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PREF(X | {EACH DEFICIENCY MUST BE PRECEDED BY FULL OPREFIX | (EACH CORRECTIVE ACTION SHOULG BE ¢ COMPLETIN
TAG REGULATORY DR LEC IDENTIFVING INFORMATION) POTAS CROSS-REFERENCED TO THE APPROPRIATE BATE
! : ; DEFICENCY)
; | Preparation or execution of this Plan '
F 000 [ INITIAL COMMENTS ‘ F 000 | of Correction does not constitute
I AR itication § iiated ‘ admission or agreement to any alleged
| o macertitication Survey was initiated on : | deficiencies cited in this document.
j 04115414 and concluded on 04/1 7/14, i ' This Plan f Correction i d
.. .Deficiencies were cited with the highest Scope | : ted- g 1oty PrEpaTe
{and Severty of an *B~ ' . and"ffx.ecuted;*asrequ:reﬂ“by the
F 242 483.15(b) SELF-DETERMINATION - RIGHT TO ~ F24p] Provision of federal and state law. ‘
$3=0 | MAKE CHOICES E ‘ o
. i : inat : ;
i The resident has the right to choose activities, : F 242 Sd? determination Right to make f
; schadules, and health care consistent with his or | * choices :
L her interests, assessments, and plans of care; i ' :;
f interact with members of the communily both f : X
inside and outalde the facility: and make choicaes ‘ i
| about aspects of his or her life In the facifity that | | - Resident#1 was discharged to a )
_are significant to the resident, | i Personai Care Unit on 4/25/2014. !
! ! i Facility observations 4/16/2014
. . ' through the end of her stay revealed she
! ;‘;Fs REQUiREMENT is r;nt met as evidenged [ | received 2% at each meal per her
{ Basad an observation, intervisws, and review of | | g?ﬁ’r e During ﬂ’gasuwcy' resident
the facilty's policy, it wes deterrriried the faclity | {7 Was being treated for 2 UTI with
| failed to ensure alf residents food preferences | | Inerease in confusion (s noted in the
ware honored for one (1) of twenty-four (24} i - F?hﬂb records) causing her planned -
| sampled resideits (Resident #1). Residant#1 ;  discharge to be delayed 11 days. Earlier
 had a food preference of two (2) percent milk; | - mherstay, her primary caregiver states
| however, received whols milk with his/her meals, {  sherequested whole milk in the
f ¢ morning for her cereal, and it was
} The findings include: | | provided per her right. Resident #]
N ’ o ! ; suffered no ill effects from receiving
| Raview of the facillty's policy tiled, "Resident { ] the whole milk; and was provided with
~ Nutrition”, dated February 2011, revealed once : ( the preferred 2% milk for the
i new resident was admitted to the facility the ; f remainder of her stay. The resident had
Dietary Manager or empioyee would inferview the | { 1o allergies to milk or contraindications |
| resident within forty-eight (48) howrs. The poticy | : of any kind toward any mitk
. revealed during the interview the resident would : ; ) |
| discuss hisfher likes and distikes. i i i
; ! ! !
| Review of Resident #1's "Resident Nutrition 3 ‘ ;
- X H
5 H
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i . i
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TAG ¢ REGULATORY DR LEC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TQ THE APPROPRIATE i oare
i DEFICIENGY) N
| ! :

i F242; F 242 Self determination Right to make

F 242 " Continuad From page 1
Choices Cont,

! History/Preferences” Assesement, undated,

{ :
; revealed it stated Iny orcer for tha facility to batter - . ) o
' mest the nutritional needs for all new residents a | .= All residents have the potential for their ¢
i few questions would be answered regarding the prefererices not to be honored. . f
. FeSidENt's foad ke and distikes. Continved = | - Alldietpreferences, tray cards g | |
raview of the Assessment revealed Resident #1 ; . Physician diet orders have been i
i had checked he/she disiiked whole milk, skim ' reviewed by the Unit Manager of each
" miik, and buttermilk, i ] unit 1o be sure they are correct and up
H X ; trdgte Thie sacdanss s SEmLE el v '
Raview of Resident #1's Menu Card, datect : : May 9, 2014, ) '
- Inserviees were provided to al} nursing

I 04115114, for breakfast, lunch, and dinner
; ravealed the residant preferred two {2) percent
" rafik as a bevernge. :

3
1

. Review of Resident #1's medical record ravesled
! the facility admitted the resident on 03/11/1 4, with appropriate diet and consistency.

: diagnoses which Included Gastroasophageal : : )

' Reflux Disorder (GERD). Review of the Initial | ';‘f;‘:ﬁfjg;gﬁ‘::;ﬁcﬁgmmd I
| Minimum Data Set (MDS) Asssssment dated | o certs ﬁe' o .‘é S ﬁgurses an
03/18/14, revealod the facility assessed Resident ; o ausse aids. Sffis also to

| ¥#1 to have a Brisf Interview for Mental Status j  notify the dietary depertment when

(BIMS) score of fiftean (15) which indicated the resident changes preferences 5o the tray |

) cards can be updated appropriately with

stalf by the Director of Mursing to i
review meal service and chacking tray
cards for fluid prefarences whan

serving a residents tray, as well as ]

-F resident was cognitively intact.

: cog Y i : all changes. As always, the resident

' Observation on 04/15/14 at 8:29 AM, revealed i * does have ther ight to change their

{ Resident #1 eating breakfast in his/her room. : : preferences for a sinpte meal or !
; . permanently. Staff education was {

Continued observation revealed Resident #1 had
l whote milk on his/her breakfast tray. Further X ; completed by May 9, 2014,
| observation at this time revealed no evidence of | i - The Unit manzagers will coordinate an
" bwa (2) percent milk on tha tray. : ! audit of 10 residents for breakfast,
i ; lunch and dinner to assure they are

i

. Intarview with Resident #1 on 04/15/14 at 8:30 ! : receiving the preferred beverages as
tAM, revesied hefshe preferred two (2) percent ! well as not receiving foods listed as
i mik. Resident#1t stated, "they always send me 'i ! distiked. (Attachment F 242 N116)

E

i

whola milk. | like two (2) percent milk™. Resident | This will 6
| #1 reparted he/she did nat like whole milk, = i anéi;l’;’n}eﬁ’r‘;ro‘?}fe’ﬁﬁ:g‘? monihs |

| According o Resident #1, hisfher daughter had ; \ j
Hinformed hisfher likes and distikes to the staff, ; : | 5110714
l | P
{ | . ;
ot 1D DEDOT Faciiity 10: 100055 ¥ continuation shaet 9399 2of2T
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; :
F 242 Continued From page 2 o F 2421 !

Interview with Certified Nursing Assistant (CNA) |

| #9 on 04/15/14 at 12:80 PM, revaaled residents |
did not have preferences or likes on their meal ;

f cards, only disfikes were on it. She stated ‘ : !

| RESident #1 received whole milk for brsakfast | i : ;

fand lunch, She indicated the resident had i i

, feceived whalg milk earlier at breakfast, CNA#9 :

' slatad Resident #1 did not request any other milk, | :

; S0 she provided the resident with whole milk, ,

" The CNA reported Resident #1 did not get two (2) | ‘ .

| parcant milk with his/her meals, i j
) ‘ i

| Interview with the Diatary Manager o 04/15/14 at : ;
. T1:30 AM and an 04/168/14 at 1.00 PM, revealed :
: food preferances were obtained on resident | y
; admission (o the facilily. He staled he would ! _ :
| assess the resident's food and heverage : i
j preferences by talking with the resident, as weil I ; .
“ as, histher family. The Digtary Manager stated f i !
| & resident changed histher mind regarding a g
~ preferance on the meal tickat, the Hekst would
t change and the resident would be reassessad or |
. revisited to ensure food preferances wera [ ; ‘
tcurrent. According to the Distary Manager, o ! j
. Rasident #1 had completed a nutrition ; : :
' assassment regarding his/er likes and disiikes, * | : :
 He stated Resident #1 indicated he/she praferred | ;
* o have wa {2) percerd milk with meals according f : :
i to the nutrition agsessment. The Dietary , :
‘ Manager stated if he were tha CNA assisting i : f
{ Resident #1 with his/her meal, he would have “ ‘ i

offered the resident beverages he/she preferred. | ; :
i He indicated he then would hava asked (he * ‘ !
; resident if ne/she wantad something different, | ; ’
| Ifterview with the Administrator on 04/16/M14 at | i ;

