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F GO0 INITIAL COMMENTS
© A Standard Recertification Survey was conducted |
0410714 through 01/08/14, Deficiencies were
. cited with the- highest Scope and Severity of an
PR

F 253 483.15(h)(2) HOUSEKEEPING &
§8=D MAINTENANCE SERVICES

+ The facility must provide housekeeping &nd
maintenance services necassary to malntain a
. sanitary, orderly, and comfortable interior.

' This REQUIREMENT is not met as evidenced

by:

[ Based on observation and interview, It was
determined the facility failed to provide

; housekeeping and malntenance sérvices
nacessary to maintain a sanitary, orderly, snd

. comfortable interior. Observations revealed

' numerous buxes of resident supplies were stored !

_ directly on the floor Including boxes of Attends

| (Incontinence briefs) which were open with the
Attends containers directty touching the floor in

. the medical records room.

The findings include:
I

Observations conducted on 01/08/14 at ;40 AM,

: in the medical recards room revealed numerous
cardhoard boxes on the floor, One (1) box of

. Pravail Large Briefs was open and the.individual

- packets containing thé Incontinence briefs were
touching the floor. In addition, two (2) boxes of

, X-Large Prevail briefs were touching the floor and

“two (2) boxes labeled as mixad merchandise

. were directly touching the floor.

F 000

F 253

_:":‘_;"Q._ent_raI-"Supply Coordinator was

To the best of niy knowledge and betiaf

as an agent of Boyd NMursing and

Rehabllitation Center, the following plan

of correction corstliutes a written

allegation of substantial compliance

with Federal Modigare and Medicald:

requirements.
It is the policy of Boyd Nursing and
Rehabhilltation Center to provide
housekeeping and maintenance
services necessary to maintain a
sanitary, orderly, and comfartable interior.
Central Supply Coordinator appropriately
stered all nursing supplies in the cantral
supply room by 01/09/14. Any identified
supplies that had made contact with the
floor were disposed of appropriately.
On 01/28/14 by the Siaff Development’
Coordinator an environmental audit was
congucied throughout the facility to
determine if all supplies were stored
appropriately and not making contact

" with the floor. Any identified areas of
concern were corracted.

educated by the Administrator on proper
storage of nursing supplies to maintain
sanitary conditions on 01/10/14. |

All staff will be educated on §Z/10/14

by the Administrator concerning proper
storage of nursing supplies to maintain
sanlary conditions.

Central Supply Coordinator will conduct

daily, Monday - Friday, audits (copy attached)
for proper storage of nuraing supplies

- : koo ;
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F 253 Continued From page !

. An interview conducted, on 01/08/14 at 3:50 PM,

“with the Medlcal Fecords Coordinator revealed

: the medical supplies were delivered on Tuesday |

' (01/07/14) of that week. She related the supplles

, were normally transferred from Medical Records

i to the Central Supply ares where they ware
un-packed-and stared in the clean utility room. '

! Bhe stated she had not been available to transfer
the medical supphies to Central Supply and she

{ did not know who opened the Prevail Large Briefs |

" container and left the medical supplles touching

; the floor, Further interview revealed this was not |

! their usual practice and she would correct the
situation Immediately.

" An interview conducted, ort 81/09/14 at 8:30 PM,
. withr the Administrator, who supervised the
» medical records department revealed, storing
medical supplies on the floor was not their usugat
i practice. She stated, they tried to get everything
'unpacked as suon as possible within twenty-four
- (24) hours and stored appropriataly.
F 332 483.25(m)(1) FREE OF MEDICATION ERROR
85=0 RATES OF 5% OR MORE

| The facility must ansure that i is free of
medication errar rates of five percent or greater.

| This REQUIREMENT is not met as evidenced

by:

. Based on observatlon, interview, record raview,

i and review of facllity's policy, it was determined
the facility failed to ensure that it was fres of

i medication eror rates of five percerrt (5%;) or .

