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1. New fire doors have been ordered to

F 000 | INNITIAL COMMENTS F 000 :
repiace the fire doors on Hallway 100.
_AMENDED-- Temporary refaairs have been made to
the doors until the new doors arrive
A standard health and abbreviated standard and are instalied to replace the old
survey {(KY21835) was conducted on 08/17-19/14 onhes.

in eonjunction with a revisit for the 03/13/14 and
04/23/14 abbreviated surveys. The complaint

(KY21835) was unsubstantiated. 2. Res!dent room 192 removed from
service until repairs are complete.
The facility continued to be in noncompliance with Resident room 102 is scheduled for
42 CFR 483.25 Quality of Care (F323) at a scope repairing and painting..
and severity of "D" from the 03/13/M14 abbreviated "
survey. Deficiencies from the 04/23/14 survey 3. The broken wire shower rack has
were corrected, Other defisient practice was also been removed from the shower
identified with the highest scope and severity at room '
e lavel, 4. The wheel chair arm on patient 11’s
F 253 | 483.15(h}(2) HOUSEKEEPING & F 253 wheelchair has been repaired.
$8=E | MAINTENANCE SERVICES 5. The A/C unit in room 206 has been
The facility must provide housekeeping and repaired.
maintenance sarvices necessary to maintain a All doors and rooms have been
sanitary, orderly, and comfortable interior. inspected by the Maintenance
Director to insure that all fire doors,
This REQUIREMENT is not met as evidenced resident rooms meet regulatory
by: requirements. Rooms that were in
Based on cbservation, interview, and facility need of repair are scheduled for
policy review, it was determined the facility failed repair and being removed from

to ensure services were provided to maintain a

sanitary and comfertale interior. Observations service until repairs are completed in

made on 06/18/14 and 06/19/14 revealed the systematic order. Room rounds will
faliowing: one (1) of four (4) fire doors was be completed weekly by
observed to have chipped and splintered wood; Housekeeping, MDS, Social Services,

the walis to the left and right side of the sink in Medical R
resident room 102 had chipped drywall with edica ecords, Human Resources,

rough, sharp edges, and were in need of repair; Die}:ary Manage‘r, and Unit Managers
one (1) of four (4) shower rooms had a rusted to insure compliance until August 31,
wire rack that was broken with a sharp piece of 2014,

FainN
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Any deficiency sfatement ending with gn as!eri?ﬁ'(‘) denotes a deficiency which@nsﬁtution may be excised from cén::acting providing it is determined that
ather safeguards provide sufficient protection 1o the patients . (See instructions.} ExXcept for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether br not'a plan of corection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these docum ¥t sre made avaliable 1o the faei ity If deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation,
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wire pratruding out toward the shower area; the
armrests of (1) one of (15) fifteen sampied
residents' wheelchairs (Resident #11) was torn
and in need of repair; and the controf panel door
on the heating/air unit in resident room 206 was
broken and had sharp, jagged edges.

The findings include:

Review of the facility's policy titled, "How to
Cornplete a Work Order Request,” undated,
revealed that staff was to log on o the facliity’s
website for "The Equipment Lifecycle Systerm
(TELS)" and create a new work order for repairs.

1. Observations on C6/17/14 at 12:05 PM and
06F18114 at 11:16 AM, of the left fire door on the
100 Hallway revealed the wooden door had a
large chipped and splintered area that was in
need of repair.

2. Observation of resident room 102 on 06/18/14
at 11:21 AM revealed both sides of the wall
around the sink area had chipped and spilntered
drywall and were in need of repair.

3. Observation of the left shower room on the
100 Hall on 06/18/14 at 3.45 PM revealed a
rusted and broken wire shower rack that had a
piece of rusted wire extending into the resident
shower area.

4. Observation of Resident #11's wheelchair on
0618114 at 11:23 AM revealed both armrests
were cracked and in need of repair.

& QObservation of resident room 206 on 06/18/14
at 11:21 AM revealed the control panel door on
the heating and air conditioning unit was broken
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The Maintenance Director wili make rounds weekly
o insure compliance with no stop date. The
dministrator and DNS will review all reports and
orward to QA committee for review and appropriate
laction. All wheelchairs in use by patient have been
linspected, repaired or removed from service.
MWheeichairs will be inspected weekly by unit
imanagers. Those found needing repaired will be
reported to the Maintenance Director through TELS
system. The Administrator will monitor the TELS
ystem to insure prompt repair is completed. Ali
employees have been in-serviced on use of the tels
ystem 721/7/28 2014. A room round sheet is used
or recording findings during room rounds. See
iExhibit A The completed rounding sheets are
orwarded to the Administrator or his designee for
review. The Administrator or his designee will
orward the completed round sheets to the QA
[committee for review and appropriate response.
1

July 28,

014
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and had sharp, jagged edges.

