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(X4 1ty SUMMARY STATEMENT OF BERICIENGIES i ] PROVIDER'S FLAN UF CORRECTION ‘ %65
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL YOPREFD] (EACH CORRECTIVE ACTION SHOULD BE ; cmg}fgm
TAG REGULATORY OR LB IDENTIRYING INFORMATEIN) TAG CROSS-REFERENGED 10 THE APPROPRIATE 2
DEFISENCY) :
H . : §i f, 3
E 600 INITIAL COMMENTS i £ 00D; To the best of my knnwiezc:ige and belie |
: ' as an agent of Boyd Nursing & f
- . N
. An Abbraviated Survey investigating Rehablhta.twn Cenjcer, the fonuowmg pian |
KY#00021370 was initiated on 02/25/24 and | of correction constitutes a written
| sencluded on 82/28/14, KY#00021370 was dllegstion of subEtaTiial coffipliance
i Uﬁsut‘ﬁ-tﬁﬁtiat&d with unrelated deﬁCiEﬂGiES cited with Federal Medicare and Medicaid
+ with the highest Scope gny Severity of a "D, | Requirements
F 2B0 483.200d)(3), 483.10kj{«) RIGHT TO F2gg o4 i ‘ . fthis bl
5=t - PARTICIPATE PLANNING CARE-REVISE CP i Preparation and execution of this plan
? of correction does not constitute an '
_ _The resident has the right, unless adjudged Hfission or agreement by the provider |
| incompetent or otherwise found to be ruth of the facts alleged or .
: necapacitated under the laws of the State, to N ;
" participate in planning care and treatment o or?sius;ons set forth in the alleged
; changes in care and treatmant, , feiencies. This plan of corraction is
‘ , " prepared and/or executed solely
' A comprehensive care plan must be develope s

. Within 7 days after the completion of the

" comprehensive assessment; prepared by an

. interdisciplinary team, that includes the attending |
physician, a registerad nurse with responsibility

: for the resident, and other apprepriate staff in

" disciplines as determined by the resident's needs, ;

L and, to the extent practicable, the participation of |

, the resident, the resident's family or the resident's |

legal representative; and periodically reviewed

| and revised by a team of qualified persons fter

Ceach assessment.

i

|

i ghés REQUIREMENT is not met as evidenged

| Oy

' Based on observation, interview, record review
| and review of the facility's policy, it was

. deterrined the facility failed to revise the care

| plan for one (1} of four (4) residents (Resident

‘- #1). The facility failed to revise the care plan for

H
H

" because it is required by the provisions |
of Feteral and State Law.
F280
H is the policy of Boyd Nursing and
Rehabilitation Center to ensure residents
have a right, unless adjudged incompetent
or otherwise found to be incapacitated |
under the laws of the State, to participate
in planning care and treatment or changes
in care and treatment. |
Resident #1 was discharged from the
facility on 02/16/14 and returned on
03/10/14. The care plan for resident #1!
was updated by the IDCFT upon her
return on 03/10/14 to reflect the current.
needs of the resident, |

}denotes a deficiency which the ingtitution tmay be excused fram corracting providing i is determnined that

LABORATORY DIRECTOR'S DFU?'?DEWSUPPUER REFRESENTATIVE'S sx;islmuﬁe TITLE ‘{xm DATE
ﬂ ) iy
# , /@M [ 5ty f/ s d
Any deficioncy statarfient anding withéin asterisk (*

ather safeguards provide sufficlent pfotection to th

ing the date of survey whether or not a Bian of corestion is provided, For nursi

.4 following the data these dacuments are made available 1o he facility. If deficlencias
praogram taricipation,

FUORM CMS-2567(02-00) Previous Versions Obsoigts o Svem io: B&GUH Fa

@ patients, (See nstructions.} Excep! for nursing homes, the findings stated abovs gre dindonabl
ng homes, the above findings and plans of corection are disclosable 14