1:20 PM, revealed it was her expectation for staff ! ' {
 to follow residents’ menu cards in regards lo their ' f ;

| preferences. However, she stated i residents | i i
Evant i) DEAGT Faciiity I0: 100056 i continvstion sheat Page 3 of 27
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;’ ] : ]
F 242" Continued From page 3 . Fz4z,
! requested somathing different, then staif should : !
; hohor the resident’s request. The Administrator y i i
" stated she was informed by staff Resident #1 : i
i Jequested whale milk to drink and/or add to : ; :
Uhisiher cereal. , : ;
F2531 ¢ 253 = Housekesping and msintenance

F 253 | 483.15(h)(2) HOUSEKEEPING &
55=0° MAINTENANCE SERVICES

! Tha faciity must provide housekaeping and
j maintenance services necessary to maintain a
"sanltary, ordedly, and comforiabla interfor,

!

| This REQUIREMENT i not mat as evidenced
by:

{ Based on obsarvation, inlerview and review of

_the facliity's poficy and documents, it was

i determined the facility falled to snsure provision

, of housekeeping and maintenance services

| necessary to maintain a'sanitary, orderly, and

, comfortable Interlor to prevent the spread of

| disease-causing organisms by keeping reskdent
care equipment ciean and property stored,

| Observalions revealed resident toolhbrushes

“were unlabeled and uncovered in resident rooms |

| 203, 208, 221 and 411, Additionally, observations |

revaaled g vent caver hanging from he cedling
| over the tollet in g communily resident bathroom

- on the 3rd fioor.
i
' The lindings include:

| 1. Review of the facllity's policy titted, "Resident

: Safely” dated 10715/ 3, revealed residentls should {

! store personal care items in a closed area sueh
fas a drawer of closet in their room,

i Interview wilh the Director of Nurging (DON) on

|
]
]
g
E

i
:

g
i

'
i
i

1) Toothbrughas:

-

!

1

Toothbrushes wers cleaned and/or
replaced if necessury, placed in a
kidney basin lined with a paper towal, .
marked with the residents name and ]
placed in the residents’ drawer. ‘
There were no adverse sffects noted
refated to the deficient practice..

All residents have the potential to be
affectad ;

Each resident is provided with a
kidney basin at the time of their
admission, Nursing staff has been [
instructed to Inbel this basis with the
regidents nome, ling it with a clean
paper towel and place the residants®
toothbrush in it prior to storing in a
drawer with {ike resident personal care .
items. (See updated Resident Safely
Policy — Attaclyment F253/N 134 #]

!

i continuatlon shaet Pags 4 of 27
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f Fos3l - Inservice training for al) nursing staff ;

F 253 ; Continued From page 4
04/17/14 at 322 PM, revealed the facility did not
| have a pollcy spacific for toothbrushes: however
; her expectation would be for toothbrushas to be
lzbeled and covered for Infection control and
i Cross contamiAsiion prevention,

" Observation on 04/15/14 a1 5410 AM, during the
i initial tour of the faciiity In Unsampled Residan!
; | G's and Unsarnpled Resldert J's semb-private

[ toothbrushes storsd in a wire baskat o the
bedside table. Continued observation revealad

[ the bristles of the toothbrushes wera touching,

. and also wera observad to be touching a hair

" brush, comb and nail fils stored with therr.

I Further cbservation on 04/15/14 at 5:20 AM,

. during the initial four ravasled in Unsampled

' Resident H's and Unsampled Resident I's

| semi-privale room 209, one (1) unlabeled and

i' uncovered taothbrush lying on & bedside table.

| Observation on 04/18/15 at 9:08 AM, of resident

“room 411 revamled an tunlabeied, uncoverad

| toothbrush lying on the counter beside the sink

~under the soap dispenser. Observatian of

Fresident room 221 on 04/17/114 at .15 And,

j reveaied three (3) unigbeled and uncoverad

" looihbrushes lying on the sink counter under the

| soap dispenser.

fInterview with Cerlified Nursing Assistant {CNA)

; #3, 0n 04/16/14 at 813 AM, revealed

" toothbrushes should have residents’ rames on

. thern and should be stored covered to kgep them

i sanitary,
| Interview with CNA #7 on 04/17/14 at 2:00 M,

. revesled she was taught 1o iabe} residents’
! toothbrushes and store then in toothbrush

reom 203, revealed two (2) urlabeled, uncovered ]

¥

3
i

F

the Resident Safety palicy was
completed by $/9/2014 by the Director
of Nursing and Infection Controj
Nurse/ADON, Nursing staff includes .
registered nurses, licensed practical
Mirses and certified nurse aids.
- Each unit manager will coordinate the
compietion of a toothbrush storage
audit monthly x3, then every other
month. Toothbrushes found
inadequately stored will be
wotrected/replaced as neaded
The resolts of this audit will be
reported at the Q4 mesting,

2} Vent Cover:

- No regidents ware affected by the
broken vent cover

- Any resident nsing that bathroom
couid have been affected

= The vent cover WAS repaired on
4715714, (See attachad copy of worl
slip as shown to the 3urveyors
F253/N134 #2) The ¢lips holding the
veat cover were bent back into piace

and the vent cover was firmly in place E

when signed off by the maintenance
department, That repair did not hold ~
when it was discovered again on
4716714, the vent SOver was replaced,
Work orders are completed by any
staff member who discovers the need
for a repair. Isguag that create a risk to
resident safety are callad to the
maintenance department or on call
maintenance worker.

j

|
|
|
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i F 253_! F253 Housekeeping and maintenance r
H

£ 233 Continued From page 5
E holders it the bathroom,

i Interviaw with CNA #4 on 04/171 4 at 2:10 PM,
revealed sha was taught to rasidents'

" iGSthBroshes were'Is be rinsed, placed in &

: plastic bag which was 1o ba Inbelad with the

_resldents' name and room numbhar,

| Interview with Licensed Practical Nursg (LPN)
#12 on 04/17/14 at 2:20 PM, revealed it was her

D axpectation for CNA's (o rinee residants'

1 toothbrushes, label the toothbrush and place itin

, @ separate holder In the residant's bathroom

O 2. Reviaw of the facliity's inservice docuiment
titlad, "Fire/Safely Insarvice, undated, reveatad
! damaged equipment could pose a threat of Infury
i risk for residents and staff. Conlinued review of
' the policy revealed If staff observad damagsd
L equipment they should il out a work order w0
i requést maintenance.

i Observation on 04/18/14 at 5:30 AM, of the

, communily resident bathrcom on the 34 Was!

! Linit scross from Roam 314, during Initial tour of
; the facility revealed a loose vent cover hanging

" from the celling over the toilst.

i

i Interview wilh CNA #5 on 04/15/14 at 5:33 AM,

" revealed the loose vent cover could cause fsjury
1 lo residents or stalf. She stated she was nol

. aware of a work order having been completad to

!fix the vent. She indicated she would complete
watk order, which the Surveyor observad ber la
complete and submit (o the front desk rurse’s

| siation. :

I Addilional observation of the same communify
| rasident bathroom an 04/16/14 at 9:08 AR

i

Cont.

i E

© « Emplopees will Continue o répbrr

! ttems in need of repair by the current }
! method. ltems not repaired timely will
i be reported to the maintenance

' supervisor and/cr administrator for

; foilow up .

‘ 50714

i
: f

‘ |

if conlinugtion sheet Page Bof 27
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F 253 | Continued From pags 6 F 253 i

, revealsd the vent cover continued 1o be hanging | |
* fram the ceiling over the toilet. ‘ : !

