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F 000 [ INITIAL COMMENTS 7 26@]0 281
A Recertilication/Abbreviated Survey |__T'he resident did receive the
conducted 03/16-18/10, and a Life Saf rggg__.-—-—-""" appropriate medication and the G-
Buivey was conducted 03/18/10. DeficieRclas Tube remained patent. The nurse
waere citad, with the highest scope and severity of iscinii 4/01/2010
a E". AR KY(00014175 was substantiated with wes disciplined on 04/01/2010 at
which time an individual review of
deficlencies cited. he “Medication admini . .
F 281/ 483.20(9(3)(1) SERVICES PROVIDED MEET F2gy| the Medication administration via
88=D | PROFESSIONAL STANDARDS B-tube™ policy was provided by the
Director of Nursing,
The services provided or arranged by the facility '
must meet professtonal standards of quallty. Any of the five residents receiving
medicatjons via G-tube or any future
This REQUIREMENT is not met as evidenced patients requiring G-tube
by medications have the potential to he
Based on observation, intarview, and record affected.
review it was determined the facliity failed to
pravide services to meet professional standards Inservice training was provided to
of quality related to medication administration far 100% of al] licensed personne] on
one {1) unsampled res/dent (Unsamplad Resident staff and staff contracted throu gh
#1). agency. This included review of th
ag Y. 15 INcluded review ot the
The findings inalude: policy “Medication administration
via G-tube” and a practice
Observation during the medication pass on demonstration in a Jab setting. This
03/17/10 at 9:20 AM, revealed Registered Nurse inservice module was provided on
(RN) #1 crushed tour (4) medications (Plavix 76 Apil 10 "o hed
miligrams (mg), Zino one (1) tablet, Avalox 400 Ap"r' d]s) and 27 (see attac
mg, and Atenolol 25 mg) for administration via a record :
| gastronomy tube (g-tube). After crushing the The Director of Nursing orthe
medication the AN placed them Into separate Assistant Director of Nursing will
medioation cups. RN #1 checked placemsnt of conduct a monthly audit for the next
tube and administered the crushed medications quarter to review nursing competency
without diesolving them in water. The RN placed with medication administration via G-
the dried medications into the syringe and then : iding th
attempted to tiush with water. The water would t"bg.Of:" h?{e"se]d sta.f;f; pbrovtfll net de
not flow via gravity and the RN wag cbserved to meadication. Results will be reviewe
pinch and stretch the g-tube in an effect to get the at monthly QA meetings.
LLABORATORY DIREGTOR'S OR PROVIDER/SUFPLIEA RBPREBENTATIVE'S SIGNATURE TITLE X6) DATE
; - 7-10

Any defidlenoy statemem anding with an asterisk {*) Genotan s doficlenzy which tha Instilution may e excused from comacting providing i is detarmired that

other sateguards. provide sufficient protaction to the pattents. {Ses metruciions

follrwing the date of aurvey whatheror not a plan of corraction Is provided. For nursing homes, the abave fingdi
ade avallable to the facliity. | deficlancles ara citad, an approva

daye following the date these dacumants ara m
progvam particlipation.

findinge stated above are disclosable g0 daya
8 and plane of cotreation ate disclosable 14
plan of correction s raqulaite o continuad

.} Exocept for nuraing.homes, the
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§8=D | HIGHEST WELL BEING -

Each resident must recsive and the tacllity must
provida the necaszary care and services to attain
or maintain the highast practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprahensive assessment
and plan of cere.

This REQUIREMENT {8 not met as evidenced
by:

B);sed oh observation, imerview and record
review, it was datermined the faclity fallad to
ensure necessary care and services ware
provide in order to attain or malntain the highest
practioable physloal well-being, In accordance
with the Comprehensive Assessment for one (1)

of of iwenty-four (24) sampled residants

STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIER/CLIA | 4 .
AND PLAN OF CORAECTION o IDENTIFICATION NUMBER; |%@ MULTIPLE CONSTRUCTION o 83&%?&’-?2’5 Y
A, BUILDING :
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165058 = wme 03/18/2010
NAME OF PROVIDER OR $UPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
BAPTIST CONVALESCENT CENTER 120 MAIN STREET
NEWPORT, KY 4107‘!.
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F 281 .
i medcatons st water o fow troughtne | 21| e foquency o audi
ate 9 : ; :
tubing. At one point during the medication . (cpntmued n.ﬁr:h'g or e”‘.wn;%d tcl’
administration the RN had to use the plunger to quarterly) will be determined by the
agitated the drled medications, watsr, and gastric Quality Assurance Committec. (see
contents to gat the medioation to flow through the attached audit tool)
tubing. All licensed personnel will
) participate in med pass review by
Intarview, on 03/17/10 at 5:30 AM, with AN #1 the consultant pharmacist at least
revoaled she should have digsoived the ually. The results of these
medioations in water prier to administration. The annually. The results of th
RN stated sometimes she forgot to dissolved the reviews will be discussed at the
maedications. monthly QA meeting to determine if
: — additional inservice education is 4/2/2010
Review of the faaility's polloy Madigation needed
Administration via Gastrostomy Tube dated
09/11/08 ravaaled crushad medications were to F 309
be placed in a cup and mixed with water prior to '
administration. This resident had no discernable
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309

adverse cffects as a result of the blood
draw.

Any resident with contraindications to
having blood drawn from a particular
extremity could be affected.

Administrator contacted the provider
laboratory to discugs issue on March
22,2010, Details and concerng were
reviewed and an intervention plan
was developed. A phlebotomy
procedure review was developed by
the laboratory director at St. Elizabeth
Hospital. Tt was attached to the front
of the policy binder, read and signed
by all phlebotomists, A copy of the
procedure has been distributed to the
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F 309 | Continued From page 2 F aoo| nursing facility units for our staff to
(Residant #1), also review. This copy will be
maintained in the lab, requisition file
Tha findings include: for future reference if needed. (see
Review of clinical record revealed Resident #1 attached policy) .
was admitted on 12/12/09 with dlagnoses which All residents with a contraindication
Inclufed ngh:i arm Deep }fl;‘inghrombusla, right to blood dvaws from a particular
arm Lymphedema, and right Breast Lumpectomy. extremity will have an arm band with
Revlew of Significant Minimum Data Set (MDS) a bright pink insert placed on that
dated 1/26/10 revealed the facility assessed extremity. An entry will be made on
Resident #1's cognitive status as being sevarsly that residents TAR “pink bracclet to
lmpglred related to cognitive skill for dally ___extremity — check placement qd
decislon making. and replace if needed” In the
Review of the Comprehensive Care Plan dated comment section of the lab requisition
12/14/08 revealed no documentad evidance the the nurse will document “no lab draw
taoifity addressed precautions related to Resident in ____arm" The nursing staff and
#1's right arm Deep Vain Thrombosis, lab personnel were notified of this
Lymphedoma Bﬂd right Breast Lumpectemy, in protoc.ol on ApriI |
order to provide quidpnca related to blood draws The night shift nurse on each unit will
from the resident's right amm. imtial the treatment administration
Observation of a skin assessment on 03/18/10 at record to confirm bracelet is in place.
9:45 AM, with Licensed Practical Nurse (LPN) #1 A monthly audit will be completed by
and Certified Nurse Assistant (CNA) #1, revaaled the unit coordinator to assure all
a dark blus-purple area approximately the size of residents with restrictions arc
a half dOIiar. ThB area was nolad to ha\fe a propcrly idcnuﬂcd with appropriatc
pinpoint &lze red area in center approximately one arm band and to monitor
inch abave and medlal {o the right antecubital d tati treatment
area. Resident#f1 was obsarved to have a olear ocumentation on treatmen
colored wrist bracelet on the right wrist which administration record. (see attached
stated 'NO STICKS IN RIGHT ARM', policy and audit form)
’ Results of the audit will be brought to 4722010
Interview with LPN #1 on 03/18/10 at 10:25 AM the manthly QA meeting for review,
revealed sormeona from the Laboratory had
drawn btood that moming from Resident #1's right
am.
F 315 483,25(d) NO CATHETER, PREVENT UTI, F 315
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88=D | RESTORE BLADDER