fe 80 days

are cited, an approved plan of comestion i3 requisite o continued
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F 280 Continued From page 1 & 250, All care plans will be reviewed by the
' Resident #1 after the resident exhibited increased | - IDCPT by 04/11/14 to determine that
Lahavorial symptoms. : 1 each care plan is updated, accurate and
| . reflecting the current needs of the residents.
| The findings include: | " The IDCPT was re-educated by the DON
. Review of the faciiity's policy tilled, ; on 03/18/14 regarding the importance of
"Comprehensive Plan of Care" dated 08/01/12, i reviewing and revising regsident status on '
 revealed it was the responsibility of each % a daily basis to ensure that resident needs
, ig:ﬂ;dis_glpﬁ?ary teatm “ng?mb:’_’ 1”"3"" ed in are recorded accurately and completely
! 251I0ent's care 0 provide mpu "o ine R
' developmen, implementation, maintenance and | on the current resident Plan of Care.
t evaluation of the resident's plan of care. Further The DON will review 25% of current care :
review revealed the Comprebensive Cars Plan | plans waakly for four weeks, and thereafter
| Warfd té)éw Lﬁdatafd éo ref;ﬁntt thgﬂre;udem s current ; two care plans for four weeks to
\i?wneivgrirqenafg c: nf g’:;n;;s{ o ::Z:Uf:& o determine that care plans are accurate
and reflective of currant resident needs.
' Review of Resident #1's medical record revealed | The resulis will b recorded utilizing a cane
;he f-am!eig adh::\r:fed (;hg rgs;;?int oh 11/%1 112, with ; plan auditing tool (copy attached). The |
C;:gnefs?mw Arﬁ:x:g:y gﬁﬁ Chfon?;:m{;i;:sru‘:gﬁwa results of this audit will be forwarded to the
: Pulmonary Disorder. Review of the Admission monthly QAP (Quality Assurance and
- Mirstnum Data Set (MDS) Assessment dated Performance improvement) Commitiee
giff‘g,’q 14, re"’gﬂfﬁ‘f"i if;e facemfy azjeﬂféﬁﬁs‘uﬂﬂf meeting for further manitoring and .
0 have a Brigf Interview for Mental Status , . - 5
(BIMS) score of five {8y which incicated the ] continued compliance. ; 04/11/14
 resident was severely impaired in cognition. 5 !
Further review of the MDS revealed the facility i
i assessed Resident #1 to have had bahavioral i “
~ symptoms directed toward others, ' 1
|
~Review of Resident #1's Comprehensive Care
 Plan, undated, revealed the resldent had s care | :
plan for the potential for increased agitation with :
! potential for verbal and physical agaression
directed to staff. Continued review of the :
| Comprehensive Care Plan revealed Resident #1 | :
, had & care plan for his/her Alzheimer's Dementie, '
| Anxiety and Depression, with an onset date of | ‘
If gontinuation sheet Page 2 of 10
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|
F 280,

F 280, Continued From page 2

07/098/18, which indicated he/shs took diffarent
i medications for those "problems”. Further rawew
uf the Comprehensive Care Plan revealed
- another care plan related to the residant's

. diagnasie of Alzheimer's Dementia, difficulty

remambaring events accurately, sometimes had

. delssions and parsnoia, poor safety awareness
and impulsive behaviors with a problem onget

| date of 07/08/10.

| Review of ihe Nurse's Nole dated 02/06/14 timed
430 AM, revealed the Note was a “late entry” for
02/06/14 &t 11:30 PM. Confinued review of the

. Note revealed Resident #1 had been

' “increasingly agitated®, cursed at staff and cailed

i them names. The Note indicated Residant #1
had become physically combative; grabbed items |

I from the nurse's station and hit and kicked staff,
Further review revealed the nurse administered
- Afivan (an antianxiety medication) inframuscularty
{IM). Review of the Nurse's Note dated 02/06/14 |
L at 10118 FM, reveated the Physician had been
: nofified of Resident #1's behaviors and ordered & |
" Urinalysis {UA) with Culture and Sensitivity (C&S)
: and a chest x-ray. Howsver, review of the
Comprehensive Care Plan revealed ng

i documented avidence it had been revised to
include this information,

- Review of 2 Nurse's Note dated 02/07/14 at 3:.03 |
- AM, revealed the Note was a “late ontry” for
 D2/06M14 at 11:00 PM. Review of the Noie
revaaled Resident #1 had been at the nurse's
. station with "increased agitation” noted. The Note
indicated when staff attempted to redirect :
| Resident #1 he/she through 2 "wet floor” sign and |
_ hit a State Registered Nursmg Assistant (SRNA) |
Cwith #; pulled & SRNA's hair and it took four {4)
L StET 0 "pry" Resident #1°s hands from the

SRR CMS-2JS?(02-99) Pravious Versions Dlsaisls

Even D:53CU4T
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? DERICIENGY)
F 280 !