]
I
} 04/17/2014 }!
|

i

: Interview with LPN #2 on 04716114 at 910 AM, i : -
| revesaled Work orders wera completed for issues | f ,
. which might not directly affect residents, such as, i ; 5
* a blown light bulb. LPN #2 stated with other ) :
: issues, such as, loilets overflowing the ‘ j (
" maintenance department was notified i ,
i Immediately for repairs, According to LPN #2, ‘ ,
work orders were for less immediate requests | ]
' and one would be completed for a vent repair. | |
. .
' Observation of the comrnunity resident bathroom |
Lon 04/16/14, with LPN #2 revealed the unrepaired |
: vant cover. Observation revealed LPN #2 located | 5
* @ work order slip on a shelf in the bathroom which | ; i
{ had been complated by CNA 85 on 0471514, ’ :
- Continued interview with LPN #2 revealed the |
| vent should have been repaired by maintenance | {
j @n 04/15/14. She stated she considered the ‘ : w
" hanging vent caver a safaly issue as it could fal] ! ;: i
i from the ceiling and hit a residant or an emplayee E : X
i the head, : f
F 281! 483.20(k)}{3)(1) SERVICES PROVIDED MEET ; , ;
$8=D | PROFESSIONAL STANDARDS !' E %
i t

| The services provided or arranged by the facility E: ‘
. must mest professional standards of quality, : : !

' This REQUIREMENT is not met as evidenced | j ,
Poyr ; '

Based on abservation, interview and record E ? : f
- review, It was determined the faciiity failed o ' 5 |
, Bnsure Physician's Orders were followed for ane ; ' I |
{1) unsampled resident (Unsampled Resident Fi

i
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Foa1 Continued From page 7 F281) F 28] Services provided meet professiona) g

! Observation during a medication pass ravealed | : Standards :
j Unsampled Resident F's ten {10} miliaguivalant | : ,
~ (mEq) Potassium (an elecirolyie repienisher) ' - The physician for Resident F was !
| medication was not avallable to agminister as | B notified immediately upon g
e '"“'IMW%T@T'R@GW of Uisampled Residant F's i ’ discovery th et ;
9 . . ] . ry that the medieation had
Medication Adminlstration Record (MAR) _ i not been given. A potassium Jevel . !
f revealed on 04712114, 04/13/14 and 04/15/14, | | was checked that day. (drmers aeig|
; Staff had documanted the medication as . : ¢ Ef-‘; I AM, R ky q 416 at 136 1 !
“administered, The Director of Nursing (DON) ! ; :; ithin normel igfmf arts L
i 0 » . 3 . Pt
1indicated the nurse had "borrowed” one (1) dose | | - BCC staff administers all the P
Medications for residents. Periadic f

i of the-medication on 04/12/14 from another |

resident, and not given the medication on A .
1 04113414 and 04/15/14. However, documerted i . med pass audits done by MedCare oo
i‘ i pharmacy reinforce the protacol for i
f

| the medication as administered on the MAR. 1art
, missing drugs.

- The nurse involved with this

: incident was terminated for failure i

.‘ | to follow established facility

_ pelicies and falsification of &

i regident record., i .

- MedCare pharmacy provided an .

inservice in March 2014 covering o

| The findings ihctude:

? Review of Unsampled Resident F's madical

{ recard revealed the facllity admitted the resident |
| on-08/10/201 3, with dlagrnoses which induded H
- Congestive Heart Failyre (CHF) and Bllateral ] :
| Lowsr 'Leg Edema, Review of the Physician's | !

Orders ravealed Unsamipled Resident & had : ; fasi feati
Forders for Potassium twenty (20) mEq (o be given | X féiﬁ?;?gg‘:i?ﬁ; :hdemmns )
j on Monday, Wednesday, and Friday daily in the : ? pharmacy for def’ivmy Hnceded) |
AM; and Polassium ten (10) mEq on Tuesday, | Mandatory inservices were 1 afr} .
! Thursday, Saturday, and Sunday datly in the AM. | | i? held the waek of 5/5/(4 rhmfg h f
' Cbservation on 04/16/14 at 8:30 AM, during a | O/9/14 to reviewlreinforce these |
{ medication pass revealad Unsampled Resident | f same items. X , i
F's Potassium twenty (20) mEq was present: : ;o The procedures will be reviewed ;
' however there waa n6 Potassium ten (10)mEq | ! quarterly with. scheduled nurses ‘g
[~ | present. ' { meetngs. o
B : i - Thefacility will continue to .

 Review of Unsampled Resident F's MAR ; discipline employees who donot 5710714

j fevealed the resident's Potassium ten (10) mEq | . follow the established protoco! and

_ had been initialed as administered on: Saturcay, | : terminate any empioyee who .

| 04712114; Sunday, 04113114, and on Tuesday, | willfully falsitiesa resident recérd, | ;

| 04/15/14, . : !
EORM CMS-2567(02.49) Pravious Versiong Chsclate Event i0; DESO Fackity I 100065
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NAME OF PROVIDER OR SURPLIER

BAPTIST CONVALESCENT CENTER

, STREET ADDRESS, TITY, STATE. ZIP COUE

120 MAIN STREET

! NEWPORT, KY 41071

FROVIDER'S PLAN OF CORRECTION

]
|

f

(X4 1y SUMMARY STATEMENT OF DERCIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL

PREFIX
TAG | REGLE.ATORY OR LSC IDENTIFYING INFORMATION) '

0
. (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APBROFPRIATE

PREFIX
TAG

I

DEFICIENGY)

: £35)
COLPLETION
IATR

|

'
i

F 281 i Continuad From page § 1
: i

*Interview with Pharmacy e mician (Teclt) #7 on ;
. 416114 at 9:30 AM, revealed the pharmacy hag !
" sant Potassium ten (10) mkq, eighteen (18) !
{ tablets for Unsamplad Resident #F on 04/09/14. :
. The Pharmacy Tech stated Unsampled Resident |
' F's box of Potassium ten (10) mEq was rsturned i
i lo the pharmacy the next day, on 04/10/14, iA

! Review of the documentation of medications
obtained from the facifity's emergancy box
frevealed no documented evidence Patassium ten !

i (10) mEq had been abtained for Unsampled

_ Resldent # F, and charged to his/her account,

l

 Interview with the Dirsctor of Nursing (DON) on

104716714 8t 2:10 PM, revealed she had spoken |

1 with Licensed Practical Nurse (LPN) #7. who had

_ worked an Saturday, 04/12/13, Sunday, 04/13/14, !

I and Tuesday, 04/18/14, The DON stated LPN #7 |

. had told her on Saturday, 04/12/14 she :

" administared Polassium tsn {(10ymEq to I

i Unsampled Resident F which she had borrowed |
from another resident's medication. According lu |

H

i

i

| the DON, LPN #7 informed her howsver, on _
| Sunday, 041314 and Tuesday, 04/15/14, she |
I had not administered the Potasshum ten (10 mEq |
j @8 ordered. Continued interview with the DON !
revealed LN #7 told her she had docurmented
{ the Potassium ten (10) mEq on the MAR even
though she had not adminislered the medication.
' The DON indicatad LPN # 7 gave her no reasan
j for having falsified the Unsampled Resident #s i
MAR, The DON staled { was her expectation for
all nurses to ensure medication is reordered ‘
. promptly from the pharmasy (o engsure it was
* avallable for administration as ordered. She
i slated she expected the nurses to use the |
 facility's emergency medication box as nesded .

an*s!?