Based on the resident's comprahentive
assessment, the facility must ensure that a
resident who enters the factlity without an
indwelling catheter is not cathsterized unless the
resldent's clinical oondition demonstrates that
ocatheterizatlon waa necesaary: and a rasident
wha Is incontinent of bladder recefvea approptiate
treatment and servicas to prevent urinary tract
Infactions and to restore as much normat bladder
function as possible. .

This REQUIREMENT s not met as evidenced
by: .

Baaed on observation, interview and record

- | réview it was datermined the faciity failed to
ensure residents with a catheter received the
appropriate care and servicas to prevent
Infections to the axtant possible for two (2) of
twenty-four (24) sampled residents (Resident #
14 and #19).

The findings include:

Review of the facility polioy entitled "Care and
Storage of Urinary Drainage Devica When Not in
Use" dated 04/17/08, revealed the urinary
drainage leg bag should be storad In &
designated storage araa, in a plastic bag and a
new plastio bag should be each time the device

{ wes stored. In addition, the polloy revealed the
open connector end of the urinary drainage bag
should bs covered securely with a catheter plug.

1. Review of the clinical record revealed
Resident #14 was admitted with dlagnoses which
Included Renal Failure and Urosepsis, Review of
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F 315 | Continued From page 3 F3a15| F315

Regident #19°s catheter bag stored
in the clear plastic bag without the
plug was immediately replaced with
a new catheter bag with plug when
it was observed. Rasident #14 was
issued a new foley catheter bag, leg
bag and plug immediately upon
notification. No active signs of
urinary tract infection at this time,
Care plan of resident #19 was
reviewed and updated to reflect
resident uses leg bag during the day
when out of bed.

All residents with indwelling
catheters are at risk of
contamination and infeotion during
the process of urinary drainage bag
storage. All residents with catherters
were issued new catheter bags on
March 18, 2010,

On March 18%, training was given
by DON, ADON and Unit
Coordinators to direct carc staff
assigned to patients with catheters
while cach catheter bag was being
replaced. One on one training
included catheter bag care and
storage,
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| intection and received an oral antibictic for five (6)

the Annual Minimum Data Sat {MOS) and the
Resldent Assesament Protocal Summary (RAPS)
dated 12/28/09 revealed the faclitly assessed the
resident as being moderately impaired In
cognitive skills for daily decision making and as
requiring extensive assistance with antivities of
daily living. In addltion, the facility as€ocsed the
resident as belng incontinent of bowel and as
ulllizing an Indwalling "Foley" catheter related to
urinary retention. The faclifty assessed the
resident as having a Urinary Tract infection in the

past thirty days.

The Comprehensive Care Plan dated 12/28/09
revealad the facillty assessed Resident #14 as
being at risk for Infection related to the use of an
indwelling "Foley” catheter. interventions
included "Folay" catheter care.

Revlew of the elinical racard revealed that on
01/22/10 Reeldent #14 had a utinary tract

days. Further review revealed on 02/15/10, the
reaident had a urinary tract infection and
treatment included oral antibiotios from 02/15/10
to 02/23/10 and an intramusoular antibiotia to be
administered every twelve (12) hours for seven

{7} days.

Observation on 03/16/10 at 3:20 PM of the
Resident #14's room revealed a dighity bag which
contained a "Foley" catheter urinary dralnage biag,
attached to the left side of the bed. Rasidant #14
wag obsarved sltting in the dayroom in a
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F 315 Continued From page 4 F 315 F315

The “Care And Storage Of Urinary
Drainage Device When Not In Use"
was updated. Inservices training took
place 4/1/10 and 4/2/10. Al} nursing
personnel (licensed, non licensed and
agency staff) were required to attend.
This training included a review of the
updated protocol, a review of the
Urinary system including urinary tract
infections, and hands on return
demonstration of how to aseptically
change and store the devices. Return
demonstration of changing a bedside
drainage bag to a leg bag and then
back to 4 bedside bag was required by
100% of nursing staff. (see attached
records)

The unit managers will be responsible
for auditing compliance weekly for
the next quarter at intermittant times
covering all shifts. The results of
these audits will be discussed at the
monthly QA mceting and determine
the necd for additional mservicing or
policy development. The frequency of
ongoing auditing will be determined
by the QA committee based on the

wheechair with no visible indicatian the résident results from 2"’ quarter monitoring | 4/22010
had a "Foley" catheter.
Observation on 03/17/1b at 11:50 AM revealed
Resldent #14 was lying in bed with the "F oley"
FORM CMB-2687(02-28) Provious Verelons Obaciots Event ID: RZKK 11 Fasiilty 10z 100085 If continuation shaet Page & of 11
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F 315

| bag was observed to be in the bathroom in a

| drainage bag was uncapped and uncovered.

Continued From page 5

catheter tubing connected to the urinary drajnage
bag which was in a dignity bag on the Jaft side of
the bed. A "Foley" catheter urinary drainage leg

used oylinder (a container used o measure
urine). The open connector end of the urinary

Interview on 03/17/10 at 11:35 AM with Certitisd
Nursing Assistant (CNA) #3 revealed he was
usually assigned to the unit where the resident
regided. The CNA stated when Resident #14 was
up in the wheelchalr, the reatdent utilized an
urinary drainage leg bag. CNA #3 Indicated when
the resident was In the bed, the "Foley" catheter
tubing was reconneoted to the urinary drainage
bag which was stored with fubing capped in a
dignity bag on the sige of the bed,

Interview on 03/17/10 at 11:50 AM with Licensed
Practioal Nurse (LPN) #1 revealed she was
usually asaigned to the unit where Resldent #14
reslded. She indicated the urinary drainage leg
bag's open connector end should have been
saoursd with a catheter piug 1o prevent Infection
and should not be stored In a eyiinder (a container
used to measure urine).