- greater. Observation of medication pass 5

, revaialed there ware two (2) arrors out of 1
; i

F 253 Thereafter the SDC and/or Mairtenance
:Supervisor will monttor these areas during |
iwaekry environmental rounds (sudits aﬁach:ﬁd)
: to ensure that environmental issues are
‘addressed timely.

The results of these rounds will be reviewed
‘weekly in Focus Committee meeting and
iforwarded to monthly CQI Committee
“meeting for further monitoring and

i continued compliance. o204 |

i

Itis the policy of Boyd Nursing and
Rehabifitation Center to ensure that the
facility is free of medication error rates
of five percent or greater,

CMA #1 was educated by the Director
of Nursing on 91/31/14 concerning the
proper procgdure for oral inkalation
administration,

Administrator and Director of Nursing
reviewed policy "Specific Medication i
Administration Procedures/Oral Inhalation
Administration on 01/30/14. No changes!
were made 1o this poficy. :

Faaz.
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MESTY-SR (28) GPDGFTU:?E% reasultintg ina . All nurses and certified medication aides
medicatlon errer rate of 7.69 percent. " will be d roper preparation
i Ghservation revealed impraper administration Wﬂi’ ecfuf:?te ) on t;"%e P d?p . P F}i °
' technlque for Advair 250/50 Diskus inhater and o an adnrlnms FBUOFI of me IGBtIOfT.'&{It ,
Spiriva 18 meg inhaler for Unsampled Resident A., ernphasis on oral inhalation adminigtration,
f eye drops, efc. by the Pharmacy consultant
- The findings include: ¢ by 02/05/14,
Review of the facility's policy titled "Specific ; .
Medication Administration Procedures/ Oral The Sstaff Deve_lopme.nt coordlnator and/or
. Inhalation Administration”, revised 02/22/11, the RN Supervisor wilt manitor the _
! revealed the procedure included: remove the cap proper preparation and administration of -
fram the ir?hfretrhan'd gh;s hocf’ding fhr?aﬁ;(beé or ' medication with emphasis en oral inhaters,
spacer, shake tha inhaler, go nots 24ary d & th : :
. powder inhalers, attach the holding chamber or eye TP , ete. Iree times
' spacer device to the inhaler, instruct the resident ! a week for & period of four weeks and
to 4ift his/her head back slightly, stand or situp as weekly thereafter for eight weeks by '
straight as possible, and breath out through the using the Medication Pass Observation
mgulth. p!ﬂaceh hgr?rr%g qt:’m;ber or fga‘ce; wfti“? Report and CMT {certified medication
i inhaler attached to resident's mouth, instruc ta t
" resident to inhate slowly 25 you depress the ! ) Gh') c,o mpe el?c:‘y Gh@%ﬁ for oral .
canister %o release the medication, breath in and inha ‘?tmn administration when applicable.
out normally through the helding chamber or (copies attached).
- spacer for one to three breaths, The Pharmacy Consultant will monitor
I Revi U led Residert A Sical monthly thereafter. Results obtainad will .
sview of Unsamp esident A's medica be discu w ; ; ‘
record revealed dlagnoses which included The gged.” e;akryg; n Foeus meetings.
Chronle Obstructive Pulmonary Disease (COPD). | e results will also e_ forwardeld
- Review of the Physician's Orders dated 01/14, to monthly CQI Committee meeting for
. revealed orders for Advair 250-50 Digkus one (1) further monitoring and continued
" puff per inhalation twice daily for CORPLD and compliance,  02/08/14
Spiriva 18 MCG (microgram) Handlhaler one {1) ;
_cap per inhalation once daily for COPL.
! Observatlon, on 01/08/14 at 8:40 AM, revealed
Certified Medication Alde (CMAY #1, failed to ask
Unsampled Resident A to exhale prior to asking
{ the resident to inhale the Advair Diskus 250/50.
! Further observation reveated CMA #1 failled to ‘
FORM CME-25E T 2-9%) Previous Varsions Obsolele Everd 1D:PQFE1 Fgsblty 7 100858 if confinuation sheel Page 3of 13



