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SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION o8
éﬁgg& (EACH DEFICIENGY MUST BE PRECEDEL BY FULL PREFIX (EACH CORREGTIVE AGTION 8HOULD BE GOMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG QHOSS-HEFEHEBJ&E[&E% (')I'\I:I)E APPROPRIATE
F 000 | INITIAL COMMENTS | F 000{ Preparation or execution of this plan of
' , : correction does not constitute admission
A Standard Recertification Survey was initiated or agreement to any alleged deficiencies
on 12/05/11 and concluded on 12/08/11,anda - cited in this document. This plan of
Life Safety Code Survey was conducted 12/06/11. correction is prepared and executed, as
Deficiencles were cited with the highest Scope reqUﬂl‘Ed by the provision of federal and
and Severily of a "E". state law.
F 281 | 483.20(k)(3)(l) SERVICES PROVIDED MEET F 281
s5=D | PROFESSIONAL STANDARDS gsmiln
The services provided or arranged by the facility 483.20(k)(3)(1) SERVICES PROVIDED
must maet professional standards of quality. MEET PROFESSIONAL STANDARDS
: . This facility has a policy to ensure
This REQUIREMENT is not met as evidenced | physician’s orders are followed for all
by: . residents.
Based on interview and record roview It was -
doetermined the facility failed to ensure Physician's The Unit Manager identified the over sight
Orders were foilowed for one (1) of nineteen (19) of the physician order for resident #12,
sampled rgsidents, (Resident #12). Resident #12 while following the Monday, Wednesday,
had an order for a urinalysls, received from the Friday, QA process the facility requires for
physician on 11/29/11. The specimen was not all physician orders.
collected until 12/01/11, On 12/02/11, the . _
_Fl"hysﬁlafn ﬂfder‘;d anﬁbio?ﬁ therapyifonr eé%]nnary On 12-6-2011 all nurses involved were
ract Infsction; however, the nurse lared to . iy immediétely in-serviced by the Unit
transcribe the ordor. The artor was n W@E EVE’S Manager related to the facility policy for
f’",ml 12/06/11, resulting In a four-day n Bl § correct procedure and documentation of
initiation of the anticlotio, JANO 9 7002 Y ¥ physician orders, including transcription of
includa: 44 new orders to the physician order form and
The findings include: BY: | MAR/TAR as indicated, lab and/or
. Adoraumn I harmacy notification with nurses notes to
Record review revealed the facllity admitted P
Resident #12 on 03/26/00 with diagnoses which - reflect the new orders and also to be noted
. Mt on the nursing 24 hour report to monitor the
included Alzheimer's Disease and Urinary resident throushout the duration of the
Incontinence. Review of the Comprehensive it £
Care Plan, renewed on 10/13/11, revealed erapy.
Interventions related to prevention and/or early .
detection of a Urinary Tract Infoction (UTI). Effective 12-15-2011, all regular & part
Included was the Intervention to administer time licensed nursing staff have been in-

[ABORATORY DIRECTOR! n-PnovaH/s%lEn REPAESENTATIVE'S SIGNATURE TITLE (X6) DATE
A - —
' / P R Aa : . . W / / /2

#=¢ {
Any deflclency slatg(nent gndlng wl?’an astertgﬁ ("} denotes a deflclenay which the Inatitution may be excused from correoting providing it 1s determined that

other safaguards provide aufticlant ptotection to the patients. {See Instructions.} Except for nursing homes, the findings stated above ate disclosable 90 days
following tha date of survey whethat of not a plan of correotion Is provided. For nursing homes, the above findinga and plans of cosraotion are digclosable 14
days following the date-these documents are mads avallabls to the faclllty. It deficlengles are cited, an approved plan of correcilon I requlisite to continued
program parlicipation,
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TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENGY)
F 281 | Continued From page 1

medications per physician orders. Review of the
Quarterly Minimum Data Set (MDS) Assessment
dated 11/01/11 revéaled the resident was
froquently incontinent of urine.