2. Review of the clinical record revealed
Resident #19 was admittad with diagnoses which
Included Status Post Transurethral Resection of
the Prostate, Epididymitis with Urinary Retention
and Renal Insufficlency. Review of the Annual
Minimum Data 8et (MDS8) and the Resldent
Assessment Protocol Summary (RAPBS) daled
08/12/09 revealted the tacility assessed the
resident as being independent in cognitive skills
for daily decision making and as requiring

extensive aaslstance with activities of daily lving.

F 3156
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| olear plastio bag without a connactor piug on the

Continued From page 6

In addHion, the fasillty assessed the resident as
being continent of bowsl and as utilizing an
indwelling "Foley" cathster related to urinary
retention. The facllity assessed the resident as
having & Urlnary Tract infectton in the past thirty

days.

The Comprehensive Care Plan dated 09/12/09
revealed the facilty aesessed Resident #19 as
having a "Foley” cathster, Intervantions included
malntain alosed drainage system.

Review of the Hospital Em ergency Dischargs
Note dated 03/02/10 revealed Resident #19's
discharge diagnoses included acute urinary tranot
infaction.

Observation on 03/18/10 at 10:40 AM reveslad
Resldent #19's "Foley" catheter bag was in a

end of the tubing.

Interview on 03/18/10 at 10:40 AM with Certlfiag
Nursing Assistant {CNA) #2 revealed she was
assigned to the unit where Residant #19 resided.
8he stated she had disconneoted the urinary
drainage bag and connected the "Foley" catheter
urinary tubing to a leg bag when she transferred
the resldent from the bed to the wheelichair. She
statod ahe should have capped the end connsctor
of the urinary drainage bag at that time but she
did not.

Interview on 03/18/10 at 10:47 AM with
Registerad Nurse (RN) #1 revealed she was
assigned to the unit where the resident resided.
She indicated when the resident was up inthe
wheeichalr, the CNA disconneocts the resident's
"Foley" catheter tubing from the urinary drainage

F 315
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Continued From pags 7 F 315
bag and replace the urinary drainage bag with a
urinary drainage leg bag, The AN indicated the
Gonnector end of the urinary drainage bag shoutd F 328
have been plugged when i was digconnaected due
to the potential for Infaction.
483.25(k) TREATMENT/CARE FOR SPECIAL F 328 , .
NEEDS The liter flow of continuous nasal
oxygen was adjusted to 2L per
The tacility must ensure that residents receive minute as ordered for Resident #2.
proper treatment and care for the tollowing Respiratory assessment was done
speclal services: and no il| effects were noted.
Injections; :
Parenteral and enteral fluids: . -
Cotostomy, ureterastomy, or isostomy care: All tesidents receiving nasal 02 are
Tracheostomy care: at tisk of being affected.
Tracheal suctioning; .
Resplratory care; The Oxygen Audit tool was revised
Foot care; and to inctude liter flow. The charge
Prostheses. nurse will check the residents
receiving oxygen every two hours.
This REQUIREMENT is nat met as evidenced The audits will be turned in to the
by umt coordinator cach morning,
Baaed on obaervation, interview and recors including weekends. The andits wil)
review, the fagility falled to ensure oxygen was then be given to the DON at the
administered per the phystcian orders for one (1) morning QA meeting for review.
:fz)h;’ G?ty;i(:;;' (E;?:L:Egﬁ:d reaidents (Resident Oxygen Liter Flow will be indicated
ora ye. on the Treatment Administration
The findings inolude: Record. The nurse providing
treatments will initial the TAR to
Reviaw ot the medical record revealed, Resident show verification of the correct liter
#2 was admittad on 06/01/08 with diagnoses flow. (
which included Chronio Respliratory Fallure, These two items were discussed in
Obstructive Sleep Apnea, Pneumonia, o R .
Congestive Heart Fallure, Hypertension and the mancsia;ory ::‘?{‘ rvice don AR“' !
- | Chronic Obstructive Pulmonary Digease. and April 2. Al licensed nursing
‘ personnel (both staff and contract
Review of the Physician's orders dated March agency) attended,
FORM CME.-2867(02-09) Pravious Vergions Ohaolete Event 10: RZKK11 Faaltty iD: 100086 If oontinuatton shaet Page 8 of 11
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NAME OF PROVIDER OR SUPPLIER STAEET ADDAESS, CITY, STATE, 2\ CODE
BAPTIST GONVALESCENT CENTER 120 MAIN STREET
: NEWPORT, KY 41071
(%4) ID SUMMARY BTATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PAEAIN {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ABGULATCRAY OR LAC IDENTIFYING INFORMATION) TAG " CROSS-REFERENGED TO THE APPROPRIATE DATE
OEFRICIENCY)
F 328 | Continusd From page 8 F 328 '
2010 revealed, oxygen was ordared at two (2) A monitoring tool for Special Needs
liters per minute, continuous, via nasal cannuls. — Oxygen Therapy has been

developed for the Unit Coordinators

Obsarvation on 03/16/10 at 3:25 PM. 03/16/10 at utilization. The audit will be done

5:06 PM; 03/17/10 at 9:00 AM; and 03/17/10 at

10:06 AM and 10:50 AM revealed, Resldant #2 weekly by the coordinator. Any
was recaiving oxygen, via nasal cannula, at three ?d"““ﬁf"d issues will be corrected
(3) liters per minute. tmmediately. The results will be
brought to the monthly QA meeting, 10
interview on 03/17/10 at 10:65 AM with (see attached forms) 4/2/20

Repgistered Nurse (AN) #1 revealed, the
Physlolan had ordered, Resident #2 to raceive
oxygen at two (2) liters per minuts, via nasal
cannula. RN #1 was unable to state why
Residen #2 received oxygen at three (3) liters
per minuta.