B2/12/2814 ©6:23  GAEG2E3STY EOYDNURSING FAGE  13/74
PRINTED: 01/2412014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPF’?;O#%D
CENTERS FOR MEDICARE & MEDICAID SERVICES DM? MO 0938-0301
SYATEMENT OF I3E3(CIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION 1X3) Dare SE&JTEEVC;EY
AND PLAN.OF QORRECTION {OENTIFKCATION. MUWBE R A BINLDING
185418 B WING O189/2014
| NAME OF PROVIGER OR SURPFLIER ®TREET ADDRESE. €1TY, STATE. 21 CODE
12800 PRINCELAND DRIVE
BOYD NURSING & REHABILITATION CENTER ASHLAND, KY 41102
‘5 ; SUMMARY STATEMENT Of.1 DEFICIRNGIES 1D PROVIDER'S PLAN OF CQW?&ECTION . KRR
plﬁ?rj& : |EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACK CORRECTIVE ACTION SHOULDBE , CRMPLETION
T,O:G REGULATORY OR 1,SC IDENTIFYING INFORMATION) TAG CIROSS-REFERENCED TO THE AFPROPRIATE
. DEFICIENGY)
F 3321 Continued From page 3 F 332

ask Ungampled Resident A to exhale prior to
! asking the resident to inhale the Spiriva Inhaler

18 meg (microgram).

" Interview on 01/08/14 at 9:00 AM with CMA #1,
. exhale prior to administration of the inhalers;

 to follow the instructions. She acknowledged she
should have instructed the resident to exhale

 prior to administration of the inhalers.

t

_Review of the Medication Guide (package insert
250/50, revealed before Inhaling your dose from

' the Diskus level and away from: your moutt, put

. mouthpigee to your lips, braath in deaply and

! quickly through the digkus, remove the diskus
from your mouth, hold your breath for about ten

. (10) seconds or as long as comnfortable and
bresth out siowly.

. Review of the Instructions for Use {package

¢ Mandihaler, revealed breathe-out completely In

' next breath, raise your handihaler device to your
mouth in & Rorizontal postition, close vour lips
¢ tightly around the mouthpiece, breathe deeply

. seconds, and take the handitizler out of your
» mouth.

| Interview with the Director of Mursing (DON}, on
T Q1/09/14 at 6:00 PM, revealed the staff

; development nurse and pharmacy watched

{ medication pass at times. Sha stated the staf

revealed she was supposed to ask the resident to

however, did not think the resident would be able

I'which came in box with inhaler) for Advair Riskus

. the Diskus, breath out (exhale) fully while halding

_insart which came in box with inhaler) for Spiriva |

“one (1) breath, emptying your lungs of any air, do |
neot bregthe into your handihaler device, with your

" untit your ungs are full, hold your breath for & faw |
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¢ in the facifty;

{b) Preventing Spread of Infection
{1) When the Infection Control Program
! determines that a resident needs isolation to
! prevent the spread of infection, the facility must
isclate the resident,
: (2) The facility must prohibit employees with a
i communicable disease or infected skin fesions
“from direct contact with residents or their food, if
direct contact will transmit the disesse,
. (3) The faclity must require staff to wash their
| hends after each direct resident contact for which
hand washing Is indicated by accepted k
prafessional practics.

F 441 f ;33‘33.65 INFECTION CONTROL, PREVENT

. The facility must establish and maintain an
rnfec:tion Contrat Program designed lo provide &
safe, sanitary and comfortable environment and
to help prevent the development and transmigsion,
| of disease and infaction. :

{2 Infection Control Program
| The facility must setzblish an Isfaction Contral
- Program under which it -

(1) Investigates, controls, and prevents infections

| (7) Decides what procedures, such as isolation,
should be applied to an individual resident, and
{3} Maintsing a record of incigents and cerrective
. actions related to Infections. ‘
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" should follow the insert information that came in :
_the box with the inhalers when administering
| inhalers.
F 447  [Itis thepelicy of Boyd Nursing and '

Rehabilitation Center to establish and
maintain and infection controi program
designed to provide a safe, sanitary,
and comfortable environment and {0
help prevent the development and
transmission of disease and infection.
LPN #1 was re-educated on proper
infection control techniques W prevent -
spread of infection while conducting
head to toe skin assessments by the
Lirector of Nursing on 01/31/14.
Nursing staff will also receive education;
or proper procedure in conducting head
to toe skin sssesaments by the Director
of Nursing and the Staff Development
Nurse by 02/05/14.