$

i

i
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COMPLETES
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58ag! HAZARDS/SUPERVISION/DEVICES :

i The facility must ensure that tha resident §
L environmeni remains as free of accident hazards |
; a8 I3 poasible; and each resident receives i
. adequats supervision and assistance davices lo
[ pravent accidents. . ‘ ;

H
¥

|

! This REQUIREMENT 5 nat met as evidenced |
by ]
,} Based on observation, Intarview, and review of %
| the facility’s policies, it was determined the facility '
; falled to ensura the resident environment
' remained ag free from sccident hazards as was [
| possible. Observations revealed unlocked

storaga areas that contained items to include |
‘ razors, POt Sani-Cloth Bleach Gemmicidal Wipas, |

H

| bottlas of mouth wash, syringes with needies and |
- disposable razors. §
i N

; The findings Includs:

[
i

i Raviaw of the facility's policy titled "Resident :
 Safety”, dated 10/15/13, reveaied all chemicals or f
- hazardous materials were to he kept in a secure ;

| area when notin uss.
i

! :

i

(X3} D ,: SUMMARY STATEMENT OF DEFICIENCIES : i3] PROVIQDERS PLAN OF CORRECTION f s
PREFIX | (EACH QEFICIENGY MUST BE PRECEDEC BY FULL I PREFIX | {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LEC IDENTISYING INFORMATION) TAG CROJS-REFERENCED TO THE ARPROPRIATE | | DKFE
; i ! CEFICIENC Y} ’
; i ; i
F 2811 Continuad From page & ! F 281 |
[ when & resident's medication was not available to ; : f
. ensure the correct dosage was provided as : : !
' ardered, The DON indicated it was her [ ! i
- . 8xpectation for all nurses 1o ensure Physician's. | T |
"Urdarg were tollowed and to docurment truthfully ! g
lin residents' medical records as they were a legal | | ‘ a
, document, o '
F 323 483 25(h} FREE OF ACCIDENT ‘o F323 i

F 323 Fee of Accidents/Hazards/Davices
i , A

!

Mo residents weare adversely affected |
by this practice, '

+

All wandering/confused residents have |
. -the potential to be affected I
i - Bleach wipes were removed from the |
! patient only bathroom. ;I.!
V - Doors to the medicarion/storage aress |1
f in the A building have been closad ]
and locked (until a Jocking system ;
can be installed on the supply i
cabinet} a key is aceessible to all ! i
seaff,
- The lockable cabinets behind the |
NUYSEs station in the C-Buiiding are '
I now kept lockad, and ail potentially E
hazardous chemicals/materials have-
been moved to these locked areas

= All Nursing staff, which includes
registered nurses, licensed practical
nurses and certifisd nurse aids, were
; educated by the DON and ADON on |
: the need to keep these doors/cabinery
H locked | Inssrvies was completed by
5/9/2014. o
]

i continuation shees Pane 10 0f 27
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F 323] Continued F 10 E F 323 | |
ontinued rrom page ; © F 323 Free of Aceident i ;
o e s/Haza !
i Review of the facility's policy tiled "Medication | ] Cont rdsDevices
. Storage in the Facility", undated, revasied i X
i medication supplies were to be lockad or : [
. attended by persons with authorized zccess. i 1- -
! ‘ Management staff; unit managers and |
Raview of the Materia] Safety Data Sheel (MSDS) ! [ chargs Tur3es are responsible for
"for the PRI Sani-Cloth Bleach Germicidal Wipes, i ‘ monitoring tie doors/eabinats daring
i revealed the product was considerad a i ' rounds and to Immediataly lock any i
Marardous Chemical, as defined by the OSHA | ; area found unlocked, Offenders will be
i (Oceupational Safety and Health Administration} resducatsd/disciplined by thair !
~Hazard Communication Standard, 29 CER ! denartment haad 3
F1910.4200. Purther review revasse the product | Formal rounds/audits wifl he completed
was labeled to be kept aut of reach of childrer. . : at least 3 times a weok ( Attaahmcg:& 4
' Review of the MSDS for PO "8ani Hands” instant | i F323N219), and ) ;
i hand sanitizing wipes revealed the product was i resducation/diccinl: . ;
i flarnmabls and Jabeled lo be kept out of reach of \ new::a on/disciplinary action taken a%
i chitdran, ; ! ;
r
. . ; Y
| 1. Observations of the "Palient Only” 34 West | ! : 10/19
. bathroom, across from Room 314, while touring ; :
! the facility on 04/15/14 at 6:30 AM and againon ! [ :
. 04/16/14 at 9:08 AM, revealed Sani-Cloths with i ;
* Bleach on the bathroom shelf behind the toilet, , :
: :
f i
1! An interview with Certiffed Nursing Assistant ; i
[ (CNA) #5, o 04/15/14 at 5:33 AM, reveated the | : |
 bleach would be considered hazardous to the ; '
{ residant. ' ) :
j ! 5
I An interview with Licensed Practical Nurse (LPN) | ? i
B2, 0m 04/16/14 at 5:10 AM, with regacd to the : :
* "Patient Cnly” bathroom, revaalad the bleach . i
. wipes should not be in the bathraom and sha
fremoved them, ‘
i ‘ : i
2. Qbservation of the medication/storsge room i )
on the third floor, on 04/15/14 at 7:30 AM, \ ;
, revealed the door to the medication/storage room | :
' was unlccked, with no siaff within visible sight of § { i
Gvent 10 DEBOY! Facilly 10 100085 W contirasation sheet Paga 11 of 27
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F 323: Continued From page 11 )
i the door. Feshior chosrection rovealod sic ety :
- disposabie razors, nineteen (18) medication i
i syringes with needles, four (4) boxes of two
_ hundred {200) count alcakot ep pads, two (2)
i hoxed of one huhdred (100) count nail polish i
. famaver pads and one {1) pilt splitter with razoc
! blade attached. Subsequent ohssrvation, on f-
; 04/15/14 2t 9:00 AM, revealed the door to the :
" medication/slorage room was urlocked, with no i
| staff observed to be in sight of the unlocked door, !

[ Interview with L PN #2, on 04/15/14 at 12:158 B,
revealed the door to the storage room was not
' normally locked. Further interview revealsd items |
! such as the ayringes with needles, disposable :
' razors and cleaning cloths could be hazardous to |
| & resident that wes cognitively Impaired. .
‘ {
i 3. Observation of the 3rd Floor Nurse’s Station .
, Slorage area on 04/17/14 at 2:55 PM revesied thel
I nurse's station was vacant and the storsqe ares !
: door was unlocked. The surveyor was able to
"walk into the room, walk atound and walkout, |
| Several residents were in wheelchalrs in the area, |
" The surveyor stood at the nurse's station awalling E'
i @ nurse. LPN #2 ariived at 3:03 PM from the X
elevalar. LPN #2 stated sha did not know who !
! was ragponsibla for the area, but the door shayld :

_have been shut and lockad.

' i
i 4. Observatlon of the C Unit Nurses station, '
" behind the desk, on D4/16/14 840 AM, revealed

| o one was sitting at the desk. Behind the nurses )
" station, unfocked cabinets contained muitiple [
{ unpacraged syringes with altached needies.
 Further observation reveated four (4) bolttes of

{ sanitized wipes, two (2) bottles of sani-cloth }
. bleach wipes, one (1) container of Ativa Screen
! Cleaning Wipes, which displayed "keeg outof !

F323f

i

i
[
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!
F 323i !

F 323j Continued From page 12

] . .
“ravaaled the nurse, Licensed Practical Nurse

- AM.
|

§ revealed there were items in the cabinet that

f resident's should not have access fo. LPN #4
" stated there were two wanderers on the floar,
| Unsampled Residents D and E. She added it
- was possible those residents could wander

{ through the nurses station and have secess to
i these itema. She reported it was important io

+ "vou would nof want the residents 1o out ihe
“bleach clothes in their mouths and/or cut
f themseivas with the razor or poke themselves

. be lockad,

1

F04/17/14 at 3:32 PM, revealed she had been

: Continued interview reveaied, to the DON's

 reports dug to the uniockad door. Further
interview revesled il could potentially be

; bean locked. Furlher interview revesled the
! facility did have residents that wandered.

i reach of children”, and ona (1) Sani-cioth Bleach
Horange bottie). In the upper unlocksd cabinat,
[ six (8) ravors were stored. Observation further
i (LPN) #4, réturned to the nurses station at 8:46

i .
H ¢

[ntarview with LN #4, on 04/16/14 at 8:47 A,

'ock the items due to resident's zafsty and staleg, |

with the needies”. (PN #4 revaaled the facility
{ naver kept the cablnet locked, but stated it should |
: Interview with the Director of Nursing {ON3, on

; employed at the facility for lwe (2) vears and the
“doors to the storage room had not been locked.

knowledge, the facility had received no negative

Interview wilh the Administrator, on 04/16/14 at
2:24 PM, revealed she had been at the facility for
! elght (8) years and tha starsge rooms had never !