F 465 | 483.70() F 485
88=€ | SAFE/FUNCTIONAL/SANITARY/COMFOR TABL
E ENVIRON

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public,

This REQUIREMENT is not met as evidenced
by:

Based on absetvation, interview, and record ) F 465
raview It was determined the facliity failed to
provide a sanltary environment for residents, staff

and the public as evidenced by personal cara | Upon the survey exit on Maroh 18" at
products left in the shower and bathrooms, approximately 7:00 pm, the shower
peraonal clothing left in showers, and wat 1ollet rooms were toured to check for

paper on the ficor In the shower area. cluiter. At that time, there were no

personal items or clutter in the areas,
As we were not awarc of the clutter

Obsarvallon the women's shower room on the SPeCiﬁcs, WeE can not gddress each
second floor, on 03/16/10 at 1:26 PM, revealed noted item,

The findings include:

FORM CME-2007(02-50) Pravious Verslans Obsolste Event ID: R2KK11 Facilly ID; 100085 If continuation sheel Page & of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/08/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OBFICIENGIES (X1) PROVIDERBUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION .
AND PLAN OF CORREGTION IDENTIFIOATION NUMBER: xa s T &) ggﬁfgﬁg‘?
; A, BUILDING
B, WING
185058 03/18/2010
NAME OF PROVIDER QR 8UPPLIER BTRGET ADDRESS, CITY, STATE, ZIP CODE
BAPTIST CONVALESCENT CENTER 120 MAIN BTREET
NEWPORT, KY 41071
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (e)
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EAGH CORRECTIVE ACTION SMOULD 88 COMPLETION
TAQ REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROS3-REFERENCED TQ THE APPROPAIATE OATE
. DEFICIENGY)
F 466 | Continued From page © F 465

'.#2» an

" *| Director of Nursing revealed the factiity had baen

wet (oilet paper on the shower stail floor,

Obagrvation of the shower room on the third ticor,
on 03/16/10 at 1;38 PM, revealad a bottle of
deodorant and a bottle of perineal cleanar.

Observation of the bathroom on the forth floor, on
03/16/10 at 3:52 PM, revealad a tube of molsturs
barrier labeled for a resident. Additionally, a
bottie of spray parineal cleaner for a second
resident was sitting on the shelf next to the
maisture barrier. Observation of the toitet in the
shower room revealed stool was present. The
sacond shower raom oh the forth floor was
obseérved to have a bra hanging from a hook, a
botlie of shampoo, and a bottis of lotion on the
bench,.

Obsarvation of the shower on the east wing of the
forth floor, on 03/18/10 at 2:57 PM, revealed two
(2) hair brushes laying on tha zeat In ihe ahower.

Interviews, on 03/18/10, with Licensed Practical
Nurse JLPN} #2, LPN #8, Reglsterad Nurse (AN)
Centified Nursing Assistants (CNAs) #5,
#8, and #7 revealed the CNAs were to removo
pergonal care tems from the showers and
bathroomsg after giving care to the residents.

Intarview, on 03/18/10 at 2:21 PM, with
Housekespor #1 revealed she cleaned the
bathrooms twice dally. She stated the CNAs
wers to clean the bathroom after providing care to
each rasident.

interview, on 03/18/10 at 3:30 PM. with the

conducting clutter audits and re-educating statt on
an on-going basie due to concerns raised by the

Al residents who must utilize the
community shower rooms for bathing
and tofleting are at risk of being
affected.

The residents on the 4" floor are more
at risk as that is the ares, where the
majority of residents with cognitive
issues are cohorted, As some of the
residents still toilet themselves
independently, they do not always
remember the need to flush the toilet,

A section has been added to the
shower sheets for the nurse to verify
that the shower rooms are clcan after
each resident shower. All staff -
licensed, non licensed and agency
were inserviced on this process on
4/1/2010 and 4/2/2010

(see attached)

Shower sheets will be reviewed by
the unjt coordinator each day and
turned in 1o the DON at the morning
QA meeting Monday through Friday.
The sheets for Saturday and Sunday
will be turned in on Monday.

A “single area compliance audit” wil)
be done three times a week by the
unit coordinator. These audits wil] be
done once on each shift. Problem
issves will be addressed immediately

FORM CMB-2687(02-09) Previous Verslons Obsalgle Event |D: RRIKK 1

Faciifty 1D} 100056 it continuatlon sheet Page 10 of 11



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 04/06/2010

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOI\Tg Agggg%\ég?
STATEMENT OF DEFICIENGIES %1} PROVIOER/SUP| ' . '
AND PLAN OF CORRECTION o :ogmm%i’nonmfggf O MULTIPLE CONBTRUCTION -{(XO)DATE SURVEY

A. BUILDING COMPLETED
.. C
186058 . B. WING
NAME OF PROVIDER OR SUPPLER 03/ 18/2010
. $TREET ADDRESS, CITY, STATE, ZIP COOE
BAPTIST CONVALESCENT CENTER 120 MAIN STREET
| NEWPORT, KY 31071
(X4) ID SUMMARY STATEMENT OF OEFICIENGIES D PROVIDER'S PLAN OF CORREGTION
PREFIX R(ESCH DEFICIENCY MUST BE PRECEDED BY FLILL PRERIX {EACH CORRECTIVE AOTION SHOULD BE cumftvﬁs’now
TAG ULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-AEFERENCED TO THE APPROPRIATE bave
DEFICIENCY)
F 485 | Continued From page 10 F 465 upon identification. The completed
residents. : audits will be given to the QA
. . ‘ Coordinator, The results of these
Review of the Resident Council Minutes for the audits will be discussed at the

months of December, January, and Fabruary
revealed the residents identified dirty and
cluttered bathrooms, as a concern.

‘monthly QA meeting and determine
the need for additional inservicing.

Mesh pouchcs for personat items have
been ordered ta attach to the sides of
the shower chairs. The pouches will
be used to hold the items during
transport. _

The staff will be educated to collect
all of the resident’s personal items to
be returned to the room with the
resident.

The “Happy Feat” QA team wil)
continue to monitor the shower rooms
on their monthly environmental audit.
Results will be brought to the
monthly QA meeting.

The Administrator and DON will
attend the next Resident Council
meeting on April 21 to inform
residents of additional interventions.
We will continue to listen to the
restdent’s concerns and will continue
to work through our QA process to
investigate, evaluate and intervene
with corrective solutions. We will
solicit the residents’ feedback on an
ongoing basis. 41212010

FOAM CME-2687(02.99) Previous Varalons Obsoista Event fD:R2KK11 Faollity [D: 100055 If continuaticn aheat Page 11 of 11



lesident:

Date: /- /
Mindings:

~ [
Shower Sheets v 6 s NIJ ‘!h_ower Sheets

Resident:

Date: /

_ | Findings:

CNA Signature:

Shower room cleaned: Initials

CNA Signature:

Shower room cleaned: Injtials
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F oliow-up.‘

Vurse Signature:
Verification shower room cleaned: Initials

Nurse Signature:

Verification shower room cleaned: Initials

o
Shower Sheets Shower Sheets
lesident: Resident: |
Jate: / / Date: Y
“ndings: Findings:
‘NA Signature: CNA Signature:
shower room cleaned: ITnitials Shower room cleaned: Initials
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Sllow-up:

Follow-up: : -
aege Signature: Nurse Signature;

erification shower room cleaned: Initials

Verification shower raom cleaned: Initials
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QA REVIEW .FORMAT FOR SINGLE AREA COMPLIANCE