Review of the Physician's Order, dated 11/29/11,
revealed Resident #12 was to have a urinalysis
{UA) and urine culture and sensitivity (C&S).
Review of the Nurse's Note, dated 11/29/11 at
6:00 PM, revealed the nurse had recelved an .
order for a UA and C&S. Continued review of the
Nurses' Notes revealed the next entry was dated
12/01/11 at 8:00 AM. Documentation Indicated a
urine specitmen had heen collected that day for
the ordered laboratory tests, two (2} days after
the order was receivad.

Review of laboratory reports revealed the UA
result, positive for a UTI, was received on
12/02/11. Continued review revealed the hurse
documented on the report the Physlclan had
been natified and had given an order for "Bactrim
DS times 5 days”. Bactrim is an antiblotic
commoniy prescribed to freat UTIs. Review of
the December 2011 Medication Administration
Record (MAR) revealed the medication was not
fnitiated until 12/06/11, four (4) days)atter the

L arder was recelved.

‘Interview with the Unit Manager, on 12/08/11 at
12:15 PM, revealed she had identlfled the
oversight on 12/06/11. She stated the nurse who
notlfied the Physician of the laboratory results had
written the order on’the report, but failed to write
an order and transcribe it onto the MAR. She
further stated she had the nurae phone the
Physician in notification of the error and to recsive

an additlonal order.

F 281

serviced by the in-service / education
coordinator, a registered nurse, related to
the policy and procedure for physicians
orders, including transcription of new
orders to the physician order form and
MAR / TAR as indicated. Lab and/or
pharmacy notification with nurses notes
will reflect the new orders and also to be
noted on the 24 hour report to monitor the
resident throughout the duration of the
therapy. Any PRN staff who have not been
in-serviced will not be scheduled for any
further shifts until in-servicing has been
completed.

As part of our ongoing quality assurance
program all new orders are being monitored
daily. This monitoring is completed
Monday through Friday by the Unit
Managers or charge nurse. The house
supervisor will complete the monitoring on
the weekends, In addition all lab results are
compared to the new orders or nurses notes
{If there are no new orders, this will be
reflected in the nurses notes.) to assure all
physicians orders are transcribed and
followed. (See Exhibit #1 Attached)