H

]

)
:
t

_i

] s

! i
i
E
| ;
i

:

t dangerous for a cognitively impaired resident ta |
, Obtain & hazardous item from the unlocked room,

.
'

4
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. !
N . ¥
T Fa3z3l i

f
F 323 Continued From page 13
" Continued interview revealed the facility's plans
| wers Lo install locks on the doors for safaty. '
F 431 483.60(b), (d). (e) DRUG RECORDS, |
sg=r | LABEL/STORE DRUGS & BIOLOGICALS
'The facility must employ or abtain the services of i
' a licensed pharmacist who astablishes & system
| of records of receipt and dispesition of al 3
- controlled drugs in sufficient detail to enable an .
| scourate reconciliation; and determines that drug ¢
“records are in order and (hat an account of al} i
I controlied drugs Is maintained and pericdically

. reconcilad.
1

; Drugs and bidlogicals used in the facility must be
' labeled in accordance with currently accepted |
i professional principles, and Include the
apprapriale accessory and cautionary
{ instructions, and the explration date whan g
ff applicable. !
In accordance with State and Fedaraf iaws, the |
! faciity must store af drugs and biologicals In !
; locked compartments under proper temperature |
" conlrois, and permit anly aulharized personnal i ¢

: ave access to the keys, i

! The facility must provige separatsly lockad,
permanently affixed compartments for storage of

 controlled drugs listed In Schedule 1l of the !

. Comprehensive Drug Abuse Prevention and ;

! Control Act of 1878 and other drugs subject o '

, &buse, except when the faclilly uses single urit

* package drug distribution systems in which the

; quantity stored is minimal and a missing dose can |

" be readily detectad, ;

i
i

i
H .
H
i

Faatle 431 Drug Records, Label/Store drugs and .
i biplogicals . :
i
- Noresidents were assessed 1o be g
affected by this practice . ;
- Any resident receiving a
refrigerated medication had the §
putential to be affected.,
i~ Anaddendum was made to the
' MedCare Phurmacy Manusl
(Attach 341/N143 #1) that instructs
: the staff to record the refrigerator i
! temperatiye nightly on 1010 6 '
] shift. If reading is outside of f
; recommended setting adjust the .
i temperatire control and racheck in i
4 bours. If the temperature is still |
, out of range, move all medications
i to & working rafrigerator and
complete 2 maintenance request to

; have the refrigerator and/or

" thermometer checkad/repaired. f
[ Medications can be returned to the |
) refrigsrator when it Is functioning !
I praperly o

i cantinuation shest Page 14af 27
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: DEFICIENGY)
, i .
F 431 Continued From page 14 ; Fa31l " 431 Drug Records, Label/Store drugs and
! : i Biologicals Cont
i This REQUIREMENT s not met as evitenced i ; i
1 by : i . :
* Based on observation, interview, and review of | 1~ Therefrigerator tamp log was
! the facility's policy, it was delermined the faciity : revisedthe log now reads
_failed 1o ensure all drugs an biclogicals were i Refrigerator range 36-46 degrees,
- stored In focked compartments under proper ; freezer range below 30 degreas. ;
| lemperalure controls, and permit oniy authorized The log aiso contains the following |
persannel to have access to the keys, in : j instructions — to chesk lemperaturs
| accordance with State and Federal laws. . ) daily on the 10-6 shif, adjust if ;
Observation of the medication refrigerators on the ‘ ; outside the range and recheck in4 .
I'secand and third floors revealed they were | ; A 1Fsti : i
rd d ey [ i ours. It still out of rangs, notify |
| uniocked. Additionally, the faciiity failed to snsura ' the maintenance department .
, the temperature control policy was implementad | Lo The policy/nevr fmf; were i
i related to monitaring the temperature of the i i inserviced and initiate don ;
edication refrigeratars throughou ility, ! : ;
!m dication refrige 3 throughout the faci Y ;‘ : §1772014. The Director of ;’
The findings Include: : : Nursing and Assistant Director of !
| ! j Nursing inservicad all ragistered :
i Review of the facility's policy, ttled "Medication | [ nurses, licensed practical nurses !
- Slorage in the Facifity” undated, reveated : : and certified nusse aids. l
| medication rooms, carls, and medication supplies ! '_E - The Unitmanagers, ADON and ;
“were to be Jocked or attended by persong with 4 cim_:caf coordinator observe the
| authorized access. Further raview revealad only ! i refrigerators das ly for appropriate
Mleensed nurses, phanmacy personnst, and those i ; temperature reeording and o agsyre
tlawfully authorized to administer medication {such i they are kept locked. Omissions in |
| as medication aides) are allowsd sccess to ! emperature recording or locking '
- medications. Cmm.inaets {evi&m: revesied ( . procedures are corrected
| madications requlring refrigeration should be ! Immediately .
, Stored between thirly-six (36) degrees Farenheit ! ; - Emolove .
! and forty-six {45} degrees Farenheit, ; ployees who fail ta follow the
: i i policy will be
: ‘ reeducated/disciplined as neaded.
51014

i 1. Observation of the medication/starage roorm

[ an the third floor, on 04/15/14 at 7:30 AM,

' revealed the door 1o the medication/storage room
; 10 ba unlocked with no staff within visible sight of
. the door. Further observation revealed the

' medication refrigeralor inside the

| medication/storage room to have a lock on the

Cc_xmpiiaracc with the procedures
will be monitored through the
monthly QA meetings, |

i
j F
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F 431 :

{ F a3 f Continued From page 16

| refrigarator; however the lock was rot in the
l locked position. Additional observation on ‘
* 04/15/14 at 9:00 AM revealed the door to the
j medication/storage room to he unlocked with the :
" rafrigerator unlocked and no staff wers vbserved
{ to be Insight of the unfocked door. ;

i intarview with Licensed Practical Nurse (LPN) #2, |
. on D416/14 2t 12:15 PM, revealed the
{ medication refrigerator should be kept locked. !
j Further interview revealed the medication
refrigerator stored insuling, antibiotics and other
I medications that could be harmful to residents,
linterview with Pharmacists #1, on 04/16/14 at |
12:25 PM, revealed the medication refrigarator
! shouid be kept Jocked at alf Hmes for safety,

E

; Interview with the Director of Nursing (DON), on
1 0471714 at 3:32 PM, revealed the medication i
refrigerator door should be locked par the \
i facility's policy for safely of the residants. |
[ 2. Review of the facility's forms, located at five |
; (8) of five (5) of the facility's medication ;
i refrigerators, for recording medication refrigarator !
temperatures, litled "Record Tem ps Nightlyen
! 10-6", revealed the refrigerator must be at or ‘
| below forty-one (41) degrees (Farenhail). Further|
' review revealed "if neaded, adjust temp and '

i recheck in 4 hours®,

; Interview with Pharmacis! #2, on 0417714 at :

12150 PM, via phone, revealsd the madication
refrigerator lemperatures should be between

_thirty-six (38) degrees Farenhelt and farty-six (48 ;

{ dagrees Farenheit,

! Review of the Medication Refrigerator logs for the .