AREA QUALITY OF LIFE DATE

DEPARTMENT UnNir AvLL

EVALUATOR TIME PERIOD

0J Lsst ALL AvmiTED
USE FOR ANY 8TUDY THAT REQUIRES REVIEW OF A SINGLE AREA FOR MULTIPLE RESIDENTS
' ‘ [JLrsT Excermions OnLy
AREA TO BE REVIEWED NO TIOLETRIES LEFY UNATIENDER IN SHOWER ROOM (NO NUMBER AUDITRD
HAIRER ERL WASH, SOAPS, DEODERENT, T BRUSHES, YOOTHEASTE, LOTIONS ETC. NUMBER OUT OF COMPLIANCE
ELS PROPERLY ED IN DIRTY LINEN 8, TOILETS FLUSHED, ¥O TOJLET PAPER COMPLIANCE RATE
TPES OR EXCREMENY ON FLOOR. WITHOUT OFFEN R

— e

| Time

o NTS
OBSERVED YEs No CoMmE

AREA

2 AEAST

2 A WEsT

13 A EAST

3 AWEST

4A EAST

4A WEST

NORTH

Sourw




"MEDLINE HEALTHCARE CATALOG
To order, call 1-800-MEDLINE ( 1-800-633-5463) or visit us online st www.medline.com

F‘lé 5’- %{:‘Zcﬂuds

Walker/Chairs Help Promote Independence

These sturdy PVC units bridge the gap between walker and wheelchair, Patients
can walk safely holding on 10 PVC front and side rails, and sit when they like on
cushioned seat. Designed with 8 wider base for optimum balance, » safety belt for
security and 2 pouch for personal items sewn into back. State color when ordering. ..

Itam No. Description Pkg List
standard Walker/Chair

Available in two widths; both adjust for height from 39" to 42",
PVCM4183 A6"L % 22°W 1/ea $402.22/e8
PVCM4213 3"Lx26"W  1e? $427.96/e2

Walker/Chair With Stabilizer Bar
Allows welker to remain stationary when needed. Height
adjusts from 28%" to 334", .

PVCM4180OR3 3BULx30UW  Vea

Waltker/Chair For Taller Patients
\deal for patients from &' 0 £'6". Arm helght adjusts from
1o 40%"; seat height from 22" 10 29".

$525.31/ea

PVYCM4180R3 TW A"Lx %W 1/ed $503f 6/ea
Colors:

Yellow Ten Mauve  Forast Green

Red Black Grey Light Blue

Royal Blue White  Navy Tesl

Economical Walker and

Geri Chair

Quality construction featurss a
double wall reinforced design and
threaded-stem casters for long wear.

i

250 [b capacity. State mesh color § .
when ordering. See page 305 for Multi-Purpose Chair is
fabric choices. [ Self-Propel\ed
itern No. Daescription Pkg  List This' varaptile chair serves as 3 shower
Walker/Chair chair, commode. transfar chair and more.
PVCME4183TW  18"W Retween Armrests 1/es $353.82/e2 It has two 24" reer wheels and two 4
front wheals for ease of movement, Dual
Reclining Chalr safety hand brakes. Soft sest has anti-
3-position recline and elevated legrest bacterial protection, removable mesh
PVCMES185 18"W Between Armrests sling back has 2 personal pouch on back.
with mesh sling seat and Dual safety grips. Sest massures 18"
mesh cushions 1/ea $664.53/@8  petween armrests, Handles patients up
1o 250 tb Ovaerall: 29w % 33"Lx 40"H.
Colorsa:
Yallow Tan Mouve  Forest Green .
Red Black  Gray Light Blue Itern No. Pkg List
Royal Blue White ~ Navy Teal PVCM1311824W  1/ed $811.11/e2
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F228
A Review for Pattern Identi ication
Q P . Identif ” 2 2 8

QUALITY OF CARE

CARE AND SERVICES /SPECIAL
AREA OF REVIEW NEEDS ~ OXYGEN TRHEAPY DATE
DEPARTMENT UnNir

TiME
EVALUATOR PERIOD:
OTHER INFORMATION:
NAME
OR
IDENTIFYING INFORMATION
Y=YES N=No

FILL IN RESIDENTS NAME, ROOM #
UNIT ETC. TO ENABLE CORRECTION OF
INDIVIDUAL FROBLEM

%
].2345678910y|;swoc0m’

PORTABLE OXYGEN TANK IS
GREATER THAN % FULL

PORTABLE OXYGEN TANK IS SET AT
CORRECT LPM A8 ORDERED BY MDD

PORTABLE OXYGEN TANK IS
TURNED OFF [F NOT IN USE

'| CONCENTRATOR I8 SET AT
CORRECT LPM AS ORDERED BY MD

CONCENTRATOR IS TURNED OFF I
NOT IN USE

OXYGEN TUBING I8 STORED IV
SANFTARY MANNER JF NOT IN USE

COMMENTS/RECOMMENDATIONS (INCLUDE CORRECTIVE ACTION IF ERRORS DISCOVERED)




F3228
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Unit

Oxygen Audit
~ Date

A} Check portable oxygen every 2 hours. Initiate discipline action if tank found empty

B) Check axygen concentrators every 2 hours for correct LPM - Investigate cause i discrepancy from ordered rato,
C) Forward this sheet and any disciplinary action to morning QA meeting for review -

Rooin Resident LPM 1P| 1A 3A

A 7 1
ordered 5 A 2A 1A | 1P 3P SP 7P

9P




QA Review for Pattern Identification

QUALTTY OF CARE/INFECTION CONTROL

F3I§

N~N2IY

AREA OF REViEwW STORAGE OF CATHETER BAGS DATE
DEPARTMENT NURSING Unit
TiME
EVALUATOR PERIOD:
OTHER INFORMATION:
NAME
OR
IDENTIFYING INFORMATION
Y=YES N=NoO

FILL INRESTDENTS NAME, ROOM ¥ UNIT
ETC. TO ENABLE CORRECTION OF
INDIVIDUAL PROBLEM

YE8 NO

%
COMP

BEDSIDE DRAINAGE BAG RINSED WHEN
DISCONNECTED

BEDSIDE DRAINAGE BAG CAPPED WHEN
DISCONNECTED

BEDSIDE DRAINAGE BAG STORED IN
CLEAN PLASTIC BAG IN BOTTOM
PRAWERE/SECTION OF NIGHTSTAND
WHEN DISCONNECTED

DIGNITY BAG USED WHEN OUT OF ROOM

LEG BAG RINSED WHREN DISCONNECTED

LEG RAG CAPPED WHEN DISCONNECTED

LEG DAG STORED IN CLEAN PLASTIC
BAG TN BOTTOM DRAWERE/SECTION OF
NIGHTSTAND WHEN DISCONNECTED

NO DEYECTABLE URINE ODER IN ROOM
OR TN VICINITY OF RESIDENT

COMMENTS/RECOMMENDATIONS (INCLUDE CORRECTIVE ACTION IF ERRORS DISCOVERED)




F315
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Care And Storage Of Urjnary Drainage Device When Not In Use

> When disconnecting either a leg bag or bedside drainage bag,

immediately drain the dev; ce to be stored,

> After draining, clamp the exjt valve and run clean water into the
device,
» Unclamp, drain the water and re-clamp device
> Cover the open connector end secyrely with a catheter plug and/or
- cap
> Store device in a clean Plastic bag and place in the bottom drawer or

section of the residents nightstand. Use 2 naw plastic bag each time
device stored.