Compliance with this policy will be
reviewed by our Unit Managers at least
weekly and addressed accordingly. The
results of this review process shall be
included in the regular guality assurance
process and reviewed in the quarterly
meetings.
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F 2481 Continued From page 2 F 281} Completion Date: Dec. 15,2011
_ ‘ Persons responsible: '
Subsequent interviow with the Unit Manager, on Cindy Dempsey, RNC, DON
12/08/11 at 2:10 PM, revealed she had Rita Cahill, LPN, ADON and Director
interviewed all nuising staff who took care of of Quality and Reporting
Resldent #12 between 11/29/11 when the order Pat Feldhaus, RN, In-service D1rector Unlt
for UA and C&S was received, and 12/01/11 Coordinators and House Supervisors
when the specimen was actually collecled. She
reported staff had heen unable to collect a
specimen sooner because the resident had either
been Incontingnt or the urine was contaminated
with fecal matter. During continued Interview, she
stated the delay was unacceptable and stalf Preparation or execution of this plan of
should have reported to the Physician they had correction does not constitute admission or
been unable to get the specimen and receive agreement to any alleged deficiencies cites
further instructions. in this document. This plan of correction is
: : d and t ired b
Interview with the attending Physlcian, on g:gﬁ?;fona:f fzzgx(:;ll 2?;3;;:3‘;;:: y the
12/08/11 at 6:00 PM, revealed he was also the ’
facility's Medical Director. He stated he had been
i . . F 333
made aware of the delay in initlating treatment SS =D
.and had given a repeat order for the antibiotic 483.25(m)(2) RESIDENT FREE OF
therapy. He stated one (1) week was a long time SIGNIFICANT MED ERRORS
to process the order for the lahoratory tests and
initiate treatment, '
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333 This facility h licy of ine all
§8=D | SIGNIFICANT MED ERRORS s facility has a policy of assuring a
_ residents are free of significant med errors.
The facility must ensure that i ~side:ts are free of Every attempt is made to assure each
any significant medication errors, resident receives their physician prescribed
medications as ordered.
This REQUIREMENT is not met as evidenced o o .
by: The Unit Manager identified the oversight
Based on Interview and record review It was of the physician order for resident #12,
determined the facllity falled 1o ensure residents while following the Monday, Wednesday,
ware free of significant medication errors for one Friday, QA process the facility requires for
(1) of nineteen (19) sampled residents, (Resident all physician orders.
#12). Resideit #12 was ordered antibiotic therapy|
FORM CM8-2667(02-09) Previous Veratons Obsoleto Evanl ID:Y8R511
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(X4 1 SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION S8HOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROS&-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 333 Continue age
. fs nt Bu. d Fr?_m F: |gf 3| 12/02/11 F 333 On 12-6-2011 all nurses involved were
I-cl)r a g‘;a;;’y raci nf 6;;“;? c;n Olli l‘h rd immediately in-serviced by the Unit
owever, ine nurse Talied ta ranscrive he order. . Manager related to the facility policy for
The error was identified on 12/06/11 and the
o : correct procedure and documentation of
antibiotic was Initiated, four (4) days after the hysician orders, including transcription of
original order was received. P & P
new orders to the physician order form and
The findings Include: MAR /TAR as md_lcateq, lab andfor
pharmacy notification with nurses notes to
Review of the clinical record revealed Resident reflect the new orders and also to be noted
#12 was admitted by the facility on 03/26/09 with on the nursing 24 hour report to monitor the
diagnoses which included Alzheimer's Disease resident throughout the duration of the
and Urinary Incontinence. Review of the therapy.
Comprehensive Care Plan, renewed on 10/13/11, )
revealed Interventions related to prevention Effective 12-15-2011, all regular & part
and/or early detection of a Urinary Tract Infection time licensed nursing staff have been in-
(UTI). Continued revioew revealed the intervention serviced by the in-service / education
to administer medications per Physiclan's orders. coordinator, a registered nurse, related to
the policy and procedure for physicians
Review of laboratory reports revealed the UA orders, including transcription of new
result, positive for a UTI, was recelved on orders to the physician order form and
12/02/11. Continued review of the report’ MAR / TAR as indicated: Lab and/or
revealed a note by the nurse Indicated the pharmacy notification with nurses notes
Physician had besn notified and had given an will reflect the new orders and also to be
order for "Bactrim DS times & days". (Bactrim is noted on the 24 hour report to monitor the
an antibiotic cammoniy prescribed to treat UTIs.) resident throughout the duration of the
Review of the December 2011 Madication therapy. Any PRN staff who have not been
Administration Record (MAR) rvealed the in-serviced will not be scheduled for any
medlcatlon was not initiated . ntlh vour (4) days further shifts until in_servicing has been
|8tei’, on 1 2’06’1 1. B comp]eted.
Interview with the Unit Manager, on 12/08/11 at
12:15 PM, revealed she had Identified the As i i
Lo iR part of our ongoing quality assurance
ove_rmght an 12/(?6.111. She stated the nurse who program all new orders are being monitored
notifled the Physician of the laboratory resuits had : : s
. daily. This monitoring is completed
wrltten the note on the laboratory report, but failed . :
1o writ fficlal ordor and transcribe it onto th Monday through Friday by the Unit
I\(; AFI; @ an officlal order and transcribe It onto the Managers or charge nurse and the house
- supervisor will complete the monitoring on
FORM CM$-2687(02-90) Provioue Voreions Obaolete Evont ID; YSR511 Facllity D: 100429 f c;oniinualion shoot Page 4 of 10
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STATEMENT OF PEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA ‘ (X2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY
AND PLAN OF CORARECTION IDENTIFICAT N NUMBER: COMPLETED
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- 186440 B. Wi 12/06/2011