Interview with the Maintenance Supervisor an
06/19/14 at 4:37 PM revealed all siaff was
required to use "TELS" to create work orders
when they identified something that needed
repait. The Maintenance Supervisor stated that
he had trained all facility staff, including the
hausekeeping staff, to yuse the system. He
reporied that he checked "TELS" twice a day for
work orders. The Maimntenance Supervisor stated
that he had not received work orders for the
identified areas. In addition, the Maintenance
Supervisor stated he randomly monitorad the
facility for areas in need of repair and had not
identified any concerns,

Interview with the facility's Administrator on
06/19/14 at 452 PM revealed staff had not
reporied any of the findings kentified during the
environmental tour to him.

F 282 | 483.20(k)}3)(ii)) SERVICES BY QUALIFIED F 282
ss=D0 | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure care was provided in
accordance with the resident's written plan of
care for one (1) of fifteen (15) sampled residents
(Resident #3). Review of the Comprehensive
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Care Plan for Resident #9 dated 05/15/14,
reveaied a care plan intervention for the resident
to have non-skid sfrips in front of the sink.
However, the facility failed to ensure that the
non-skid strips were in place in the resident's
room in front of the sink,

The findings include:

Review of the facility’s "Protocol for Care Plan,"
not dated, and "Care Plan Policy Statement,” not
dated, revealad the policies did not address
implementing resident care plans.

Review of Resident #9's medical record revealed
the facility admitted the resident on 06/03/13, with
diagnoses which inciuded Osteoporosis,
Kyphosis, Mental Retardation, Schizophrenia,
Psychosis, Partial and Nuclear Sclerosis, and
Hammer Toe.

Review of Resident #9's recent Quarterly
Minimum Data Set (MDS} dated 05/06/14,
revesled the facility assessed Resident #9 to
have a Brief Iinterview for Mental Status (BIMS)
score of 8, which indicated that the resident's
coghition was moderately impaired. The MDS
revealed the resident had not had any falls in the
past six months. Further review of the MDS
revealed the resident was ambulatory with
supervision,

Raview of Resident #9's care plan dated
12/26113, revealed the resident was at risk for
injury related to falls due to diagnoses of
Osteoparosis, Kyphosis, Mental Retardation,
Schizophrenia, and Psychosis. The facility
determined non-skid strips would be in place In
front of the resident’s sink as a nursing
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Intervention to prevant falis,

Raview of Physician's Orders for Resident #9,
dated 06/01/14, revealed the physician had

1 omdamed non-skid strips to be applied to the flcor
in front of the residant's sink and in the bathroom.

Interview with Registered Nurse (RN) #1 on
07703114 at 1:45 PM (post-survey Interview)
ravaaled when now Fhysiclan's Ordens were
received for nor-sidd strips, & communication siip
should be aent to Maintenance so that
Mainianance could place the strips on the fioor.
The new order was aiso o ba placad on the
Treatment Administration Record (TAR) and the
Cara Plan. RN #1 stated that nursing staffwas
required to monitor to ensure care plan
interveniicns such as non-skid sirips were being
implemented and document on the treatment
record that they were in place.

Review of the TAR for Resident #9 revealed the
physicfan's order for the non-skid strips in the
bathroom and in front of the sink had been
transcribed to the Treatment Administration
Raeord {TAR). Continuad review of the TAR
revealad staff had documentad on the TAR, from
0810314 through C8/17/14, that the non-skid
sirlps were present, Obsarvalion on 05/18/14 at
926 AM ravealed non-akin strips were observed
in the bathroom; howavar, there weie no non-skid
sirips in front of the resident's sink that was
located in the resident's bedroom,