F 280 Ceontnued From page 3

' SRNA'S hair. Continued review of the Note

i revealed ataff were able to calm the resident;
howeaver approximately thirty (301 minutes later

" Resident #1 shook his/her fist at the rurse and

_verbally threatened the nursa. Further review

‘revealed the nurse administered Ativan IM with

. the assiztance of three (3) steff. Review of the
Nurse's Note dated 02/07/14 at 10:04 AM

: revegled the Physician had been “in" ang

reviewed Resident #1's medical record and made

Pichanges” in the Buspar (an antianyviety

. medication) dose and added Trazadone (a

' Depression meadication algo used to treat Anxiety -
and aggressive behaviars). However, review of

“the Comprehensive Care Plan revealed no

» documented evidenee it had been revised fo
include this infermation,
|

[  Review of the Nurse's Note dated 02/17/14 at

D253 AM revesled Resident #1 had “Increasad

 agitation” noted; was yelling and cursing at staff,

- Continued review revealad the resident had been

- going in other residents’ rooms and disturbing
those residents; the nurse noted Ativan was

radministered IM. Review of the Nurse's Note

tentry” which noted Resident #1 had became

; agitated, yelled at and slapped the nurse in the
face and the nurse held the resident's hand to

| keep him/her from hitting her again causing a

. skin tear on the top of the right hand. Review of

s the Nurse's Note dated 02017714 at 10412 AM

. feveaied the Physician had been notified of

- Resident #1's "recent behaviors”. Review of the

: Physician Order dated 2/17/14 at 2:00 IPM
revealed the Physician had ordered laborstory

 (lab) work which included: a Complste Blood ;

Count (CBC) and Basic Metabalic Pane| {BMP), 3,

- Chest x-ray, and 3 "Psych” evalustion. However,

 daled 02/17/14 at 3.38 AM revealed it was a “iate :

FORM CMS-2567(02.06) Pravious Versions Obsolate Evart 10:83CUT
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F 280 Cantinued From page 4
i review of the Comprehensive Care Plan revesled |
ho documented evidence if had been revised to

" inciude this irformation.

Interview on 2/28/14 at 9:40 AM with the Social

- Bervices Director (S5D), revealed Resident #1's
paychosocial behaviors were being assessed and

- addressed in the facility's “focused” meetings;
however, the care plan had not begn revised o

“inelude the facility's interventions. The SSD

. indicated the facility had addressed Resident #1's |
" needs for the UA with C&S, the chest x-ray and
i the "paych™ evaluation as ordered; but the care

_plan had not been revised and should have beer. !

Interview on 2/28M4 at 216 BM with the Director .
- of Nursing {DON), revealed the care plan shouid
i have been revised to include the inferventions for ¢
" Restdent #1, ‘

F 281, 483 20(%)(3){1) SERVICES PROVIDED MEET
ss=0 , PROFESSIONAL STANDARDS

| The services provided or arranged by the facility
. must meet professional standards of quality.

This REQUIREMENT is not met 2s evidenced
by
' Based on observation, interview, record review
. and review of the facility’s policy, it was
_ determined the facility failed to foliow Physician's
- Orders for one (1) of four (4) sampled residents

i (Resident #3),

! Resident #3 had a Physician's Order for Mystop
. powder (an antifungal antibiotic used to treat

i

‘ . 5 T g ECYHSM . 5L
SUMMARY STATEMENT OF LIEFICIENCIES i PROVIDER'S PLAN OF CDRR . x5
é’é@z;& : (EAGH DEFICIENGY MUST BE PRECEDED BY FILL PREF _EACH CORRECTIVE AC]?ON SP;%%F?RBLTE Gﬁ'\f‘gg;g!c“
: HEGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED TO THE AR E
DEFICIEMCY)
F 280,

It is the policy of Boyd Nutging and
Rehabilitation Center {0 2ssure services
provided or arranged by the facility shall
mest professional standards of quality.

F 281 . The physician orders of Resident #3 were

reviewed and implemented as noted on
02/27/14. Physician was nofified by RN
Supervisor on02/27/14.

Medication order stopped on 3/1714 ;
due to area resolved per LPN assessment.
All resident records for the previous 30

i days will be reviewed by the Staff

~ Developriant Coordinator and the RN
Supervisor by 03/31/14 to delermine
current orders aré noted appropristely
and implemented as directed by the
physician according io Professionsl
Standards of Practice.