> Bedside drainage bags and leg bags are changed weekly by the
nurse. The change date is indicated on the residents TAR

04/17/2008



F3I|8%
Mzﬂ;n@ | N2)1Y

8
Chapter I:

Review of the Urinary System

Structure and Function

The urirary system produces and SxCretes uring (waste products and excess waier) from the body,
The average adult produces approximataly |500cc of urine daily, The miajor organs of the urinary
System are the kidneys, ureters, bladder ang urethra,

Review the following organs of the urinary tract system below, Then locate them in the diagram on Page 7.

important Words to Know

Kidneys:

Two smill, bean-shaped organs lie entibedded in fatty fissue on each side of the spine at the waist leval,

They cortinuously filter substances {waste products) from the blood and produce urine.

Ureters: [@1
Two |ong, thin tubes that serve as.a passageway for urine to flow from the kidneys to the Hadder '
Bladde;r:l“ ' ) : a I ; - .

Hollow. muscular balloon-shaped sac that acts as a recaptacle for urine,

Controlled by nerve impulses that contract the 'bladder 4nd relax the sphincter to empty the bladder

The average adult bladder holds approximately 300-600ce of urine,

Urethral sphincter: _
A'ving-like muscle surrounding the bladder-outlet.
Controls the release of urine, '

Urethra: o :
The pathway ufine travels to the outside of ‘the -body, S
The male urethra is approximately 8" long and the female urethrs js approximately 1.5" long,

Urine:
Waste byproducts of metabolism

Normal urine is:

* Pale, yellow, straw-colored

* Clear

* Odorfree untll it hits the air (then & becomes ammonia-like)

Frequency of urination ranges from five to 10 tmas daily.'with large variance
* Amount is 1200 ~1500cc per day
* Average void is approximately 200cc @

Compass F3!5 Fit Righr Program
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Urinary System Anatomy

The organs that make up the urinary
system are shown in the diagram below,

F318
vVaiy
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Potential Complications

The warm, moist environment that Ncontinence epiiodss produce can lead 10 complications sbeh ag
urinary tract infections, incontinence-associatac dermatitis and fungal infections.

Urinary tract infections

Urinary tract infections (UTis) are infections occurring in any part of the urinary tract, UTls are commoniy
caused by bacteris that enter from the urethrs and travel to the bladder; UTls are most often caused by E,
coli when a resident is incontinent of stool. As 3 result, people with incontinenca are at a higher rigk for
BETNgG urinary tract infactions, Some symptoms of UTls are fever or chills, burning or pain during urination,
flank pain, dark urine or blood in urine and decreased mental state. To help prevent urinary iract infections,
foliow these simple strategies:

* Use _propef hand hyglene before and after residant care,

* Anticipate what supplies will be needed before providing resident care
(for example, dleansing products, gloves, Plastic bags, clean disposable absorpent products)

* Wear gloves when parforming perineal care and dispose of them after the procedure,
Do not use contaminated gloves Jor another task.

» _ﬁCJeanse‘,tk)e'j;:pﬁgﬁineaH area thoroughly every time there s an episode of o :
incontinence following your faciity protocels, *  ~ © . - -, LT
-+ For f'emale'-r'\asid'emts. dhways claanse from from to back ,
* Use a new wipe for each cleansing stroke.,
* After cleansing, dry parineal arsa and apply barrier cream.
. " Alvays wash vour hands after performing .care.

Incontinence-associated dermatitis ‘

Incontinence-associated dermatitis (IAD) is another term used for diaper rash, It happens when skin comes i
in contact with urine or feces, IAD Starts with the skin becoming macerated from being constantly wet, If 1

the skin continues to be in contact with urine or faces, the skin can then become inflamed. if you touch the
skin, it may feel firm or puffy. If residents are able to Speak. they may tell you that it hurts or burns. To halp

prevent someone from getting IAD, change their disposable products frequently, according to your Tacifity

Protocols, being sure to cleanse the perineal areg thoroughly and apply a barrier protectant, If the resident 4
develops IAD, report the condition 10 the nursing team. A treatment, such as zinc oxide, will be useq 10

help the IAD heal,

Fungal infections

A fungal infection can look like incontinence-associated dermatitis with inflamed red skin in the perineal
ared. Sometimes you will see litde rad dots or bumps.To prevent 2 fungal infection, change the disposable
product frequently, according to your facility pretocols, being sure to thoroughly cleanse the perinzal ares,
Then apply a barrier protectant, Report any inflamed, red sken or bumps to the nurss 5o the correct
treatment can be used. An antifungal cream, ointment or powder may be used 10 trea; a fungal infection,

£32009 Medline Industrics
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Important Words to Know

Cafheterassociated urinary tract infection:
An infection caused by tubes (catheters) that draln uring from the body.

Catheter encrustations:
A crust, hard layer or coating that can form on'the outer and inner areas of the indweliing catheter.

Catheter strap/securement device:
A device that attaches to the external catheter tubing to secure it to the thigh, lag or abdomen of a
resident who is catheterized, ' ' '

Closed drainage systam:

This system consists of a catheter inserted.into the urinary bladder and connected via tubing to a
drainage bag The catheter is retained in the bladder by an inflated batioon. The drainage ot urine is
totally dependent on gravity. Therefore, to collect urine, the tubing and drainage bag must atways be
below the level of the bladden

Dadily catheter care;
.Care that is;providad daily tothe perineal area around the urinary catheterinsertion site,

| Drainagebag: . .

A tlosed bag that collects urine draining from the ur"inary-ca‘thé{ér'arid'ﬂb}ng.

Hand hygiane: '

The act of cleansing the hands with soap and water and alcohol based hand sanitizers for the
sanitary. purpose .of removing soil and/or microorganisms.

L

Standard precaﬁﬂbns:- : o Lo L
Work.practices that requiire everyone to assumrie-thatall Bloed and body fluids are potential

cources of Infaction, independent.of perceivad risk, Such pracautions involve the use of 'safe'-wor.};“' o na
practices and protective barriers and the ‘safe disposdl of body substances and solfed-materid. ' RN

¢ "

‘Urinary catheterization: . -
A plastic tube known as a urinary catheter s inserted into a patient's bladder via the urethra.
Catheterization allows the patient's urine to drain freely from the bladder for collection, The
procedure of catheterization is usually done by a clinician, oftan a nurse. although self-
catheterization is possible as well '

Urinary meatus:
The external orifice of the urethra, from which urine is ejected during urination

Urine character:
The color. odor and concentration of uring.