An intarview with Unit Coordinalor #2 on 07/03/14
{post-survay interviaw) at 1:50 PM reveslad Unit
Coordinglors were resuired 10 review reaidants'
TARSs and Care Plans to ensure everything was
implemenied, Unk Coordinator #2 siated she

nd new orders received from Physician

iscontinuing the use of non-skid strips,

he care pian was updated to reflect the

hanges

Il current patient comprehensive care
Plans will be audited to identify that care
plans are correct and being followed. Care
plans that require revision will be reported
10 the MD and or Medical Director. New
MD orders will be implamented and care
plans corrected, A one-time audit of all
residents using nonskid strips will be
completed and correctly reflect MD orders
All residents that have orders for non-skid \Jg
strips will be will be reassessed for fall risk 'ép
nd appropriate interventions
mplemented and reflected on the
omprehensive care plan,
Il licensed nursing staff will be reeducated
n implementing, revising and following
omprehensive cars plans. The DNS and or
Unit Managers will provided the education
nJuly 7, and July 14 2014. Off cycle '
evisions wili be monitored through the
ally QA process. Patlent who require off

cle care plan changes due to falis or
ccidents will be reviewed by the 0A
ommittee to Insure compliance The GA
onitoring form is included as Exhibit 8
ll audit findings will be forwarded to the
Committee by the Administrator/DNS
or review and appropriate response.

L
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interveniion fo prevent falls,

Review of Physician's Orders for Resident #9,
dated 06/01/14, revealed the physician had
ofdered non-skig strips to be applied to the floor
in front of the resident's sink and in the bathroom.

Interview with Registered Nurse (RN) #1 on
07/03/14 at 1:45 PM (post-survay interview)
revealed when new Physician's Orders were
received for non-skid strips, a communication slip
should be sent to Maintenance so that
Maintenance could place the strips on the floor.
The rew order was also to be placed on the
Treatment Administration Record (TAR) and the
Care Plan, RN #1 stated that nursing staff was
required to moniter to ensure care plan
inferventions such as nan-skid strips were being
implemenied and document on the treaiment
record that they were in place.

Review of the TAR for Resident #3 revealed the
physician's crder for the non-skid strips in the
bathreom and in front of the sink had been
transcribed to the Treatment Administration
Record (TAR). Continued review of the TAR
revealed staff had documented on the TAR, fram
06/03/14 through 06/17/14, that the non-skid
strips were present. Observation on 06/18/14 at
9:26 AM revealed non-skin strips were observed
in the bathroom; however, there were no non-skid
strips in front of the resident's sink that was
located in the resident's bedroom.

An interview with Unit Coordinator #2 on 07/03/14
{post-survey interview} at 1:50 PM revealed Unit
Coordinators were reguired to review residents’
TARs and Care Plans to ensure everything was
implemented. Unit Coordinator #2 stated she

nd new orders received from Physician

iscontinuing the use of non-skid strips.

he care plan was updated to reflect the
changes

il current patient comprehensive care
plans will be audited to identify that care
plans are correct and being followed. Care
plans that require revision will be reported
to the MD and or Medical Director. New
MD orders will be implemented and care
plans corrected. A one-time audit of ali
residents using nonskid strips will be
completed and correctly reflect MD orders
All residents that have orders for non-skid
strips will be will be reassessed for fall risk
and appropriate interventions
implemented and reflected on the

amprehensive care plan.

il licensed nursing staff will be reeducatedi
on implementing, revising and following |
omprehensive care plans, The DNS and or
Unit Managers will provided the education !

nJuly 7, and July 14 2014. Off cycle
revisions will be monitored through the

aily QA process. Patient who require off
cycle care plan changes due to falls or
accidents will be reviewed by the QA
Committee to insure compliance The QA
monitoring form is included as Exhibit B
All audit findings will be forwarded to the
QA Committee by the Administrator/DNS
or review and appropriate response.
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F 282 | Continued From page 5

was new to the position and was not aware why
staff had documented the non-skid strips were in
front of the resident's sink.

interview with the Intarim Director of Nursing
(DON) on 06/19/14, at 4:30 PM, reveaied she had
been the interim DON for approximately two
weeks, According to the interim DON, nurses
were required to notify maintenance staff when
new physician's orders were obtained for items
that required instaliation. The Interim DON stated
nurses, nurse aides, and Unit Coordinators were
required to monitor to ensure devices were in
place. The Interim DON siated she conducted
observations twe to three times a week, at
random, of resident care and had not identified
any resident care issues. The Interim DON also
stated she had not monitored 100 percent of the
care areas.

Interview condusted with the Maintenance
Supervisor on G6/18/14, at 4:37 PM, revealed he
was responsible for applying non-skid strips to
residents' floors. However, the Maintenance
Supervisor stated he had not been notified by
nursing staff of the physician's order to place
non-skid strips in front of Resident #9's sink.