FORM CMS-2567102-08) Previous Versions Obsniate

Evenl 12: 530111
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. yeast) daled 02/25/14, which was to be applied | by the Staff Development Coordinator by
under the residernt's left breast twice daily. . 03/31/14 regarding the importance of
: Raview of the Treatment Administration Records . practicing all aspects of their profession
| (TARs) revealed nurses had signed the Nysiop ' according to Professional Standards of
| powder as administered on 02/25/14, 02/26/14, - ° ;
- and 02/27/14. Howaver, interview with Resident | ractice.
' #3, who was assessed to be cognitively intact, | The Director of Nursing and RN SUIZ‘WVE%F
; revealed he/she had not received the Nysiop . will review ten orders each business day ;
: psg;.fder freatment to histher left breast as © for four weeks o ensure that orders are |
orasred. noted appropriately and implemented as
“The findings include; . directed by the physician. The review wil|
| be documented by using a Physigian
| F{eview‘f‘ of ?he faca!ity‘g policy tited, "Meadication . Order auditing tool (copy attached). The ‘
i Grders”, with no revision date, revealed the ; lte of the audit will be reviewed ‘
facility provided residents with the first dose of , fesuils orine ‘
t medication scheduled to be given after pharmacy - © monthly by the QAP! Committee for |
- . delivery, further monitoring and continuad |
: The facility's palicy on Medication Adminisirat compliance. The committee will determine,
o RECIERY § paicy on pMedication Administration d
was requested] and the facility's guideline titled, based on the results of audits received,

| "Preparation gnd General Guidelines-Medicaton
Administration General Guideiines”, revised
121812, was received, Review of this guideline
_revealed medications were "administered without
unnecessary inferruptions”. :

Review of Resident #3's medical record revealed
- the facility adgmitted the resident on 11/16/13, with |
citaanoses which inclided history of
| Cerebrovascutar Accident (CVA) and Depressive |
- Disorder, Review of the Quarterly Minimum Data -
Set (MDIS) Assessment revealed the faciiity ’
- assensed Resident #3 as having & Brief Inferview
for Mental Status (BIMS) scare of fifteen (18) ‘
- which indicated no cognitive impairments.

‘ Further review of the record revealsd a

Physician's Order dated 02/25/14 for Nystop
| powder to be appliad Under Resident #3's jeft

how long monitoring should continue. ' 03731414

FORM CMS.Z567(02.00; Proviews Vertions Dhsolets Bvent i 630017
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F 281 Continued From page 6 F 281!

breast twice daily untl resolved.

Review of Resident #3's Trealmant Administration
' Record (TAR) for February 2014, revealed an
arder for the Nystop powder dated 02/25/14.
Cantinued review of the TAR revealed nursing
- staff had inttialed the Nystop powder as
, administered on 02/26/14 at 10:59 PM and on
H0R/26/14 al 6:59 AM. Further review revealed no
documented evidence the Nystop powder had
been adminisiered on 02/26/14 at 1058 PM oron |
(0227114 gt 559 AM. .

FInterview with Resident #3 on 02/37/14 at 12:27

- PM revealed he/she had developed yeast under

- his/her breasts and the nurse had observed it on :

Monday, 02/24/14, Resident #3 stated he/she :

wordered why he/she had not received 3

medication for the yeast yet. An additional L

friterview at 7:00 PM with Resident #£3 reveaied

he/she had received medication for the first ime

| prior to his/her shower. Observation of Resident i

#3's skin assessment on 02/27/14 at 7:00 PM, in
the shower room, revealed & red moist area

“under hisfher left breast.

Interview with Registered Nurse (RN) #1 on

102727714 at 1:39 PM, revealed another RN had | : ;

. observed Resident #3's area of yeast under ' !