Nursing staif discarded used bedpans
and urinals and replaced with new
bedpans and urinals placing in

plastic bags with resident’s name

on bag on 01/07/14.

Resident B and Resident C outdated tube
feeding synnges were properly
disposed of on 01/07/14 and new tube
feeding syringes replaced by the RN
Supervisor,

FORM CMS-2587(02-88) Fravious Varzions Obsolele Evant I0: POPS 14
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B 441 \ Administrator and Director of Nursing
" reviewed policies "Bedpans/Giving and
. Removing” and "Urinal/Placement and

"{c) Linens _
Perzonnel must handle, store, process and . Removal" on 01/10/14. No changes were
 transport linens so as to prevent the spread of made to policies.
infection. ‘ ~ Director of Nursing reviewed infection
" vontrel log en 01/07/14 and found no
: ‘ negative outcorna secondary to these
¢ This REQUIREMENT ig not met as avitdenced . incidents for Residents #1, B and C.
by: ' Director of Nursing reviewed infecti
L . . : ng reviewed infection
. Based on observation, interview, récord review, | control log for past three months and found

1 and review of facllity's policies, it was determined ) ) X
the facility faited to establish.and maintain an no correlation between infection control

Infection Control Program designed to provide a log and proper infection control technigues.
. safg, sanitary and corfortable environment and . Process of labeling the bedpan and
1o hefp prevent the development and ; * urinals will be re~educated {o nursing staff
transmission of disease and infection for one (1) ! ,
of fourteen (14) sampled residents (Resident #1) by the Staff Development Coordinator
| and two (2) Unsampled Residents (Linsampled by 02/05/14.
Process of changing out tube feeding

- Resident B and Unsampled Resident ).
sytinges every twenty four hours will be

. The nursing staff used Improper hand washing . :
i and gloving technique during the skin 4 ' rse eﬁ;cateq to nursing gt;?ff by tha
‘ assessment for Resident #1. taff Development Coordinator by
. i QRI05/4.
. . I s
i Also, initial tour revealed outdated tube feeding - Al pursing staff will be re-educated by
| syringes on the bedside table for Unsampled i ~ the Staff Development Coordinator on

- Resident B and Unsampled Resident C, . 02/05/14 regarding maintaining an
In addition, observation on initial tour revealed ; lnfecftavn: control prc?gram designed to ;
 bedpans, urinals, graduated cylinders and provide & safe, sanitary, and comfortable
'fracture pans which were bagged, but unilabeled ¢ environment and to help prevent the
hanging on the handrail in & shared bathroom for ' development and transmigsion of
Room 101 and Room 103, dizesse and infection.

i
' The findings include;

1. According fo the facllity's "Hand washing/Hang
| Hygiene” policy, revised 06/10, the facility policy

FORM CMS-25B7(05-88} Previauy Versions Qbatets Eyvany 1T POPS 11 Faclitty ID: 100882
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" statement revealed the facility considered hand

 of infection, Under the Policy Interpretation and
lmplementation. section 5. revesaled employees

: must wash thelr hands for at least §ifteen (15)

! seconds using antimicrobial or non-antimicrobial

" hand hyglene is indicated by acceptable
. professional practice).

' dlagnoses including: Multiple Scierosis,

. Dysphagia, Status Post Gastric Tube

| {GT)placement, Aphasia, Chronic Obstructive
Pulmonary Disease, Mitral Valve Disease, and

i Contracture of the left hand.