NAME OF PROVIDER OR SUPPLIER

I |7 FREET ADDRESS, CITY, STATE, 2IP CODE
2890 RIGGS AVENLE

VILLAGE CARE CENTER ERLANGER, KY 41018
04) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN GF CORRECTION (xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECGTIVE ACTION SHOULD BE . | GOMPLETION
TAG HEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 333 I(r:s::\l::\l\eldwl;rhotmhep:ﬁ:ntfng Physician, on F 333 the weekends, In addition all lab results are
12/08/11 at 6:00 PM, rovealed he was also the Ezltggarg;tt}?et'rl;earn:‘:Oogifisoggggsﬁs- will
{ facility's Medical Director. He stated he had been be reflected in the nurses notes.) ’
made aware of the delay in Initiating treatment to assure all physicians orders a'lre
and had given & repeat order for the antibiotic transcribed a‘; dyfollowe d
therapy. Continued interview revealed the delay See Exhibit #1 Attach d.
In treatment could have made a difference. He (See Exhibi ached)
further stated four (4} days between the lab o
results and the initiation of an order was too long. : . i T
F 371 | 483.36(1) FOOD PROCURE, Cor.nphance with thl-S policy shall be
$5= | STORE/PREPARE/SERVE - SANITARY reviewed by our Unit Managers at Icast
weekly and addressed accordingly. The
The facility must « {‘esults of'this review process shall be
(1) Procure food from sourées approved o included in the regular quality assurance
considered satisfactory by Federal, State or local process and reviewed in the quarterly
authorities; and meetings.
(2) Store, prepare, distribute and serve food
under sanitary conditlons
Completion Date: Dec. 15,2011
Persons responsible:
Cindy Dempsey, RNC, DON
_ Rita Cahill, LPN, ADON and Director of
This REQUIREMENT Is not met as evidenced Quality and Reporting Pat Feldhaus, RN,
by: In-gervice Director, Unit Coordinators and
Based-on observation, interview and record House Supervisors
feview, It was determined the facllily failed to .
prepare and serve food under sa“lliary conditions.
Observation during supper meal scrvice, on
12/05/11 from 8:20 PM through 6:30 PM)
revealed a dietary alde plcked up plates she had F371 Preparation or execution of
dropped on the ﬂOOf, I’Btumed the p[ates to the This plan of correction does not
service area, adjusted her glasses on her face constitute admission or agreement to any
and continued serving resident meals without alleged deficiencies cited in this
washing her hands and changing gloves. document. This plan of correction is
. ' prepared and executed, as required by the
The‘ﬂlndings include: provision of federal and state
law,
FéRM {OMS-2867(02-98) Previous Verslong Obsolote Event ID:YGR511 Facility 1D: 100420 K continuation shoet Page & of 10
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STATEWTNT OF DEFICIENCIE. (X1) PROVIDER/SUPPLIERVCLIA {X2) MULTIPLE CONSTRUGTION Aexay pate sunvey
AND PLAN C€ CORRFOTION IDENTIFICATION NUMBER: : COMFLETED
. A BUILDING
B.WING __
‘ 185440 12/08/2011

NAME OF PROVIDER OR SUi ™ IER

STREET ADDRESS, CITY, STATE, ZIP CODE

| before putting new ones on to be sure not to

.plates on the wooden edge of the steamtable and

-1 Continued observation, at ‘6:24 PM, revealed

Review of the facility's Sanitation and Food
Hardling Policy, no dats, ravealed employees
were to wash Hands when going from a soiled job
to a clean job and after touching parts of the
body. Additional review of the policy revealed
employees must change gloves and wash hands

cross contaminate foods with the gloved hands.

Observation during the supper meal service, on
12/05/11 at 6:20 PM, revealed Dietary Aide #1
dropped ptlastie divided plates onto the fioor,
Further observation revealed Dletary Aide #1
plcked the plates up off the floor with her gloved
hands by touching the bottom of the plates that
had been on the floor. Distary Alde #1 placed the

continued plating resident's meals with out
washing her hands and changing her gloves.

Dietary Alde #1 adjusted her reading glasses on
her face with her gloved hand and continued
plating resident's without washing her hands and
changing her gloves.

Interview with Dietary Alde #1, on 12/05/11 at
6:30 PM, revealed she should have washed her
hands and changed her gloves afler picking the
plates up off the floor and again after adjusting
her glasses.

Interview with the Dietary Manager, on 12/07/11
at 2:30 PM, revealad kitchen sanitation was
coversd upon hire and through out the year.
Inservice's and attendance were documented.
Further Interview ravealed dietary sanitation was
a dally, self monitoring event, If in doubt, wash
hands and change gloves.