" his/her breast and was obtained orders for

; medication (o treat the yeast. RN #1 stated the

medication was present in the cart and showed it |

lo the Surveyor. RN #1 then took the medication |

_to Resident #3's room and showed the :

- medication to the resident. Interview with

. Resident #3 at that time, revealed he/she had not | ‘

" been recelving the medication to hisfher breast _ i '

~area and wondered when he/she was to receive 5
it. Furthar inlerview witht RN #1 after she showed i

FORM GMS-2567(02-93) Previous Yaraions Obseinle Event 1D 63CHM

Fagiity i 400889 i oontinuation sheal Page 7 of 10
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F 281, Continued From page 7 F 281,
' Résident #3 the meadication, revealed if Resident
| #3 said hefshe had nof received the madication,
_then he/she had not received I, !
i Interview with the Director of Nursing (DON) or
02128114 at 2:20 PM. reveaied #t was her
i expectation residents received their prescription;
_ s ordered by the Physician in a timely manner. ann | Itis the policy of Boyd Nursing and \

$3=0D, SPREAD, LINENS

; The facility must establish and maintain an
Infection Control I Program designed to provide a
! safe, sanitary and comiortable environment and
. o help prevent the development and transmission
of disesse and infection,

| (a) Infection Control Program

; The facility must establish an Infection Control

- Pragram under whtich it - ;

£(1) Investigates, conirols, and prevents infections -
. In the facility; i
{(2) Decides what procedures, such as isolation,
; should be applied to an individya! fresident; and
(3} Maintzing & record of ncidents and corrective

1 aclions related to infections.

I {b) Preventing Spread of infaction
(1Y When the infection Control Frogram
! determines that & resident needs isolation fo
: prevent the spread of infection, the faciity must
"isolate the resident.
: {2) The faclity must prohibit smployees with a
" eommunicable disease or infected skin lesions
{ from direct contact with residents or their food, i
direct contact will fransmit the diseaze.
'{3) The facility must require staff to wash their
¢ hands after each direct resident contact for which

Rehabilitation Center io establish and
maintain ary infection cordrol program ‘
designed to provide a safe, sanitary, and
comfortable environment and to help *
prevent the development and transmsssron
of diseass and infection.

The cxygen mask and tubing for rooms
202, 206, 207, 208, 209 and 211 was
replaced and appropriately stored in
labeled bags on concentrator by the
nursing staff under the direction of the
Director of Nursing on 02/25/14. Al
resident oxygen tubing was checked

by nursing staff under the direction of

the Director of Nursing to assure no

tubing wasg contaminated and was

stored properly, Any identified
contaminated tubing or mask was replacéd
immediately and properly stored on
02725414,

Administrator and DON reviewed the
"Infection Control" policy on 03/03/14

and made no changes 1o the policy.

0
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BTATEMENT OF DERCIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2y MULTHRLE CONSTRULTION (K33 DATE BURVEY
AND PLAN QF CORRECTION INENTIFICATION NLUMBER: & BLILDIMG COMPLETED
C
- 185418 8. WiNG Q02/28/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, BTATE, JIB CODE
12800 PRINGELAND DRIVE
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(X410 SUMMARY STATEMENT OF NEPICIENGIES D PROVIDER'S PLAN (3F CORBECTION {25
PREFIN {EACH DEFICIEMCY MUST BE PRECEDED BY FULL PRERX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
WG REGLILATORY OR LSC iDEMTIFYING INFCRMATION: i TAG CROSE-REFERENCED TO THE ARPPROPRIATE faaTE
BEFICIENGY)
F 441 Continued From page 8 E 441 ' The Director of Nursing reviewed the
" hand washing is indicated by accepted " infection controt log on 03/17/14 and
: professional pracice. found no negative ouicome secondary
‘ : i {0 these incidents for Residents in rooms |
(¢} Linens = 09 and 211. Th
i Personnel must handie, store, process and ! 292’200’20?‘20§‘ 2 ?n " 'e
trangport linens s0 as to prevent the spread of ; Director of Nursing reviewed infection
“infection. controt logs for past three months and
: found no correlation between infection
i conirel Iog and proper infection controf
: This REQUIREMENT is not met 2¢ evidenced | technigues.
by The process of storing oxygen tubing and
© Based on ébmr‘vaipq, |Enmw(|ew,'remrd Tevigw mask while not in use and replacing if
i and review of the facility's poficy. # was taminated will b ducated to nursin
determined the facllity failed mairtain an Infection | contarminated Will be re-eaucaie ursing
' Control Program designed to provide a safe, : staff by the Staff Development Coordinator
; sanitary and comfortable environment ard 1o heip on 02/28/14. All staff will receive education
[ prevent the development and transmission of concerning maintaining the Infection
| disease and infection as evidenced by Control ram designed fo provide &
| observation of oxygen masks and tubing ontre F’?’"Q am cesiy °p i. ;
“unlabeled and not bagged for six (6) residents in safe, sanitary and comfertable environment
rooms 202, 205, 207, 208, 200 and 211, ; and o help prevent the development and
% The findinas inelud ; transmission of disease and infection
195 in ; .
| 9% Include by the Staff Development Coordinator by
. Review of the facility's poficy titled, "Infection 03/31/14.
: Cen_tm!", revised August 2007 revealed, the The DON and SDC will monitor staff
ﬁs;g*wnst mgeaélg ;sonltiro: policies and practices compliance with facility infection conitrol
intende acilitate maintzining a safe, i i vide
' sanitary and comfortable environment; and to protocols w‘=h|ch are designed o pro ;mi
h@;p p{even{ aﬂd manage transmission of & Bafe, $amta!‘y 3nd comfortatile !
d:qease and infections, enviranment and to heip prevent the
R the faciti I i development and transmission of disesase
aview of the facility's, "Infection Contral Fia ) ; " ‘ :
and infection dailly, Mo thru Friday,
revised 02/06/06 revealed interventions for L " p fectio Y, Monday i By
' infection prevention and control included methods for four weeks ther once weekly for.
. to reduce risks assoclated with medical : weeks by using the Environmental
- equiprment and medical devices. The methods Survey Resident Rooms audit tool _
L  included appropriate storage, cleaning, (copy attached) that includes but is not
FORM CME-2568W062.34; Previous Versions Chaolate Evost ID:@30UN Facify ID: 100639 # contintation shaet Paga 0.4 10
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STATEMENT OF DEFICIENZIES