_ An observation conducted, on 01/07/14 at 6:00
| PM, during Resident #1's skin assesament,

. ravealed the skin aszessment from head to toe

| began while the resident was sitling in his/her
wheelchair. LPN #1 began the skin agsessment

, with-washing her hands and applying gloves,

" LPN #1 obzervexd the resident's bilateral upper

_extremities, back, chest, abdomen, and Gastric

| Tube site of insertion. The nurse then proceeded

“to the bilateral lower extremities, removed the .

resident's shoes and examined the resident’s ‘

! bilateral feet, separating the rasident's toes. LPN |
#1 then transferred the resident to his/her bed

“and positioned him/her on the bed in the supine

| position. The nurse opened the resident's :
incontinence trief, touching the perineal area,

 rectal area, and left buttock, reapplied the

! incontinence brief (did not remove gloves end

_wash handz) ahd pulled up the residents pajama |

hygiene the primary means to prevent the spread

soap and water under the following comditions: ¢
| before and after direct resident contact (for which |

Review of Resident #1's medical record revealed |
. the facility admitted the resident.on O5/0410 with

' conducted by Licensed Practical Nurse (LPN) #1, '

to.

The DON, SDC, and RN Supervisor will

monitor staff compliance with facility

infection control protocols. which are.

' designed to provide a safe, sanitary and
comfortable environment and to help prevent
the development and transmission of disease
and infection dally for four weeks then once
for 8 weeks by using the Environmental
Survey Resident Rooms and utilizing the
skin assesament audit (copies attached).

' Any staff member deviating from proper

protocoi will be educated at that time. :

The Staff Development Coordinator wilt

conduct weekly environmental compliance

rounds thereafter. The results wilibe

I forwarded to the Facus Committee Meeting.

The results will also be forwarded to the

monthly CQI Committee Meeting for further

menitoring and continued compliance. | 02/05/14 '

EORM CMB-7557(02.89) Previous Versiona Dbsolele Evanl 15 POPS 11
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- bottoms. LPN #1 touched the bed and curtain,

: repoaitioned Resident #1 on hig/her left alde,
remaved his/her pajama bottoms, re-opened

. histher incontinence brief, examined the right _

! buttock, and touched the rectal area and perineal -

area. The nurse, then reapplied the incontinence

brief, and reapplled the pajama pants, touching

the bed sheets, curtain, and door handle. The

nurse, then removed the soiled gloves and

washed her hands,

An interview with LPN #1, on 01/09/14 at 4:00
_PM, reveaied she had been employed as a staff
‘ nurae at the facility for fourteen (14) years. She

atated she did not know why she did not wash her
. hands and change her gloves when going from a2
L dirty to clean area during the skin assessment. -

An interview with the Direztor of Mursing, on
L 01/09/14 at 4:21 PM revealed it was her
expectation for all of the nursing staff to change
_their gloves and wash their hands when going
: from a clean to.dirty to clean area. She.related
the nurses were In-serviced in the past refated to
the proper infection controd techniques fo prevent |
i the spread of infection.

2, Review of the facillty policy, titled

"Bedpan/Biving and Removing”, dated 11/01/11,

: revegied to remove the bedpan, support the iower

" hack and withdraw tha pan, cover the pan or :
uring! before taking It to the bathroom, emipty

, contents Inta the toilet and flush, rinse bedpan ;

+ with cool water to remove feces and urine, rinse
pan with hot running water, remove gloves, place

_In plastic bag and return to bedside cabinat or

i designated area, wash hands before leaving

Creom, This policy did not address labeling the
hedpan with the resident's name,

FORM (MB-2087(02-80) Previous Verslons Opdolels Evenl 1D, PGPS
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: Raview of the facility policy, titled
"Urinal/Placement and Removal”, dated 11/01/11,

revealed when the resident indicates he is.