Compazs F315 Fip ®
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Infection Risk

The resident who has an indwelling catheter is 5t rgk for inf..... .
MICroorganisms car antar the drainzge systemn ang t2ad o infecuon'
* Urinary meatus, where 1he catheter s inserteg
* Connection betwaen the catheter ang drainage tubs
* Connection between the drainage bag and drainage tubing
* Opening used 10 emoty the drairage bag

* Frequent urination afier the catheter is removed
* Painful urination after the Catheter is removad
* Loin pain (lower back)

RN TIRRCS

—
MRt TN

* Loin or suprapubic tendernecs
e :--g..- SN i e ety i
Do Dt oAty tre v

] i .

* Faver
* Blood in the urina/dark urine

Daily catheter care 5 very imporiant to minimize the risk of cathetar-associated urinary tract infections,
Maintaining a closed fystem and abtaining any nNecessary urinary speciment using aseptic technique are also
of vital importance, Residents need to drink plenty of fluids when they are catheterized unless individual
patient healthcare concerns dictate otherwise, This helps to improve urine output, keep urine dilute and
decrease catheter encrustations.

4 Compass FAIE By Right frogr



ey
Y

F309
299

QA REVIEW FORMAT FOR SINGLE AREA COMPLIANCE

AREA DATE
DEPARTMENT UNrT
EVALUATOR Tive Prriop

(O LesT AL, AuDiTED
USE FOR ANY STUDY THAT REQUIRES REVIEW OF A SINGLE AREA FOR MULTIPLE RESIDENTS

[0 uisT Excerrions Onuy
AREA TO BE REVIEWED ALLR NTS WITH CONTRATNDI N§ FOR D DRAW FROM
NUMEBER AUDITED

PECIFIC EXTREMITY HAVE NECESS MEASUR PLACE, C ECTIONS ARE MADE NUMBER QUT OF COMPLIANCE
EDIATELY IF ITEMS NOT IN PLAC COMPLIANCE RATE
PINK ID BAND TAR MONITORING COMMENTS
RESIDENT

YEs No YES No
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“No blood draws »? arm

Policy: Residents with orders prohibiting blood draws from a specific extremity will be

identified to the facility staff and the lab staff,

Procedure:

)

2)

3

4)

5)

Obtain a clear plastic ID bracelet and a pink insert from the unit manager or medical
records

Placc the bracelet with the pink jnsert on the affected extremity

Make an entry on the TAR “pink bracelet to arm. Check qd on 10-6 shift and
replace PRN” '

When a lab test is ordered, mavk the comment sectjon of the requisition with *No blood
draw from arm”

Place the lab requisition in the lab tickler box according to protocol

Initiated 04/02/2010
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PHLEBOTOMY PROCEDURE/MANUAL REVIEW
2010

Please read the Phlebotomy Manual for 2010. There is a sign-off sheet on the

front of the binder, please sign & date when you have read the entire manual.

Review of procedures 800.210 & 800.215 are especially important. Below are a

few things to rxemember when drawing patients outside the hospita),

Match the requisition against the ID band. The 2 identifiers arc the name and date
of birth. The SS# may be used in place of the DOB.

Tf no band is on the patient, an employee of the facility must ID the patient and
sign the requisition, _

Failure to follow this procedure will result in discipline.

Before drawing any patient, look for any signs that restrict the use of an arm.
Example: Do not draw in right arm.

Before drawing any patient, look for an additional band that may restrict the use
of an arm. Example: Bright pink band “do not draw” This means that the am
wearing the alert band can not be used for venipunctures. Not all facilities use a
colored band, thcy may be clear with “do not draw" written on the band.

When drawing 2 patient with restrictions, always write on the requisition what
arm you used to obtain a specimen.

Upon retumning to the lab, write the patient’s name, room # and facility on the
Special Requirements Notice on the NH board.

If you know that a patient had a restriction previously but is no longer wearing a
band, do not draw without checking with the patient’s nurse. Ask that the band be
replaced prior to drawing the specimens.

If you notice that the patient’s arm appears edematous(swollen), please check
with the patient’s nurse prior to drawing. The nurse will determine if it is
approprate to use the arm.

These procedures are in place for patient safety and to assure accurate and timely
results. Following these procedures is required for good patient care. Please take
the time to follow the procedures appropriately.

March 29, 2010

PLEASE READ AND SIGN BELOW
THANK YOU.
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QA Review for Pattern Identification N ' q 3
AREA OF REVIEW QUALITY OF CARE DATE e
EVALUATOR Uniy
TiME
NURSE OBSERVED PERIOD:

OTRER INFORMATION: MEDICATION ADMINISTRATION VIA GASTROSTOMY TUBE

NAME
OR

TDENTIFYING INFORMATION o,
YES [ No
Y=vES N~No comr

FILL IN RES(DENTS NAME, ROOM # UNIT ETC. TO ENABLE CORRECTION
OF INDIVIDUAL PROBLEM 112131415

THE RESIDENTS HOB 1S FLEVATED AT LEAST 30 DEGRERS

TUBE PLACEMENT 1§ VERJF (ED

LIQUID MEDICATIONS ARE MEASURED APPROPRIATLY. IF MULTIPLE
LIQUIDS TO BE ADMINISTERED, EACH 15 IN A SEPARATE cup
MEDICATIONS TO BE CRUSHED OR REMOVED FROM THE CAPSULLE ARE
CHECKED AGAINST THE “DO NOT CRUSH” MED LIST

MBEDICATIONS ARE CRUSHED INDIVIDUALLY AND PLACES TN
SEPARATE MED CUPS

THE POWDER FROM EACH MED IS MIXED WITH WATER (OR OFTHER
SUITABLE DILUTANT).,

INSERT §YRINGE WITHOUT PLUNGER INTO TUBE AND HOLD
VERTICALLY

POUR 30 CC OF WATER INTO TURE AND ALLOW TO FLOW IN VIA
GRAVITY

EACH MEDICATION 13 ADMINISTERED SEPARATELY TO AVOID
INTERACTION AND CLUMPING. POUR, INTO SYRINGE AND ALLOW TO
FLOW IN VIA GRAVITY

THE MEDICATION CUP IS RINSED WITH WATER TO GET ALL THE
MEDICATION OUT

THE ENTERAL TUBING IS FLUSHED WITH AT LEAST SCC OF WATER,
BETWEEN EACH MED TO AVOID PHYSICAL INTERACTION OF MEDS

| FINISH WITH AT LEAST 30 CC OF WATER TO CLEAR TUBING

REMOVE $YRINOE AND CLAMP G-TURE OR RESTART FEEDING
(DEPENDING ON PHYSICIAN ORDER)

COMMENTS/RECOMMENDATIONS
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- Medication Administration via Gastrostomy-Tub.e NI193

Equipment and Supplies: 1. Wash cloth and towel -

Procedure:

Revised 9/11/08

2. 60cc catheter tip syringe
3. Water

4. Stethoscope

5. PPE

- Venify physician’s order for amount of water to
be ingtilled.