H
i
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F 431

F 431 Continued From page 18
i sacond floor (24), dated Aprit 2014, revealed April 3
.L2.3,4.567.480 70, 11,12, 13, 14, 15,16 |
fand 17 to be below optima temperature range, |
i between iwenty-faur (24} and thirty-four (34) ;
- dagrees Faranheit, with no documented avidence
i found of manual adjustments made to carrest the |

; lemperaturs,

i Raview of ihe Medication Refrigerator lags for
. "North Hail”, on tirg floor, dated Aprit 2014, ;
‘revealed April 2, 3, 4,5, 8,7, 8,0, 1 G011, 12,13,
114, 15, 18 and 17 o be below optimat
_temperature range, betwesn twenty (20} and

! thirty-four (34) degrees Faranhait, with no ;
| documented evidence found of manual i
;- adjusiments made to correct the temperature,

i

t
Interview with LPN #2, an 04/15/14 at 12:18 PM, i
revealed the night shift nursing staff was ‘
| rasponsible for checking and documenting the ]
; medication refrigeratar temperatures. Furiher J
" interview revesfed it was not reported to har by !
j the pight shift that the medication refrigerator was i
. nat within the aplimat lemperature range. Further .
linterview revealed the reference temperalure she |
; utilized for the rafrigerator tempearaivures wasg on i
" the refrigerator log sheet which stated below

{ forty-one (41) degrees Farenheit,

| Interview with the DON, on 04/17/14 at 5:32 P,
revealed ihe lemperatures of the megication
? refrigerators shauld be checked on the night shift
tand documentad. Further interview revealed,
should a temperalure be oul of range, :
adjustments to the temperatures should be made .
j and reported to the oncoming shift to monitor, '
; Further interview revealed she was Aot eertain
fwhat {he optimal temperatures should have heen.
{ She did state in reviewing the refrigerator !
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i

F a3 i Continued From page 17
* tempersture log forms, they were not consistent
| with the facility's policy nor the Pharm acy's

| unsolved issuss shouid be reportad to

; Maintenance to follow up on.
F 441 483 65 INFECTION CONTROL, PREVENT

Ss=E | SPREAD, LINENS

{ The facility must establish and maintain an

safe, sanitary and comfortable environment and

. of diseasa and infection.
}

i {8) Infection Control Program
The facility must establish an Infaction Central

{ Program uncler which it -

i in the facifity:
: (2) Decides- what procedures. such aa aolation,

i should be applied 0 an individual resident: and

actions refaled o infections.
¥
{b} Preventing Spread of infaction
! (1) When the infaction Control Program
. determings that a resident needs isolation to
" prevent ihe spread of infection, the facility must
| isolate the residant,
' (2) The facility must prohibit employees with a
{ communicable dissase or infected skin lesions

i direct contact will tranzemit the disease.
. {3) The facilily must require staff to wash their

¢ hand washing is ndicated by aceepted
" professions! praciice.
}

. recommendations. Continued Interview revesied

; Ievfaction Control Program dasigned 1o provids a [
| to help prevent the development and transmission
! |

j )

(1) investigates, controls, and pravants infections |

| (3) Malntains a record of incidents and corretive : {

i
i
1

i ]

from direct contact with resicents ar their food, if

' hands after each direct resident contact for whicts |

| !

I

! ;

: £ 4449 ;i F 441 I_nf’ecticm Conirol pravent spread,
! linens x

]

- No residents were assessed to be

! adversely affected by this practice,

i = All residents have the poteritial to-
be affected by poor infection

control, .
Meal service « Assassment of five

| residents per gnit during lunch and

" dinner was done by the DON and

i ADON to assure the proper

| f handling of trays. This observation

occurred April 21 25, All trays
were passed according ro policy
and without incident.

Inservices regarding proper
handwashing and food handling

‘ Wwas provided to all nursing staff by
f

S/9/2014 by the DON and

ADON/lnfection Control nurse,

Nursing staff included registerad

nurses, Heensed practical nyrses

: and certified nurse gids.

"~ Eachunit manager (Or designes)

| will conduct & meal audit 3 times ]

X manth (once for each meal) on each

i ' unit, This will include observations

| i of handwashing and food handling
during the meal sarvice {artachment

! i

T e it s

PRGN,

.i

i
1

Xy 10
éﬁg,qx | (EACH DEFICIENCY MUST BE PRECETED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORAATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
; I 5 HEFICIENGY) :
] : : ;
i F 431,
¥
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i DEFICIENCY) i

F 441 ; Cantinuad From page 18 i F 441 i+ F 441 Ir}f&ction Control prevent spread, ]

' (c) Linens | i Linens Cont !

' Parsonnel must handle, store, process and i ! F441/NT14 #1) for at least 10 i

i ::;?::ﬁ;);r finens 50 as to prevent the spread of . residents. The audits will be ;

; : ! ; brought to the monthly QA meeting

! _! and analyzed for trends that may f

f ) i indicate a need for additional i

| This REQUIREMENT is not met as evidencad | training/review, E,-

by i - Addataepaﬂy. the charge nurses are ;

| Based on observation, interview, review of the ; © responsible for manitoring the staff i

j facility's policy and Inservice education, and the foutinely during meals to assure: |
Centers for Disease Control (CDC) guidelines, it | appropriate infection contrpl :

I was detarmined the facility feiled ta ensure an | measures are being used. g
infection Control Program was maintained to ; 7) Hand . i
provide a safe, sanitary and comfortabla i <} Hand Hygiene . i

I srvironment and to help prevent the deuetopmentg - Peri care and hand hygiene were f

 and transmission of disease and infection, i observed by the ADON/Infection |

| i Control nurse for § days during the |

| Observation during meal service revealad staff I week of April 21 through Apri] 25. ]

_ scratching their neck and adjusting thelr clothing Care was observed op 2 residents !

Fwithout washing or sanitizing their hands i on each of five units. All peri cars '

j efterwards, and staff handiing residents' food with ; observed was done according 1o the |
their bare hands. 1 policy, :

'; . : , ! - Handwashing and hand sanitizer i

i I addition, abservations during skin . inservices were presented to the i

- assessments and/or perineal care revesiad staff ;} registered nurses, licensed practical ;

5 not washing hands prier to donning gloves and | nurses and certified nurse aids by f

i not vtas{r;ing pan_ciis after ramoving soited g;;{}vas % the DON and ADON/Infection ;

! prior o cmnm? ¢ ea&n gioves, w!’;&m going ftrom a : Control nurse and wers complete |

j dirty or contarminated area to a clean area. : ; by 5/9/2014. The inservi cing places f

‘ o . ; _ an emphasis on when 1o wash i

i The findings inchude: l : hands (andfor uss sanitizer) during {

!4, Review of the facility's policy tiled, "Personal : ; meal service as well as personal g

| Hygiena®, dated February 2011, revealed staff | : cart tasks such as skin observations |

| ware 1o wash their hands sfter touching their hair, | j and peri care. A monitoring too! for ?

{ face, bady or dlathing. ‘: i hand hygiene and skin assessment i

{ | ; has been implemented and js |

- Review of the CDC guidelines, undated, revealed i ! consistent with acceped standards ; ]
Event £ DEBOM Facility 10 100085 i continuation sheet Page 19 of 27
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F 441" Continued From page 18
*keeping hands clean was one of the best ways 1o
pravent the spread of infection and iliness in 2|

" settings.

'8:21 AM, revesled Certifiad Nursing Assistant
| {GNA) #2 held a resident's toast with her bare

. hands while putting jelly an it
j

Interview with CNA #2 on 04/16/14 at 8:58 AM,
1 revealed she shauld not use her bare hands to
{ handle food. She staled this was an infection

" eontrod issue.
i

' CNA#13 scratched his nack, adjusted his shirt
i coltar and did not sanitize or wash his hands
~ between resident rooms as he passed residents’

¢ breakfas! trays.,

Vinterview, on 04/17/14 at 5:00 PM, with GNA #7
revealed staff should saniize their hards

_ betwaen resident tray passes and wash thely

" hands with avery third tray passed, She stated

. the CNA’s were in-serviced on lray passing in

" CNA class,

‘al 849 AM, revealed CNA #11 asgisied

1
CQbsservation of the braakfast meal on 04/15/14 5t i

2. Observalion on 04/15/14 at 8:42 AM, revealed | |

5 3. Observation of the breakfast mea) on 04/15/44 |

F441] F 441 Infection Control prevent spread,
Linens Cont .

of pracrice (o reduce the spread of .

infections and prevention of Cross
; ; contaimmation. {attachment ;
¢ ; Fd1/N114 #3)
;© Unit managers and charge nurses j
: have been instructed 1o observe far i
cowect hand hygiene as directed in =~
the policy. All staff is being !
observed in the proper procedure of
food service, peri care and hand
§ hygiene to prevent and coneral :
outbreaks and cross contamination !
using standard pracaution. :

e

%

|~ Pericare auditing -The Infection
| Control nurse will monitor 2 CNAs i
i from each floor and. will observe as
i they provide peri care. This will i
: occur monthly for 3 months and :
: then quarterly. {attachment z
i : FA41/N114 #2) Results will be
reviewed in the QA meeting, :

E

j .