: finished, remove the urinal, cover the urnal with a:

" cover, empty the urinal in toilet or hopper, clean

trre urinal and return to bedside storage, remove
, gloves, and wash hands. This policy did not

address labeling the urinal with the resigent's

' name,

Observatlon, on initial tour on 01/07/14 at 1:30
. PM, revealed the bathroom shared by four
resldents for Room 101 and Room 103, had a
. bed pen, unlabeled in a plastic bag in the

| bathroom floor, and a plastic bag hanging on the
“hand ralt which contained two (2) untabeled:
. fracture pans, an unlabeled urinal. and two (2)
unlabefed gradusted cyilnders,

, Interview with Certifiedd Nursing Assistant (CNA}
#2 revealed she was assigned to the residents in .
" Room 101, and Room 103, and all four (4)
residents were continent. She stated only one { 1) :
| of the realdents used a bed pan. Continued : ’
“interview revaslad the urinal, bedpans, fractura
. pang, and gradusted cvlinders should be labeled
| with the resident's nama before being stored in
the plastic bags, and she was unsure which
_residenta were using the items.

~Interview with Licensed Practical Nurse (LPN) #2 i
who was assisting with the tour, revealed she was | :
| unaware of who the ltems belonged to and
unsure why ey were not labaled with resident

inames.

' Further interview with the Director of Nursing ;
. (DON), on 01/09/14 at 6:00 PM, revealed the bed ' L

FORN CMB-2567(02:991 Previous Verslons Obsglela Bl 1E3; F’OPS! 1 Faziihy 10> #0880
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! pans, urinalg, fracture pans and gradusted .
cylinders werg to be labeled with the resldents
| Name and rinsed and placed in a plastic bag after
se,

i 3. Interview with the Director of Nursing (DON) (
“on 01/69/14 at 6:00 PM, revealed there was no : 7 :
| written policy related to changing out tube feeding | : :
| syringes; however, they were to be changed out

_every twenty-four (24) hours.,

" Observation on initial tour on ©1/07/14 at 1:40 PM |
. ravealed a tube feeding syringe. dated 01/05/14
. on the bedside table for Unsampled Resident ¢, '
“Interview with Licensed Practical Nurse ( (LPN) #2 |
' who was assisting with the tour, revesled she had

’ noted the tube feedimg syringe was outdated i
earlier today and had opened a new syringe when

j she administered the resident's medications J
earlier this morning. However, observation 3 5 :

 revealed the new syringe was not at the bedside. '

* Further observation on 01/07/14 at 1:50 PM i |
. revealed a tube feading syringe, dated 01/05/14
' on the bedside table for Unsampled Resident B, : i
Interview at the time of observation with LPN #2,
revealed she had opened a new syringe today |
U prior to adrministering the resident’s tube feeding.
However, observation revealed the new syringe | : ‘
. was not at the bedside. She stated she thought -
! ' the syringes were changed daily on another shift, :

: Further interview with the Director of Nursing

{{DON) on 01/09/14 at 6:00 PM, revealed the night,

shift was to change out tube feeding syringes ‘ ;
; every twenty-four (M) hours, She stated she did :

! compiiance rounds at least three (3) times ‘ K ;

_weekly, and looked to ensure the tube feeding ‘

; syringes had Baen changed out at that time, She ’ ;
Eveni ID: PORS 11 Eacitly I 100689 If enntinuation sheet Page 10 of 13
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; ctgt dshe h Gd :; get‘1ed i F 441 Rehabilitation Center to maintain a
. stated zhe had not noticed a concern wi ;
' , ity asgessment and assurance
outdeted tube feeding syringes at the bedside. . Qual ty ses o a u@
F 520, SOmmitiee consisting of the director of

: Afacility must maintain a quality assessment and
f assurance committes consisting of the director of .

nursing services, a physiclan deslgnated by the
- facility, and at least 3 other members of the
‘faclity's staff,

i The guality assessment and assurance
committee meets at least quarterly to identify
issles with respect to which quality assessment
: and assurance activities are necessary; and
develops and implements appropriate plans of
, action {o correct identified quality defleiencies.