- F371

- 2090 RIGGS AVENUE
VILLAGE CARE CENTER

: EALANGER, KY 41010

{X4) ID SUMMARY STATEMENT OF DEFICIEMCIES ) PROVIDER'S PLAN OF CORRECTION {6}

PHEFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) .
'F 371| Continued From page 5

F 371 483.35(i) Food Procure,
Store/Prepare/Serve-Sanitary

SS=E

The facility must-

Procure food from sources approved
or considered satisfactory by Federal,
state or local authorities; and

store, prepare, distribute and serve
food under sanitary conditions.

1.All dietary staff have been
re-educated related to hand

washing and glove use and the

need to remove gloves and wash

hands between serving food and
handling other items while serving
meals. In addition, staff were
re-educated on sanitary conditions
retated to dropping plates on the

floor and then placing them back in

the service area and on changing gloves
and hand washing after touching face,
hair or glasses. These inservices

were completed between 12/6 &
12/12/2011 by Matt Knollman Food
Service Director and Pat Feldhaus RN,
Inservice Education Coordinator.

This process will be monitored by

the charge nurse in the dining room at
each meal and random audits by the
Food Service Coordinator using

Exhibit #2. The monitoring sheets will be
forwarded to the QA coordinator weekly
and will be reported on Quarterly and as
needed as part of the QA process.

Note: Although there was not a date of

. N
"ORM CMS-2667(02-89) Previous Vareions Obsolote Evanl |D; Y8R511

Facllity I 100429 If continuailon sheet Page 6 of 10
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SUMMARY STATEMENT OF DEFICIENCIES

ID " PROVIDER'S PLAN OF CORRECTICN {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TG DEFICIENGY) A
F 441 483.65 INFECTION CONTROL, PF{EVENT review on the hand washing policy, this
858=F | SPREAD, LINENS - policy as well as all policies the facility
: utilizes are reviewed and updated
The facility must-estabiish and maintain an annually and as needed. This process was
Infection Control Program designéd to provide a last completed on 2/3/2011. :
safo, sanitary and comfortable envircnment and See Addendum #1 attached.
to help prevent the development and transmission
of disease and infection.
Inf Date of Completion: 12/12/2011
(@) Infection Gontrol Program Persons responsible: Matt Knolllman
;E‘:g?;‘:::‘%’nn&‘:ﬁn’ﬁ;iﬂiSh an Infection Control Food Service Director, Rita Cahill LPN,
- : - . Director of Quality and Reporting,
|( r: )tlir;yf%sgli"%?es, controls, and prevents infections Unit Managers & Pat Feldhaus, RN
(2) Decides xluhat procedures, such as isolation, Inscrvice Education Director
should be applied to an individual resident; and
(3) Maintains a record of Incldents and corrective .
actlons telated to infections.
(b) Prevenﬂng Spread of Infection F441 Preparation or execution of

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facilily must
isolate the resident,

(2) The facility must prohiblt employees with a
communicable disease or infacted skin lesions
from direct ¢ontact with residents or their food, if
direct contact wlll ransmit the disease.

(3) The facility must require steff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professlonal practice.

{c) Linens

Persannel must handle, store, process and
transport linens so as to prevent the spread of
infactlon,

This plan of correction does not
constitute admission or
agreement to any alleged
deficiencies cited in this
document. This plan of
correction is prepared and
executed, as required by the
provision of federal and state
law.

F 441 483.65 Infection Control

Prevent spread, linens

SS=E

The facility must establish and- maintain
an Infection Contro! Program designed
to provide safe, sanitary and comfortable
environment and to help prevent the
development and transmission of
disease and infection.

‘ORM CMS-2667{02-80) Previcus Varsions Obaolete

Event ID: Y8611

Faclity 1D: 100429
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1 line.

This AEQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed 1o
establish and maintain an Infection Control
Program designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmisslon of disease and
infection. '

Obsetvation, gn 12/07/11 of a skin assessment
for Resident #4, revealsd stalf used Improper
hand hygiene.