Skin assessments — Reuistered

; Unesmpled Soridont § with hicaeaos a0
#11 was observed 1o pick up Unsampled

an top of the toast and hand it ip Unsampled
Resident B la consuma,

interview with CNA #11 on 04/16#14 at 8:30 P,
revested she had sanitized her hands befnre

picking up the ltoast to give to the resident. She
L reporied she thought she was kandling the food

Resident B's toast with har bare hands, appiy jelly

TVSES AN VICETEEd Brachical nurses
were reeducated to perform skin
asseasments from the cleanest o
the dirtiest areas of the resigent
body, and to change aloves/use
hand sahitizer if inspecting multiple . J
open ar otherwise contaminated ' !

areas of the bady.
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SUMMARY STATEMENTY OF DEFICIEMCIES

(EACH CORRECTIVE ACTION SHOULD &8

Vshe should not have faushed Unsamplad
i Resident C's toast with her bare hands.

| Interview wilh the Director of Nurging (DON) an

04717114 at 3:32 PM, revesled staff should not

| louch a resident's food with their bare hands.
The DON stated staff should wash or sanitize

'5. Review of the facility's policy titted, "Proper
1 Glove Use", dated Febroary 2011, revealed

P after” wearing o changing gloves.

QObservalion of & skin assessrnent an 08417714
@50 AM, revealed Licensed Practieal Nurse

after assessing the perineal ares ang buttacks
and prior lo assessing a clean ares of tha

» hands should be washed thoraughly "bafers and

|
|

| their hands after totching thair bair or adjusting ;
their clothing, She indicated hand hygiene should |
' be performad to decrease cross cantarninatian, |

i

i
i
i
1
{

at

i

(LPN) #4 did notwash her hands prior to donning .
gioves to perform a skin assessment. Continued
observalion during the skin assessmeant revealed
LPN #4 did not change gloves or wash her hans

Sheen ! (EACH DEFICIENCY MUST B8 PRECEDED BY FULL PREFIN
TAG | REGULATORY DRLSC IDENYIFYING INFORMATION) YAG CROSS-REFERENCED TO THE APPROBRIATE DATE
! DERICIENCYY
F 41 Continued From page 20 Fadr The Infeetion Control nurse will
in the correct way. Conlinued interview with CNA f audit 2 nurses on each unit for the
| #11 revealed she should have used the resident's | next three months, then svery ;
- utensits to apply the jelly and serve it to the ! ; auarter for accnracy in following ‘
j resident. She reported this was important due to ; this protocof, ;
_infection cantrol concerns. _f | - Trends indicating failure to follow 5
' 4. Observation of the breaktast meal on 04715714 | ; f“ii& o eeiavions will be rviewed
j &t 8:53 AM, reveatsd CNA #12 touched the \ g ¢ n; ; Y 3 eetings &n '
comer ends of Unsampled Resident C's toast | ! the n;:e or reeducation, either by :
} with her biare hands and applied jelly to the tosst. | ; empioyee or department, will be
: i determined at that time by the .
| nterview with GNA #12 on 04/17/14 2 1-36 PM, | j Infection Control nurse and QA |
j revealed staff ware not supposed to tauch toast, Coordinaor. i
 bread, or rolis with their bare hands because of | ] :
: the: spread of germs, CNA#12 stated she knew : 5 ;
31014

-
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F 441 i Continued From page 21 !
_resident's body. &

!
. Ntervigw with LPN #4 on 04/17/14 at 10:00 AM,

“ ravealed she shauld have washed her hands J
, Prior to donning clean gloves for the skin !
~assessment. She stated sha also should have |
" remaoved her soilad gloves and washed her hands *
. after touching the perineal or buttoek areas of tha §
“resldent’s body and prior to moving to a clean ;
i area of his/her body, Furiher interview revealed |
E LPN #4 reported by not washing hands and i
: changing gloves staff could cause cross i

i contamination, i

| 8. Observation of perineal care on 0474 7114 &
10:30 AM, revealed CNA #6 did not wash or E
| sanitize her hands prior ts donning gloves to :
| provicle perineal cara to a resident. Continued |
observation revealed CNA #5 completed tha |
¢ parineal care and without removing solled gloves |
~and washing or sanitizing her hands, acjusted the |
tresident's clothing, linens and bed position, i
' Interview with CNAKE on 04/17/14 at 10.40 AM, ;
| revealed she should have washed her hands
- brior to donning the gloves for perineal care, and |
| washed her hands after the care was provided
prior to touching clean areas. CNA #6 stated .E
“hand washing was ta decrease germs. She i
| indicated she had contaminated the resident's
- claan bed lineng when she did not remove har
 soiled gloves and wash har hand after compisting |

. the perineal care,

t7. Observation of a skin assessment on 04/17/1 4 ;
@t 10:50 AM, ravealed LPN #6 did not wash har

- hands after removing her contaminated glaves,

; when moving from a soiled or contaminated area, |
, &nd prior to donning clean gloves to move 1o a

E
i

i
i
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clean area of tha rasident’s body.

|
y Interview with LPN #6 on 04/17/14 at 101 AM,

revealed she should have removed her
| contaminated gioves and washed her hands prior

to donning the clean gloves to decrease
* contamination.

i
. Interviaw with the DON on 04/17/14 at 332 P,
i rovesled hands should be washsd prior i
| donning gloves for a procedure, aflsr (aking off
contaminated gloves, and prior to domning clean
| gloves when moving from @ soiled or
contaminated area iv a clean area. Continued
linterview revealed these arsas were infection
y conlrol issuss. She indlcated staff should
“ petform hand hygiene to decrease Cross
| contarnination. .
F 5205 483.75{0)(1) QAA
§8e€ | COMMITTEE-MEMBERS/MEET
i QUARTERLY/PLANS

| .
. A facility must malmalin s quality assessment and

! assurance committes conaisting of the dirsctor of
i nurslng services; 3 physician designated by the
" facility; and at lsast 3 other members of the

i facilily’s staff.

| The guality assessmant and agsurance

j committes meets at lsast quarterly to identify

* issues with respect to which qualily assessment

i and assurance activities are necessary; and
davelops and Implemants appropriate plans of

Laction to correct identified quality deficiencies.

f AState or the Secrelary may not reiuire
[ | disclosura of the records of suich committea

Pt e i s

!

?

]

;
H

i

F 520! _F 520 QAA Committee ‘ ;