" AState or the Secretary may not réquire
; disclosure of the records of such committee

i except insofar as such disclosure is related to the

compliance of such conmtrmittee with the :
requirements of this section, '

Good faith attempts by the commitise to identify
i and correct quality deficiencies will not be used as:
' & basis for sanctions,

' This REQUIREMENT is not met as evidanced
by:

i Based on observation, interview, record review,
" and review of facility policy, it was determined the
facilty failed to maintain & Quality Assessment

+ and Assurance Program that developed and
implemented appropriate plans of action to

nursing services, a physician dasignated

ty the facility; and at |east 3 other members
of the facility's staff. The quality assessment
and assurance committee mests at least

I quarierly to identify issues with respect to

. which gquality assessment and assurance
activities are necessary; and develops

and implements appropriate plans of action
to correctidentified guality deficiencies.

i ~ The auditing process of F-441 will be

reviewed by the Director of Nursing by
02/07114. New forms will be implementet
and assigned and redistributed. |
All nursing administrative staff will be,
educated by the Director of Nursing by
02/07/14 regarding the revised audit
processes which include uss of the
Environmental Survey conclucted weekly
by the SDC or the RN Supervisor. '

The Foeus Team consisting of the
Administraior, DON, MDSC, SDC,

Medical Records Director, Activities
Director and Soctal Services Director wil
oversee: the results of these auditing
processes each week during the weskly
Focus meeting. The results will be
forwardud to the monthly Q1 meeting with
above members plus Housekeeping/
Laundry Supervisor, Maintenance

}
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correct quallty deficiencies. This was evidenced
by repeated deficiencies related to the facility's
taliure to ensure there was an effective infection
_control program.

The findings include:

. Review of the facility policy, entitled "Continuous

" Quality Improvement Cornmittes”, effactive

06/01/05, revealed the purpose of the policy was

' to provide a standardized method of evalyating
the facility's performance by reviewing how

. residents were progressing, the quality of life of

! the resident, how the facility looks, how well the
facility complies with regulations, and the

s relationship between the facility and the
community with the geal of continuous
improvement. Further review, revealed the

fcommittee should meet at least monthly to review

‘care processes as well as to identify issues of I
quality assessment and assurance activities and

 to develop and implerment appropriate plans of

! action to correct identified quallty deficiencies.

; Based on ohservation, interview, and record
' review, it was determined the facility failed to
maintain an effective infection control program in |
. order to prevent the development and '
transmission of disease and infection within the
facility. This was a repeat deficiency for the
 facility which was cited 02/16/13 with the last
* standard survey for deficiencies related fo staff
using peor infection control technique with sikn '
| assesaments,

Review of the facllty's Pan of Correction, with a
; compliance date of 03/28/13, revealed nursing
* staff were educated on proper procedure for ;
conducting head to toe skin assessments by the °

F 520 Supervisor and Dietary Manager for
trends, prograss or lack thereof. The
committee will detarmine, based on the i
results of sudits received, how long
monitoring stoud corinue.
Q210714
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F 520 Continued Froem page 12
' Director of Nursing (DOIN) on 02/25/13. The
facility alleged the DON, $taff Development

i Coordinator or Registered Nurse {RN) Supervisor i

* would monitor staff compliance with facility
infection control protocols via visual complliance

. rounds daily Monday through Friday for four (4)
weaeks , then weekly for efght (8) weeks,

i Observation during thls survey, revealed nurglng

- staff used improper hand washing and gloving
technigue during the skin assessment for

. Resident #1, Refer to F-441.

- Interview, on G1/08/14 at 8:00 PM, with the

| Administrator revealed the nurses received

" education related to how to propetly corduct

. head to toe skin assessments after the Jast

! standard survey, however, there had been a
turnover of nurses. She stated the compliance

. rounds were done by the DON, Registered Nurse

' Supervisor, and the Staff Development Nurse,
anhd she was unaure If the compliance rounds

i continued past twelve (12) wesks,

Interview, on 01/09/14 at 8:30 PM, with the Staff
. Development Nurse, revealed she complstexd

tinfectlon control audits weekly to ensure infection ;

“control and staff compliance with policies. She

_stated she sudited nurses to perform skin

| assessments two (2) to three (3) times a week

“and still had to remind nurses of proper infection
control with akin assessmentz. She atated the

facility had Inexperienced nurses as wall as a turn |

Jover of nurses.

b

'
b
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