Further ohsservation, on 12/07/11 of Incontinence
care for Resident #2, revealed stalif provided
incontinence care by cleansing stool from. the
perineal area, removed the solled gloves, and
without washing hands opened a closet door to
obtain a brief.

In addition, ohsarvation on 12/08/11 at lunch meal
service revealed stalf opsned the tragh can lid
wlith their hands and then without washing hands
went on to serve coffee and plates from the tray

The findings include:

Review of the facllity "Hand Washing Policy",
undated, reveated hand washing was the single
most important procedure for preventing
nesocomial infections. Indications for
Handwashing included; after situations during
which microblal contamination of hands was likely
to accur, especially those Involving contact with

{a) Infection Control Program

The facility must establish an Infection
Control Program under which it-

(1) Investigates, controls, and prevents
infections in the facility;

(2) Decides what procedures, such as
isolation, should be applied to an individual
resident; and

(3) Maintains a record of incidents and
corrective actions related to infections.

(b) Preventing Spread of Infection '

(1) When the Infection Control Program
determines that a resident needs isolation
1o prevent the spread of infection, the
facility must isolate the resident.

(2) The facility must prohibit employees
with a communicable disease or infected
skin lesions from direct contact with
residents or their food, if direct contact will
transmit the disease.

(3) The facility must require staff to wash
their hands after each direct resident
contact for which hand washing is indicated
by accepted professional practice.

1. All Licensed staff involved in skin
assessments including LPN #1 were
re-educated on 12/8/1 1through 12/15/2011
by Pat Feldhaus RN, Inservice Education
Director on gloves and hand washing
procedures during skin assessments to
include: handwashing and applying new
gloves after exam of head, torso and again
after peri area and removing gloves and
washing hands when skin assessment is
completed. All nurses will be monitored by

Wound Care Nurse or another nurse
&
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mucous membranes, blood or body fluids,
secretions, or excretions, after touching
Inanimate sources that were likely to be soiled,
between care of different anatomical sites on the
same resident, after removing gloves.

1. Observation, on 12/07/11 at 10:00 AM,
revealed Licensed Practical Nurse (LPN) #1
performed & skin assessment for Resident i#4
using improper hand hygiens. The nurse picked
up each foot with her gloved hands and checked
for skin breakdown, and then without washing her
hands and changing her gloves, checked the
genital area touching the vagina. Further
observation revealed the nurse again did not
wash her hands and change her gloves and
praceeded to lifit the breast and check for skin
breakdown. She then removed her gloves and
wwashed her hands.

Interview, on 12/07/11 at 10:30 AM with LPN #1,
revealed she should have done a head to toe skin
assessment which would have included checking
tho head first, then the breast and upper torso.
She stated she would then need to wash hands
and change gloves and cheuk the genlitalia, wash
hands and change gloves an check the lower
extremitles and feset.

| 2. Observatlon, on 12/07/11 at 10:50 AM,

revealed Cerlified Nursing Assistant (CNA) #2
performed peri-neal care for Resident #2. She
cleansed stool from the rectel area, removed her
soiled gloves, and without washing her hands,
opened a cablnot door and obtained a brief.

Interview, on 12/07/11 at 1100 AM with CNA #2,
revealed she had been observed performing

F 441

#3 to assure they are washing hands when
needed during skin assessments. After the
Jinitial monitoring, as part of our ongoing
QA process the Wound Care Nurse or
designee will monitor at least 3 nurses
doing skin assessments per quarter and {og
the information on Exhibit #3 re-educating
nurses if needed when problems are noted
during the process. This information

will be reported as part of the Quarterly
QA process.

2. All Nursing Assistants including CNA
#2 were re-educated on 12/8/11through
12/12/11by Pat Feldhaus, RN, Inservice
Education Director on proper peri care and
handwashing after removing gloves and
before opening cabinet door to obtain clean
briefs. Staff development will continue to
monitor Nursing Assistants performing peri
care using Exhibit #4 as part of our on
going QA monitoring. Any area of
noncompliance will be addressed when
noted during this monitoring. Problems
identified will be reported by Inservice
Education coordinator as part of our
Quarterly QA process.