. Knock and gain permission to enter room then

introduce self to resident.

Provide privacy.

Wash hands.

Raise HOB at least 30 degrees.

Verify placement of gastrostomy tube.

Verify that appropriate medications are being

prepared and administered per physician’s order

and/or pharmacy recommendatjons.

Crush medications and measure liquids as ordered.

9. Place medications in cup and mix with water,
unless a specific procedure is ordered or
recommended for the specific medication.

10.If tube is resistant, may need to utilize declogger.
Insert into gastrostomy tube gently to releage
blockage.

11.1f declogger unsuccessful, replace tube.

12.Check for residual gastric contents by gently
pulling back on syringe.

13.Note amount and color, if any, and return contents.

14.Insert syringe, without plunger, into gastrostomy
tube, holding verticaily.

15.Pour 30cc of water into tube and allow to flow in
via gravity. -

16. Administer pre-mixed medications via vertical
syringe and allow to flow per gravity.

17.Pour another 30cc of water into tube and allow to
flow in via gravity. :

18. Remove syringe and reinsert tubing or clamnp,
depending on physician’s order.

19.Discard equipment as appropriate and wash hands,

[y

o

Nov s

o0



Flushing Gastrostomy Tubes

Putpose: To maintain patency of feeding tubes.

Equipment and Supplies: 1. Wash cloth and towel
. 2. 60cc catheter tip syringe
. Water :
. Stethoscope
. PPE

L I S I

. Verify physician’s order for amount of water to

be instilled.

Knock and gain permission to enter room then

introduce self to resident.

Provide privacy,

Wash hands,

Raise HOB at least 30 degrees.

Verify placement of gastrostomy tube.

If tube is resistant, may need to utilize

declogger. Insert into-gastrostomy tube gently

to release blockage.

If declogger unsuccessful, replace tube.

9. Check for residual gastric contents by gently
pulling back on syringe.

10.Note amount and color, if any, and return
contents.

11.Insert syringe, without plunger, into
gastrostomy tube, holding vertically.

12.Pour prescribed amount of water into tube and
allow to flow in via gravity.

13. Remove syringe and reinsert tubing or clamp,
depending on physician’s order.

14.Discard equipment as appropriate and wash

hands.

Tl

Procedure: -

o

N A

oD
*

Revised 9/11/08



F¥I
NI193

)

TOPIC: Carc of Syringes Utilized with Enteral Feedings

1. After each use rinse with warm water and store the syringe in the antimicrobial
bag.
2. The Syringe and antimicrobial bag will be replaced every 24 hours by third shift

3. Eachresident’s cup and antimicrobial bag will be marked with his/her name and
the date.

Reviewed 10/08



MANDATORY
INSERVICE

April 1, 2010 & April 2, 2010

12:00 PM, 1:00 PM, 2:00 PM
3:00 PM, 4:00PM, 5:00 PM

*Mandatory Survey Issues
Review of Policies

*Oxygen Policies & Protocol

*Catheter Bag Policies &
Procedures

*Environmental Safety Hazards

*Administration of G-tube meds

*Lab draw protocols

All nursing staff must attend inservice and
successfully pass return demonstration
before you can work another shift



Inservice agenda: Survey Compliance
Station 1:
Review Oxygen Policies and Protocol
How to identify fiter Row on an 02 cmnentrgtor and portabla oxygen tank
® Return demonstration of identifying liter flow on the tank
How to adjust liter flow on an 02 concentrator and portable oxygen tank
* Return demonstration of adjusting liter flow on the tank
How to identify how much oxygen 2 resident should receive according to orders

Checking settings on oxygen tanks to ensure delivery of correct liter flow

Station 2:
Review of policy regarding dralnngé bag storage
= Return demonstration of drainage bag storage
Review of appropriate way to change from a bedside drainage bag to a leg bag
Review of infection risk related to foley catheters and drainage systems

Review of shower sheets and initialing form to verify shower rooms hava been cleaned

Station 3;
Review of policy to administer medications via enteral faeding tube
= Return demonstration of medication administration per tube

Review of protocol for residents with contraindications for blood draws to an extremity to wear a pink
arm band to identify that extremity

Review of protocol to write on the lab slip NO BLOOD DRAWS to indicatad extremity

*see attached



| ' - PRINTED: 04/06/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES ‘ : OMB NO. 0938-0301 .
STATEMENT OF DEFICIENCIES X1 PROVIDER!SUFPUERIGELIA (X2) MULTIPLE CONSTRUCTION *3) ggﬁ Eéjé\{)ev :
ANO'PLAN OF CORRECTION JDENTIFICATION NUMBER; A BUILDING o1 - MAIN BUILDING 01

185058 5w 03/18/2010

NAME OF PROVIDER OR SUPPLIER BTREET ADDRESE, CITY, STATE, ZIP CODE

. 120 MAIN STREET
DAPTIST CONVALESCENT CENTER : NEWPORT, KY 49071
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ’ 0 ’ PROVIDER'S PLAN OF CORRECTION ™5 -
PREFIX {EACH DEFICIENGY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE commféwn
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oA
J DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

A Life Safety Code survey was initiated and
concluded on 03/18/10 for compliance with Title
42, Code of Federal Regulations, 483.70 and
found the facility was in compliance with NFPA
101 Life Safety Code, 2000 Edition.

ECEIVE

APR - 8 2010
BY:

LABORATORY DIRECTOR'S OR FROVIDERISUPPLIER REPRESENTATIVE'S BIGNATURE m%ITLE (X0} DATE
_% 4 -5 - )0
Any dét ancy etatement ending with an asterigkd”) dencles a deficlency whish tha institulion may be sxuused from correcting providing it is determined that
othar sefeguerde provide sufficient protaction to tha patienta. (See instruations.) Fxospt for nuraing homes, the findings stated above are distiopabta 80 daye
following the date of survey whether or not » plen of correction le grovided, For nursing hames, the above findings mnd piana of correction are disciossbla 14
days following the dste these documents are made avsilable to the facliity, If deficlenciae are alted, an approvad plan of eameation is tequisite to continued
pragram pafilolpation, :

1

FORM CM3-2687{02-89) Previous Vorsiona Qbsolete Evant 10 R2KK21 Fachity 1D: 100066 if continuation sheet Page 1 of 1