None of the residents cired had
adverse effects assessed from the
described practices. “
- Infection control continyes tobea
; priority focus of the QA team as
; evidenced by the downward trend
n the infection rate, (Correntiy, :
there have been YTz in May, i
compared to 10 in April.) i
, ~ Charge nurses, unjt mEnggers, and
) the entire management eam which
includes the DON. ADON and (JA '}
, Coordinator, is 1o correctre i
? educate when poor infection ;
| cuntrol observations are mage,
ADON/Infection Contro! nurse and
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F 3201 Continued From page 21? ‘ :’ F 5204 F 520 QAA Committee (cont) ;
] except insofar as such disclosure is refated (o the | i . |
- compllance of such committee with the | . DON will be accountable for i
! requirements of this section. educating all registered purses, j
. : . . X i dicensed practical nurses :
| Good fgith attempts by the commities to identify E certified ium ai d; and i
: . . ‘ m ereas of ;
and correct quality deflciencies will not be used as | infection cantro] .
| a basls for sanctions. ) . ) ) -
5 i s - Quality Assarance will overses ail '
{ : monitoring events. Trends !
| I f indicating a failure in‘a system will ]
~ This REQUIREMENT s not met as avidenced E i result in additional mandatory ;
I by: : education. The Infection Contro] |
| Based on observation, interview, and review of f | nurse's rols will be to snsure that :
- the facility's Plan of Conection relsted o the last i alt monitoring tools are used it a :
i standard survey commpletad on 08710713, twas ; timely and, compliant manner. 1f
determined the facility falled to have an affactive ! the Infection Control Murse and/or
| Quality Assessmernt and Assurance committee i the QA Coordinator identifies a ?
. that devsloped and Implemenied sppropriata ! : trend (even if prior to a QA f
! plans of aciion to correct identified quality i ! meeting), monitoring will be .
; deficiencies. Deficient practice refated to i — increasad with immediate i
i i i ; :
. mfaghgg g"”gg:g;iﬁ:“ ";ﬁg :;gida"‘;ife ; ! education to follow. Formal audits |
%r::tti%a Y Of:’:m current ?urvee g | | of multiple aspects of infection f
- ¥ f control protocals will be éxpanded i
. The findings Include: ! ? and continue to be done monthly
5 i E with alternating focus areas. i
, Review of the Statemnent of Defisiency (SOD) for | i ; (Attach F380 N520) These audits i
* the standard survey completed on 08110713 ; will be reviewed in the moothty !
; reveated the faclity was clted for deficient { \ QA meetings. Trends indicatinga |
" practice related to poor infection controf ; { failure 1o follow polieyfprotocal ;
i technigue during theprevs’aian of dressing ! ; will resuit in sdditional mandatory |
. changes and Em_iweuzng catheter cars, and ; i _educational sessions. X
. storage of food items that were not propatiy i i I
sealed, ; .
E i i [ 510714
; Review of the facility's Plan of Correction (PQC), | 1' i
" daveloped in response Lo the SOD and signed by | ‘
1 the Admindstrator on 0807113, reveaisd the : i
, facllity maintained an active Infestion Prevention | .
Evant 10 OEROY Fauitlty 1D: 106055 If gontinuation sheet Page 24 of 27
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F 5205 Caontinued From page 24 | F 520;
"and Contrel program. Further review revealed i :
| educalional in-services were mandatory for all
; staff each year, including but not limited to hand g
' washing, isolation precautions, disease
| ransmisslan, claaning pratocols, food ! :
" preparation and Tuberculosis, Continued reviaw ; ! i
! revealed monthiy audits of infection control f i
; Practices would be conducted by nursing | )
E management, and active surveillance to pravent ‘ ;
| the onset and spread of infection would be E

mairdained.

.

] 185058 i

i
i COMPLETION
DATE

!
¥
i

| Review of the facility's guidelines tited "Serving |
" Meal Trayg™, undated, reveaied hand hygiene

[ should be practiced prior to serving meals, ! :
' i

| Review of the facility's educational handout _ ;
 related to meal service, undated, revealed hand ; ‘
" hygiene wes fo ba pragticed prior to serving i i
| meals and between each resident. Further : ; |
review revealed staff should use hand gel |
P sanitizer after touching the hair, nose, ears ora | ;
; dirty unlform. Continued review revealed staff i ' . ,
¢ should wear gloves if they would be touching the ‘

i resideni's food,

| Review of the facility's policy titled "Perzonal : :
_Hygiene”, dated February 2011, revealed staff :
I should practice hand washing after touching the ; I

i hair, face, body, clothing er aprong. |

; Observation of the breakfast meal, on 04/15/14 at |
8121 AM, revealed Cartified, Nursing Assisfant
{{CNA) #2 held a resident's toast with her bare

~hands white putting jelly on it |

i

 Interview with CNA #2, on 04/16/14 a1 8:58 AM, )
' reveaied she should not have used her bare [
i hands to handle food. Further interview revealed i ;
Event I0: DESOH Faciiity tD: 100055

;
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it was an infection control issye.

' Gbservation, on 04/15/14 at 8:42 AM, revealed ;
P State Certified Nursing CNA #13 had passed ,
i resident breakfast trays between resident rooms |
" after he scratched his nack and adjusted hig shirt !
i collar, and without sanitizing or washing his

; hands,

| Interview with CNA #7, on 04/17/14 at 5:00 PM,
revealed staff should sanitize their hands |
[ between resident tray passes, and wash thair ,
; hands after every third tray pass. She stated the |
CNAs were in-serviced on tray pasging in CNA

| class, {

' Observation of the provision of perineal care, on

;' 04/17/14 at 10:30 AM, ravealed CNA 86 cid nod

, wastt or sanitize her hands prior o donning i

| gloves to provide the care to an unsampled )

i resident, Further observation revealed CNA#S |

eompleted the peringal cars, and without

| ramoving the solled gloves and washing or

. sanltizing her hands, she adjusled the resident's |

" clothing, linens and bad. i

| !

Interview with CNA g8, on 04/17/14 at 10:40 AM,

i ravealed she should have washed her hands

. prior to donning the gloves, and should have

“washed her hands after the care was given and i

i prior to touching clean areas on the resident, ‘
Further interview revealed hand washing was 5

'performed to decrease germs. She stated she i

. had contaminaled the resident's clean linen when

' she didn't remove her soiled gloves and wash her |

I hands after completing perineat care. ,

i Observation of a skin assessment, on 04/17/14 ati
| 10:50 AM, revealed Licansed Practicsl Nurse ;

i
H
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F 520} Continued From page 26 ;
(LPN).#6 denned clean gloves when moving from .
' a soiled or contaminated area 1o a clean area:
i howsver, she did not wash her hands aftsr |
removing the contaminated gloves and prior to

- donning the clean gloves.

¢ :
_ Interview with LPN #8, on 04/17/14 at 11 01 AM,
1

‘revealed she should have removed the
eantaminated gloves and washed her hands prior
, to donning the clean gloves, in order to decrease

" cartamination.
| Interview with the Director of Nursing, on ‘
0417114 at 5113 PM, revealed she was
' responsible for the current Infaction Control |
| Survelliance program and had identified na i'
- issues related to infection rates. Further interview |
!revealed education related o infection conirol }
| was a continuous process. She stated the facility .
; was no longer conducting formai monthly audils ¢
' a5 outlined In the POC, but continued to conduct I
{ "spot” audits or checks for infaction contro! f'
; practices. Continved interview revesled the -
| faciity would "double up® on infection control
i education and would conduct more audits. [

!

i
!

!

i
H
i
3

v
!
P
{
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KO00 INITIAL COMMENTS K000,
i E P

| GFR: 42 CER 483.70(a) !
| Building: 0 E |
i Survey under: NFREA 101 (2000 Edition) .
i Plan approval; 1948, 1967, 1980 i

§ Facility type: SNF/NE i |
' : i i

i Type of structure: Type | fire resistive
* construction : : |
f i i

!Smoke Compartment: Twenty-cne (21) |

 Fire Alarm: Complete Fire plarm .
A Building: Smoke detectors in resident | !

i .
Fraems/ Heal detsctors in corridars \
B Bullding: Smoke detactors in resident i ;

rooms! Heat detectors in corridors
_ C Building: Single station Smoke ; !
! Deteetors in resident raoms/ Smoke detectors | ;

in corridors, i

|
_Sprinkler Systern: Complete sprinkler system

| {wat) ' :
! j

i Genarator: A Building: Digsel installed 1989 ' !
’ C Building: Diesetl instailed 1989 & i i

'

' A Shert Form Life Safaty Code Survey was i

, conducted on 04/15/14. The facility was found to |

' be in campliance with the requirements for ] :
participatien in Medicare and Madicaid. Tha

- census on the day of the survey was one hundred _ .
and fifty-seven (157). The facility is licensed for

 one hundred and sixty-seven (187), ‘ :
(cmx} DATE

i
¢

i

LABORATORY DIRESTORS OR PROVIBERIS P IER REPRESENTATIVE'S BAINATURE TITLE
PL I 4

&2 erd A~ W, o Rddd
ioe may be excused from Coreascting providing i is determined that

Any dsficiency siatement anding with an aSterisk (*) denctes a deficlency wiich The institut

other safeguerds gravide sufficlant protection o Iha patients, {See instruetions.) Excent for aursing homes, the indings sizied sbove ara disclesabla 50 days

Inllowdng the date of suvey whalber or not g plan of carvection is providad, For nurEing hemes, the above findings and plans of correction are disciosable 14
abie to the facilily, If deficiendies are cited, an approved pian of correction is requisits 1o continued

days foflowing the dale thase decuments sre mads avaf

program particisatlon.
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