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INITIAL COMMENTS

A standard health survey was conducted 03/23/10
through 03/25/10 and a Life Safety Code survey
was 03/24/10. Deficiencies were cited with the
highest scope and severity of an "F" with the

1 facility having the opportunity to correct the

deficiencies before remedies would be
recommended for imposition.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT "is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
distribute and serve food under sanitary
conditions. A dietary food server failed to change
gloves or sanitize her hands during tray line
service after the server handled and touched
contaminated items then served eleven (11) hot
dog buns to residents,

The findings include:
Observation of the noon meal on 03/23/10 at

11:45am in the dining room revealed Dietary
Worker #1 placed a total of eleven (11) hot dog

F 000

F 371

Britthaven of South Louisville acknowledges
receipt of the Statement of Deficiencies and
proposes this plan of correction to the
extent that the summary of findings is
factually correct and in order to maintain
compliance with the applicable rules and
provision of quality care of the residents.
The plan of correction is submitted as a
written allegation of compliance.

Britthaven’s response to the Statement of

Deficiences and Plan of Correction does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Britthaven reserves therightto |
submit documentation to refute any of the
stated deficiencies on this Statement of !
Deficiencies through formal appeal
procedures and/or any other administrative
or legal proceeding.

F-371

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

3/26/1q

The facility will ensure t
prepared, distributed, a
sanitary conditions.
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Any deficlency statement andiig with afi asterisk (*) dendtes a deficlency which the institition may bs excused from correctiig providing it Is determitied that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days foflowing the date these documents are made available to the facilit
program participation.

y. If deficlencles are cited, an approved plan of correction is requisite to continued
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without properly changing her gioves when
moving from clean to dirty items and handling
food. The worker touched and laid her gloved
hands on the tray line counter, wiped her face,
pushed up her glasses, then handled/served hot
dog buns to residents without changing gloves, or
sanitizing her hands. At 11:50am, Dietary Worker
#2 instructed Dietary Worker #1 to change her
gloves. After Dietary Worker #1 changed gloves,
she was again observed to touch her nose with
her gloved hands, place her gloved hands on the
counter, and then served individual pouches of
cookies to various residents, opened a bag of hot
dog buns and served resident's hot dog buns
without changing gloves or sanitizing her hands.

Interview with the Dietary Manager on 03/25/10 at
1:30pm revealed Dietary Worker #1 should have
served the hot dog buns on the residents' plates -
with a tong in order to prevent the transmission of
germs. The Manager further stated that the
Dietary Staff were in-serviced periodically
throughout the year on Infection Control, and that
the facility expectation is that the employees
would not touch or handle the residents' food with
dirty gloves. o

Interview with Dietary Worker #2 on 03/25/10 at
1:30pm revealed she instructed Dietary Workeér
#1 to change her contaminated gloves on
03/23/10 at 11:50am because she had observed
Dietary Worker #1 touch the counter with her
gloved hands while she served the hot dogs buns
to the residents. Dietary Worker #2 stated that
the dietary staff had been trained to change
gloves, wash hands, and put on new gloves once
contamination had occurred. She also stated the
hot dog buns should have been served using a
tong.

formal inservice training sessions with a|
focus on sanitation. All dietary staff will
demonstrate knowledge of proper
sanitation practices during the facility’s
‘annual skills day event.

Dietary worker #1 has received additional
education regarding the proper methods to
serve food under sanitary conditions. In
addition, all dietary staff workers have
received additional education regarding the
proper methods of serve food under
sanitary conditions. This educartional
training was completed on 3/26/10. All
new employees hired for the dietary
department will receive educational
training on sanitation and demonstrate
competency prior to handling any food
items. The Dietary Manager, or designee,
will perform random monthly QA audits of
dietary workers to ensure that food is
stored, prepared, distributed, and served
under sanitary conditions. All QA audits will
be reviewed by the Administrator and any
identified concerns will be addressed by the
appropriate QA committee. Ongoing
education of dietary staff will occur through
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Telephone interview with Dietary Worker #1 on
03/25/10 at 3:00pm revealed tongs should have
been used to serve the hot dog buns. The dietary
staff had been trained on infection control in the
past and that gloves should have been changed
when moving from dirty to clean items to prevent
the possible transmission of infection to the
residents.

Record Review on 03/25/10 at 3:30pm of the
facility's Hand Washing Policy and Procedure
revealed an employee should wash their hands
after handling contaminated items.

- 463 | 483.70(f) RESIDENT CALL SYSTEM - .
ss=D | ROOMS/TOILET/BATH

The nurses' station must be equipped to recelve’
resident calls through a communication system
from resident rooms; and tollet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the facllity failed to ensure four (4)
unlocked public restrooms, accessible to
residents, were equipped with a call system to
alert staff of emergency needs,

The findings include:

Observations on 03/23/10 at 9:29am and
03/24/10 at 8;49am revealed the restroom
located next door to the beauty shop was

the residents it did not have an emergency call
system in place for residents to use.

unlocked, and even though it was accessible to .