{(X1] PROVIOER/SUPPLIER/CLIA

{X2) MULTIFLE CONSTRUCTION

(%3] DATE SURVEY
COMPLETED

AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BULDING
C
. 185418 B WING Q2128/2014
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS. GITY. 5TATE, ZIF GOBDE
12300 PRINGELAND DRIVE
BOYD NURSING & REHABIITATION CENTER ASHLAND, KY 41102 |
‘ SUMMARY STATEMENT OF DEFIGIENGES i PROVIDER'S PLAN OF CORRECTION : %8)
é’é’;’éﬁ ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PIREEI (EACH CORRECTIVE ACTION SHOULD BE ccm&;gnm&
TAL REGULATORY OR LEC IDENTIFYING INFORMATION) Tal CROSS-REEBRENCED T0 THE APPROPRIATE
i NEFICIENCY)
F 441 Continued From page 9 Fa4q’ limited to. checking proper storage of
! disinfection and/or disposal of supplies and 1 oxygen tubing. Any gta}‘f member deviated
| equipment. from proper protocol wilt be educated
| 3 af that time by the Director of Nursing or
Sb?»eﬂfﬂ?;'?"; N 2 Qfﬁt{j 4;"’? ?g;p:g:im?tdeii :S%D ﬁ:";, : Staff Development Coordinator.
uring initial tour of the facili ezled, reside ' . .
" uxygen masks and tubing were unlabeled, not The Staff Deveiopm.ent Coordinator "f’m
bagqed and were lying on the floor in rooms 202, conduct weekly environmental comphance
' 208, 207, 208, 208 and 2711. rounds thereafier. The resuits will be
: e forwarded to the Focus Cornmittee
: lr}ierview on 2/25/14 at 5;35 PM with Certified t' kly. The results will also
- Nursing Assistant (CNA) #7, revealed he was not Meeting weekly, 3
, aware oxygen masks and tubing were to be be forwarded to the monthiy QAR ‘
| labeled, dated and bagged when not in vse, Commitiee Meeting for further monftaring
c 0373114

; Irterview an 2/25/14 at 545 PM with License
| Practical Nurse (LPN) #1, revealed oxygen

" masks should never be on the floor because of
v contamination. LPN #1 stated the oxygen masks

should have been in a bag when not in use to

| prevent cross contamination. She indicated the
- Burveyor's observations were possible infection

" condrol Issues for residents.

| :
“Interview on 2/25/14 at 5571 PM with the Diractor

+ of Nursing (DON), revealed there were bags

provided for the oxygen mask and tubing to go in
| when they were not in use, The DON stated the
. oxygen masks and tubing should not have bean |
-lying on the floor, The DON indicated this was an

‘ Cinfection control issue.

i

and continued compliancs,
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