Interview with the Administrator on 06/19/14 at
4:52 PM revealed all resident rooms should be
equipped to accommodate residents. The
Administrator stated he was not aware Resident
#8 did not have non-skid strips on the floor in
frant of hisfher sink.

F 323 | 483.25(h) FREE OF ACCIDENT

55=0 | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

F 282! Patient #9 Care Plan has been reassessed
and new orders received from Physician
discontinuing the use of non-skid strips.
The care plan was updated to reflect the
changes
All current patient comprehensive care
plans will be audited to identify that care
plans are correct and being followed. Care
plans that require revision will be reported

o the MD and or Medical Director. New
MD orders will be impiemented and care
plans corrected. A one-time audit of ali
residents using nonskid strips will be
completed and correctly reflact MD orders

Il residents that have orders for non-skid
Etrips will be will be reassessed for fall risk :

nd appropriate interventions
implemented and reflected on the |

comprehensive care plan.

Al licensed nursing staff will be reeducated

on implementing, revising and following

comprehensive care plans. The DNS and or

Unit Managers will provided the education

On July 7, and July 14 2014. Off cycle

revisions will be monitored through the

daily QA process. Patient who require off
cycle care plan changes due to falls or
accidents will be reviewed by the QA

Committee to Insure compliance The QA

monitoring form is included as Exhibit B

All audit findings will be forwarded to the

0A Committee by the Administrator/DNS

for review and appropriate response.

F 323
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environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure the residents' environment
remained as free from accident hazards as
possible. The facility failed to ensure non-skid
sirips were placed on the floor in front of the sink
to prevent falls for one (1) of fiftean (15) sampled
residents (Resident #9) as required by the
resident's Physician Order dated 06/01/14, and
the resident’s care plan.

The findings include:

1. Review of the facility's "Accidents and
incidents: Report, Investigation, Follow-up, and
Final Disposition” policy, revised July 2010,
defined an avoidable accident as an incident that
occurred when the facility failed to implement
interventions consistent with resident goals,
needs, plans of care, and standards of practice.

Review of the facility’s "Protocol for Care Plan,"
not dated, and "Care Plan Policy Statement,” not
dated, reveated the policies did not address
implementing resident care plans,

Reaview of Resident #9's medical record revealed
the facility admitted the resident on 08/03/M3.
Resident #9's recent Quarterly Minimum Data Set
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{MDS) dated 05/06/14, revealed the facility
assessed Resident #8 as being ambulatory with
supervision with no falls in the past six months.
Resident #9's care plan dated 12/26/13, reveaied
the facility identified the resident was at rsk for
injury related to falls and determined non-skid
strips would be in ptace in front of the resident's
sink as an intervention fo prevent falis.

'Review of Resident #3's Physician Orders dated
08/01/14, revealed Resident #9 was reguired fo
have non-skid strips in front of the sink.

Reaview of a copy of Resident #9's fall risk
assessment was requested from the facility's
Director of Nursing; however, no document was
produced for review during the survey.

Observation of Resident #9's room on 06/18/14 at
226 AM revealed there were no non-skid strips
on the floor in front of the sink as ordered by the
physician; and as required as an intervention on
the resident's plan of care,

On 07/03/14 at 1:45 PM (post-survey interview)
an interview with Registered Nurse (RN} #1
revealed when physician's orders were received
for non-skid strips, & communication slip should
be sent to Malntenance so that Maintenance
could place the sirips on the floor. RN #1 stated
nurses should also place new orders on the
resident's Treatment Administration Record (TAR)
and care plan. RN #1 stated that nursing staff
was required to monitor {o ensure ¢are plan
interventions such as non-skid strips were being
implemented and should document on the
treatment record that they were in place.

An interview with Unit Coordinator #2 on 07/03/14

FORM CMB-2567(02-99} Previous Versions Obsolete Event I: FOITA4 Facility 1D 100445 If continuation sheet Page 8 of 19




[

16:22:58 07-31-2014

e ]