3. All Nursing and Dietary staff including
CNA #3 were re-educated on using the step
pedal on the trash cans in the dining room
and not to open cans with their hands.

They were also re-educated on proper
handwashing during the dining process.
These ingervices occurred between 12/8 &
12/12/2011 by Pat Feldhaus, RN, Inservice
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Education Director. As part of our on going
QA process, the charge nurse monitoring -
the dining room at each meal will complete

peri-care by the staff development in the past with
na concorns, Continued interview, revealed she

U BRINTER: 12/57/5011

gloves; howevet, may have been nervous.

usually washed her hands after removing her

3. Observation, on 12/06/11 at 12:00 PM, of the
noon meal service revealed CNA #3 used her

the Quality Improvement form (see Exhibit
#2) related to Infection Confrol & Sanitary
Conditions. Any problems noted during the
monitoring will be addressed by the nurse
immediately. These forms will be turned in

hands to raise the trash can fld, then without
washing her hands, poured a package of coffée
in & cup, again raised the trash can lid with her
hands to discard the package and then poured
hot water In the cup from fhe coffee maker. She
then washed her hands and again opéned the
trash ¢an lid with her hands to discard the paper
towel in which she dried her hands. Further
observation revealed she then went to the tray
line to serve platas to the residents.

to QA coordinator weekly,

Note: Although there was not a date of
review on the hand washing policy, this
policy as well as all policies the facility
utilizes are reviewed and updated
annually and as needed. This process was
last completed on 2/3/2011,

See Addendum #1 attached.

Date of Completion: Dec 15,2011
Persons responsible: Rita Cahill LPN
Director of Quality and Reporting,

Pat Feldhaus RN Inservice Education
Director, Unit Managers, Charge Nurses

Interview, on 12/06/11 at 1:25 PM with CNA #3,
revealed she acknowledged she did touch the
trash ¢an lid with har hands and should have
used the foot pedal after. washing her hands.

tnterview on 12/08/11 at 2:00 PM, with the
infection Control Nurse, revealed staff should use
the trash can pedals and not open the trash can
lid with their hands, She stated the dining room
meal servica was audited on a regular basis by
ihe dietary manager using an audit sheet; ,
however, the audit did not include watching staff
with-hand hygiene. Continued interview revealed
the charge nurses needed to monitor hand
hygiene since they were rasponsible for
overseeing the dining room meal service. She
further stated staff needed te stop and wash their
hands after performing perineal care and prior to
touching other objects In the room.

L

Even ID; YBRG11
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K000 | INITIAL COMMENTS K 000

.CFR: 42 CFR §483.70 (a)

BUILDING: 01 |

PLAN APPROVAL: 8/12/68 Construation Date
SURVEY UNDER: 2000 Ex'sting

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Three (3) storles, Type
Il (222) Protected

SMOKE COMPARTMENTS: Eight (8) smoke
ocompariments.

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM .

FULLY SPRINKLED, SUPERVISED (Dry -
SYSTEM)

EMERGENCY POWER: Type Il Discel
Genorator, '

A life satety code survey was I lated and
conciuded on 12/08/11. The findings that follow Y
demonstrate noncompliance with Title 42, Code s s e
of Federal Regulations, 493.70 (a) et seq (Life
Safety trom Fire). The facllity was found not In
substanttal complignge with the Requirements for
Parli¢ipation for Médicare and Madloald. The
facllity 18 lcensed for one hundred (100) beds and
the census was ninety-thrae (93) the day of the
survey. -

