENGY)

F 441

.tleaned prior to putting the sheet on it hawevar,

| revealed Reglsterad Nurse (RN) #1 perormed

Contlnued Fram page 1

fo the resident's butlanke uging the same gloves
that were used during the complete procedure. .

Interview, on 08/12/11 &t 4:25 PM, with the SRNA
#10 ravealed she had worked at the faallity
approximately iwo (2) monthe and was nervous
having a Surveyor watch her. She stated she
always washed her hands and wore gloves when
ehe performed persohal oare and removed the
gloves and washed her hands prior t6 exiting the
resident's room. She stated she wasn't aware she
should changs gloves/wash her hands during -
procedures. Further interview revealed she was
awara that the mattrass ghould have been

she dldn't have the wipes with her. The SRNA
stated she threw the solled linen on the floot
beoause she didnt have another place 10 put it

Interview, on 08/12/11 at 4:50 PM, with Licensed
Praotical Nursé (LPN) #8, revealad the SRNA
should heve changed gloves and washéd her
hands during the pracsedure, when golng from
dirty to clean, She should have changed gloves
and washed her hands prior to the appication of
the skin barrlar. Furthor interview reveeled the
SRNA shoutd not have threwn the solled lingn on
the floor, she.should have put the Inen in a dirty
finen cart, The SRNA should have thoroughty
cleaned the maitress prior to putting a clesn
sheet on the bed. ‘

2. Observation, on 08/18/41 at 11:22 AM.

perineal’ oare on Resldent #2 and used the same
wipa to olean the resident's pubio area and the
anal area.

F 4441 - This Plan or Correction v the comter’s credible

allegation of conwlionce.

Frepurailon anafor execuilon of this plan of correctio
does not consillute odmisslon orngreamand by the
provider of the truth of the facts alleged or conclnsion
sot forih in tha statemenr qf' deficlencies, The plon gf
corvdetion Is prepared andlor execulad solely becausa
it is required by the provisions of federal and state low|

W (345 -260T(02-99) Previoys Verslons Obsolale Event 1D HVZ71y
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FORM APPROVED
{:ENTERS FQR MEDICARE & MEDICAID SERVICES — QMB NOQ. 0938-0391
STATEMENT OF DEFIDIENCIES (X1 PAGVIDER/SURPLIER/CLIA (2) MULTIPLE QONSTAUCTION (X3) DATE SURVEY
ANG PLAN OR CORRECTION IDENTIFICATION NUMBER; OOMPLETED
; A, BUILDING
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NAME OF PROVIDER OR BUPPLIER _ STREET ADﬁﬁESS. CITY, 8TATR, ZIP CODE
; 200 GLENWAY ROAD
OUN c H ON : ;
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X4 I BUMMARY BTATEMENT OF DEF|QIENCIES o PROVIDER'S PLAN OF CORREQOTION ) Lxs}
PREFIX (EACH DERICIENOY MUST BE PRECEDED BY FULL PREFIX : {ZACH CORRECTIVE ACTION BHOULD BE COMRLATION
YAG REGULATOAY OR LBC IDENTIFYING INFORMATION)

TAG CROSE-REFEAENCED TO THE APPROPRIATE OATE

DEFIGIENOY)

F 441 | Continued From page 12

Interview, an 08/19/11 at 2:25 PM, with RN #1
revealed she should have used a wips to clean
the pubic area and used another wipe to olean
the anal area. She stated she koew that but juat
wasn't thinking.

| 9. Observation, on 08/19/11 at 2:30 PM, of
porineal gare on Resident #1 reveaiad IRNA #11
and SRNA#12 did not ohange gloves and wash
hands after cleaning the resident and prior to
putting the clean brief on the resident,

Interviow, on 08/18/11 at 3:00 PM, with SANA #11
ravealad she was taught ta pui gloves on, oloan
the resident, complate the procedure, remova the
gloves and wash hands prior to leaving thes room.
8he siated she always washad her hands after
'she removed gloves. Further interview reveaisd
she nevar thought about contaminating the olean
supplies. She thought that sinoe she wore Gloves
lhe supplies were still clean,

Interview, on 08/19/11 at 8:10 PM, with SRNA #12
revealad she always washed her hands after ghe
removed gloves; however, she wasn'l taught 1o
remove glovas/wash hands during procadures.
She stated sha was taught to waeh her hands,
put gloves on, perfarm the procedure. removs the.
gloves and wash her hands prior to leaving the
fesident's room.-Further interview revealed she
never thought that clean supplies would bscome
dinty if they were touchad with dirty gloves.

Interview, on 08/19/11 at 8:40 PM, with the
Director of Nursing reveated petiheal care should
be parformed as tollows: gather supplics, got a
basin of warm water, use a clean washcioth with
s0ap and water (preferred method, wipss are atso

F 441
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION 1{x8) 0ATE suAvey
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185146 W 08/19/2011
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(X4 1D FUMMARY DTATEMENT OF DERIOIENOIRD In PROVIDER'S PLAN OF CORRECTION X6}
FREFIX {EACH DERICIENQY MUSY BE PRECRDED BY FULL PREFIX (EACH CORKRECTIVE AQTION SHOULD BG COMPLETION
TAG AZAULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSE REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENGY)
F 441} Gontinued From page 13 F 441

1 ensure all folds are gleanad, wash from front to
| back, change gloves/wash hands in bstween

[ the resident. She statad the SRNIA should Rava

‘18heston It. Further Interview revealed the staff

allowed) for each swipa, wash from alean to dirly.

oleaniny the resident and putting & clean briaf on
oleaned the mattress thoroughly before putting a
above did not follow policy, She stated Inteotion

Control was important and It was ovident the atafi
needed inservicen regarding Infection Control,
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