From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

07/31/2014 16:32

#515 P.010/028

PRINTED: Q7/30/2014
FORM APPROVED
OMB NO. 0938-0381

FORM GM5-2567(02-29) Pravious Versions Dbstiate

Evant I1D:FOITH

—begins. Audits of food tempg‘rftures

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICGN (X% DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
1853562 B. VNG a6/19/2014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STANTON NURSING AND REHABILITATION CENTER 31 DERICKSON LANE
STANTON, KY 40380
o4 I SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULI PREFIX (EACH CORRECTIVE ACT!ON SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 8 F 323
at 1:50 PM (post-survey interview) revealed Unit
Coordinators were required to monitor residenis’
TARs and care plans to ensure care plan
interventions and physician's orders ware being
implemented.
Interview with the Director of Nursing (DON) on
06/19/14, at 4:30 PM, revesled that nursing staff
was required fo notify maintenance staff when a
new physician's order was received for non-skid
strips and maintenance staff was responsible for
the installation of the strips. The DON stated
nursing staff and Unit Coordinators were required
to monitor to ensure interventions were in place.
Further interview revealed the DON also
monitored rasident care areas two to three times
a day and had not identified any residents,
including Resident #9, who did not have non-skid
sfrips.
Interview with the Administraior on 06/19/14 at
4:52 PM revealed resident rooms should be
equipped to accommodate the residents and the
Administrator was not gware Resident #9 did not
have non-skid strips, which was ordared by the
physician and required by the pian of care. h e s ¢
e written protocol for Assistance with
F 364 | 483.35(d){1)~(2) NUTRITIVE VALUE/APPEAR, F 364} T | d Di p has been
88=D | PALATABLE/PREFER TEMP Meals and Dining rooms _
reviewed and revised to address the time
Each resident recaives and the fecility provides interval a tray may remain on the service
food prepared by methods that conserve nutritive cart before being served to a resident.
vaiue, flavor, anq appearance; and food that is The food delivery process has been 1
palatable, attractive, and at the proper ] . .
temperature. reviewed with appropriate changes made. s
A New reach in freezer, reach in ;
) . refrigerator, milk cooler, and plate warmer .
gh_'s REQUIREMENT s not met as evidenced has been purchased to insure the highest
¥ level of quality before the food preparation’
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Based an observation, interview, and a review of
facllity policy, it was determined the faciiity failled
to serve foods at a palatable temperature during
the evening meal on 06/17/14. Qbservation of &
meal pass on the North Hall on 08/17/14 reveated
the meal cart arrived on the floor at 5:58 PM.
Further observation revealed the last tray was
removed at 6:26 PM, a timeframe of
twenty-seven (27) minutes. Temperatures were
obtained of the food items on the last tray
removed from the meal cart (the test tray), and
the temperature of the milk was forty-eight (48)
degrees Fahrenheit and warm to taste; the ice
cream was forty (40) degrees Fahrenheit and was
completely metted.

The findings include:

intervisw with the Registered Nurse (RN) Project
Specialist and the Dietary Manager on (8/19/14
at 3:15 PM revealed the facility did not have a
policy related to food temperatures at the peint of
service or a timeframe for the maximum length of
time a meal tray could remain on the cart before it
was served to a resident. The RN Project
Specialist stated the faciiity should follow state
and federal regulations,

interview with the Dietary Manager on 06/17/14 at
| 5:30 PM revealed that, in her opinion, meal trays
should not be left on the meal cart for longer than
20 minutes after arriving af the nursing unit.
According to the Distary Manager, if the meal
trays were on the cart longer than 20 minutes
they shouid be returned to the kitchen and new
meal trays prepared for the resident(s). The
Dietary Manager acknowledged the facility did not
have a policy related to how long a meal tray
could be left on the meal cart before serving.

before leaving the kitchen wilf be
F 364 | conducted daily untif August 31, 2014 then
‘weeidy without and end date. The Audits
will be conducted by the Dietary Manager
or her designee The audit findings will be

and appropriate response until August 31,
2014 then weekly thereafter. All dietary
staff were in serviced on July 22,2014 on
proper food handling to insure the highest
quality food is served that also meets the
regulatory requirements for temperatures.
Al Nursing staff was in serviced on July 21,
2014 and July 27, 2014 on tray delivery to
patients and steps to be taken if delays
occur in the tray delivery process that may
affect temperature of the food beyond
acceptable limits according to regulatory
requirements and facility protocol, Test
trays will be reviewed daily for
remperature, taste and texture until
August 31, 2014, The results of these
audits will be forwarded to the QA

i . ) ‘
committee For review and appropriate
response.

forwarded to the QA Cormmittee for review

luly 28,
2014
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Chservation of the meal cart on the North Hall
revealed the cart arrived on the floor on 08/17/14
at 5:58 PM and tha [ast tray was removed at 6:26
PM, a timeframe of 27 minutes. The Dietary
Manager obiained temperatures of the food items
on the tray en the North Hall cart at the
completion of the tray pass. Observations
reveaied the temperature of the milk was 48
degrees Fahrenhelt and was wam to taste; the
ice cream was 40 degrees Fahrenheit and was
complately melted.