F 371
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483.70(f) Resident Call System —

Rooms/Toilet/Bath

The facility will ensure that the nurse’s _
station is equipped to receive resident calls;
through a communication system from
resident rooms; and toilet and bathing
facilities.

All identified restrooms, formerly
designated as visitor restrooms, were
immediately equipped with audible alarms
oh 3/24/10. Permanent emergency pull

4/23/1

station alarms will be installed in all
identifled restrooms by 4/23/10. The call
light system will be checked and maintained
on a routine basis by the Maintenance
department to ensure proper functional
order. Resident safety will continue to be
monitored through the facility’s QA
program to identify and correct any

identified safety concerns.
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Observations on 03/23/10 at 10:40am and
03/24/10 at 8:49am revealed the restroom near
the Corner Cafe, the restroom located near the
North Nurse's Station, and the restroom located
near the South Nurse's Station were unlocked,
and although accesslble to the residents, the
restrooms did not have an emergency call system
in place for resident use.

Interviews on 03/24/10 at 9:10am with the
Maintenance Supervisor (MS) and 9:15am with
the Administrator revealed the four (4) restrooms
identified without an emergency cali system and
available for resident use had previously been
locked restrooms until the facility had progressed
toward a resident centered facility. They related
that the four (4) restrooms had been available for
resident use for the past couple of months. The
MS stated the facility did not have an emergency
call system in place, in any of the four (4)
identified public restrooms, which would allow for
residents to call for assistance.
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|receipt of the Statement of Deficiencles and
A Lifa Safaly Cade survey was initistad and e T t';p"’" of °°"e:tf'.°';.t° tt:e
concluded on 03/24/10 for compliance With Title factus aLthe smmary of tindingals
42, Code of Federal Regulations, 483,70 and actually correct and In order to maintain
found the facllity not In compliance with NFPA compliance with the applicable rules and
101 Life Safety Cods, 2000 Fdition. provision of quality care of the rasidents,
) IThe plan of corraction Is submitted as a
Dsficiencles were clted with the highest deficiency Iwritten allegation of compliance. .
ldentifled at a Baope/Sevetily of "F". ‘\ Y T
K144\ NFPA 101 LIFE SAFETY CODE STANDARD (144 Britthaven's response to the Statement of /74 2l / )
BRp : iDeficlences and Plan of Corraction does not
| Generators aré Inspected weekly and axerclged denote agreement with the Statement of yil73 aﬁu
* under load for 30 minutas par month In ,Deficiencies nor does it constitute an
acoordanoce with NFPA 99, 3.4.4.1. \ ‘admission that any deficiency s accurate,
.. _— L Further, Britthaven reserves the right to
e T submit documentation to refute any of the
stated deficiencies on this Statement of
Deficiencies through formal appeal
procedures and/or any other administrative
ot legal proceading,
This STANRARD Is not met as evidenced by: K-144
Based on observation, record review, and
Inferview, It was.detarmined the facillty failedto |+ MIFPA 101 Life Safety Code Standard ds/10/19.
camply witt(NFPA 110 6-1.2) A portable or '
altarnate source of powar ghall by provided when Tha statement of deficiencies stated that
the emeargency generator is oul of service on a “generators are to be Inspected wookly and
temporary basis. (short perlod of tims) exercised under load for 30 minutes per
month in accordance with NFPA 99,
The findings include; 3.4.4.1,1t was determined that the facility
' falled to comply with NFPA 210 6-1.2, A
Observation an 08/24/10 at 1:00pim revealed & portable or alternate source of power shall
portable generatar was conngoted to the faollity. ba provided when the emergency genarator
A raview of records revealed the portable ' :  sarvi Faty b ' "
generator was Installed on 08/14/08 and the 8 put of sarvice bn a temporary basis.’
facility hied been using the portable generator for
18 months, However, the intent of the regulation
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was fo allow (he use of a portable generator
temparatily (shott pariod of tima) when the main
generator was out of service, as required by
NFPA 110 61,2,

An interview nonducted with the Maintenanoe
Dlrector on 03/24/10 at 1:00pm revealed the main
generator had been out of service for at (east a
year and the faclilty had been using the portable
generalor for at logst a year.
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K 144 Gontinued From page 1 K 144 |Our facility has been working with our

corporate office since the loss of our
primary generator and we have rerelved
quotas from vendors, the electric company,
and have also discussed plans with the state
Fire Marshal’s office. The replacement of
such equipment Is very costly and we have
to ensure that we utilize our facility
resources in a rasponsible manner. Our
lutest quote is for $141,340.71 and this has
been forwarded to our corporate office for
approval,

All facility nurses have been trained on
procedures for a power outage as it relates
to the temporary generator, Al residents
utilizing medical aquipment that canhot be
interrupted hava the quipment plugged into
the rad emergency outlets in case of a
power loss. The facility respectfully
requests a time allotment to allow for

ordering, shipping and installation servicaes
of the new generator,

May need an exténsion granted depending
on the vendor's time neads to obtain and
install the ordered equipment.
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