[

LABORATORY DIRE: '8 OR PROVIDEA/SUPPLIERA AEPREDE TIVE'S AIQNATURE TITLE (X3} DATE
DA usts 2 ﬂéxﬁm‘&:‘dz— ' (/712

Any deflolenoy statamsnt endingd with aﬁbtedsk {*) denotes a deflclency which the Inatitullon 'may be exousad from oorreoting prow:l"]?\g it 1o determined ¢
other safeguards provide sutiidlent protedtion to the patients. (Sea Inslruaiions.) Exvept for numeing homes, the findinga stated above are dlsclosdble 80 days
fallowing the date of survey whelher or not a plan of corraction Is provided. For nursing homes, the above {indings and plans of correstion ate disctosable 14
daya followlng the date thase documants are mada evallabte to the facilty. f deficlencles are clted, an approved plan of cotreolion e raquisite to continued
-pragram partiofpation. ‘ . . : '
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PREFIX (EACH DBFIQIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8BHOULD BE COMPLETION
TAG REGULATORY OR'LBC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPAOPRIATE OATE,
. DEFICIENGY)
"K 000 Conllnued From page 1 K 000| Preparation or execution of thia pltfn Pf
Deflciencles were cited with the hlghest correction does not constitute admission
.| deficiericy identified at "F* lavel. or agreement to any nlleged deficiencies
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147| cted in this document. This plan of
88eF | . correction is prepared and executed, as
Electrical wiring and equlpment ig in acoordance required by the provision of federal and
with NFPA 70, National Electrioal Code. 9.1.2 state law.
K 147 NFPA . 101 Life Safety
Code Standard
$8=F
. . Thig Standard is not met as evidence by:
This STANCARD s not met as evidenced by: based on observation and interview, it was
Based on obiservation and Interview, It was determined the facility failed to ensure
determined the facllity talled to enaure electrical slectricel wiring was maintained according
1 witing wae maintained according to NFFA to NFPA, standards. No residents, staff or
standards. The deflclency had the potential to visitors were affected by this potentially
affect gix (8) of sight (8) smoke compariments, all deficient practice. During the walk through
rasldanta, stalf, and visitors, The faallity le with the Lifo Safoty Inspector, it was
1 licensed for one hundred 8100) hads with a Observed that the eleotrical equipment
census of Hinaty-thras (93) on the day of the could be rearranged so that all medical
survey. equipment could be plugged. into the wall.
- outlets. Maintenance personal went
The findings Include: through all resident rooms and rearranged
: all electrical equipment and plugged all
Obsgervation, on 12/06/11 between 10:00 AM and medical equipment into the wall outlets.
2:00 PM, with the Malntenance Supervisor All staff were re-sducated on 12/6/2011 by
revealed beds and bed alarms plugged Into Pat Feldhaus RN, Inservice Bducation
power strips [ rooms # 112, #103, #104, #105, Director related to medical equipment
#207, #210, #214, #316, #31.7 Power Blrips wera | being plugged directly into wall outlets.
obaarved In all resldsnt rooms belng used aa As part of our ongoing Quality Assurance
permanent Wiring, NFPA 99 reguires a sulficlant & Safety process, the checking of medica)
number of receptacles In rooms lo avold the need ISy provess, o '
for extension cords or multiple oullst adapter squipment being plgged into wall outlats
¢ ° wiip acaplors. hes been added to the Adeptive Equipment
) Rounds Monitoring (See addendum
_ 2 attached) that is completed three times
Intarview, on 12/08/11 batwasn 10:00 AM and a week by our interdisciplinary team.
2:00 PM, with the Maintenance Supervisor Avy problems identified during these
FORM GMB-2887(02-98) Prvious Vensions Obeolate Evenl |D; YBRS2Y Fagcliity 1D; 100429 If sontinuallon shest Page 20t 3
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© K147 | Continvad From page 2 K 14-,' rounds will be addressed and corrected

| revealed he was aware medioal aqulpmant could

| Reteronce: NFPA 2@ (1000 sdition)

not be piugged Into powsr sirips and he hursing
staf! had been educated on 1his Issue also.

332120

Minimum Number of Receptacies. The number
of recoptacles shall be determined by the
intended use of the patlent care atea. There shall
be sulficlent recepteclas located 30 as 1o avold
the need for extension cords or mutipte cullst
adsapters.

imsnediately. Raview of this process
will become part of the Monthly safety
and Quarterly Quality Assurance
meetinges.

Date of Completion; Dec. 9, 2011
Peraons responaible: Rodney
Kannady, Executive Director of
Maintengnce, Brian Blair, Safety

+ Committee Chairperson,

Rita Cahill LPN, Director of Quality
& Reporting, Unit Managers,

Pat Feldhaus RN Inservice Bducation
Diréctor & Tony Zubroweki,
Administrator
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