Interview with State Registered Nurse Aide
(SRNA) #1 on 086/17/14 at 6:35 PM, and SRNA, #2
on 06/17/14 at 6:45 PM revealed, in their opinion,
the meal trays shouid nof remain on the meal
carts greater than 15 to 20 minutes before they
were delivered to the residents. SRNAs #1 and
#2 stated they were not aware the meal cart that
contained the meal trays had been an the nursing
unit for the timeframe identified before they were
deliverad.

Intarview with eight alert and orienied residents
during the group interview on 06/17/14 at 3:30
PM revealed the food iterns on the meal trays
served 1o residents in their rooms were not
served at proper temperatures two to three times
per wesk and stated the hot foods were not hot
and cold foods were not cold.

The Dietary Manager acknowledged in interview
an 0817114 at 5:30 PM that the temperatures of
the milk and the ice cream on the test tray were
too warm. The Dietary Manager said she
conducted meal pass cbservations at random, on
all shifts, and had identified a problem with the
milk and ice cream being foo warm. She further
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stated the kitchen staff had started placing the
milk in the freezer an hour before the trays were
servad to ensure the milk stayed cooler. The
Dietary Managsr also acknowledged that the |ast
meal tray was removed from the cart
approximately 27 minutes after the cart was
delivered to the floor. According to the Digtary
Manager, it was her opinion that if the meal trays
ware on the cart longer than 20 minutes, they
should be returned to the kitchen and new trays
prepared for the resident(s).
F 371 | 483.35() FOOD PROCURE, F 371
§5=F | STORE/FREFPARE/SERVE - SANITARY

The faciflity 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 cbservation, interview, record review,
and review of facility policy, it was determined the
facility failed to store, prepare, and serve food
under sanitary conditions. Observations on
06/17714, 06/18/14, and 06/19/14 reveaied a
buildup of grease and food particles on the
storage rack for the pots and pans, the dry food
storage rack, all of the coffee carafes, and the
electrical outlet on the floor at the end of the food
praparation table.

The entire kitchen was deep cleaned.
Huly 22, 2014. New preparation tables
have been purchased and installed. Food
storage racks has been replaced with new
racks. The daily, weekly and monthliy
cleaning schedule has been reviewed,
revised and approved by the QA
Committee. The Dietary Manager or her
designee will review the cleaning schedule
for compliance daily. The completed
cleaning schedules will be forwarded to the
Quality Assurance Committee weekly for
review and appropriate response until
August 31, 2014 The results of the audits
will forwarded to the QA committee for
review and appropriate response, All
dietary staff was educated on the new
cleaning schedule. july 22 2014,

See Cleaning Schedule Exhibit €

July28,
2014
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The findings include:

Review of the Dietary Services Cleaning
Schedule dated May 2014, revealed the food
storage room was to be c¢leaned on Sundays.
The table for the pots and pans was to be
cleaned on Saturdays, and the ficors and coffee
pots/carafes were to be cleaned daily.

QObservations of the kitchen on 068/17/14
(Tuesday) at 5:3C PM; on 06/18/14 {Wednesday}
at 9:.30 AM; and, cn 06/19/14 (Thursday) at 2:45
P, revealed the table that held the pots and
pans, the electrical pfug on the floor of the fued
preparation table, the storage shelves in the dry
storage room, and all the coffee carafes had a
buildup of grease and food particles.

Interview with the Dietary Manager on 06/19/14 at
2:45 PM revealed the staff in the kitchen had
assignments and should be cleaning the "greasy
areas” on a weekiy basis. Further interview
revealed she was unaware the areasfitems were
in need of cleaning.

Interview with the Registered Digtitian (RD) on
06/19/14 at 2:45 PM, revealed the kitchen had a
cleaning schedule and she had nol observed any
concems related to cleantiness of the area when
she was in the kitchen on a weekly basis.
However, the RD acknowledged the kitchen was
in need of cleaning at the time of the interview,

F 441 | 483,65 INFECTION CONTRCL, PREVENT F 441
g5=F | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comifortable envircnment and
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to halp prevent tha development and fransmission
of disease and infection.

(7) Infoction Control Program

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

{1) investigates, conlrols, and prevents infections
I the facilty;

{2) Decides what proceduras, such ay lsolation,
should be appliad 10 an Individual resident; and
(2) Maintsins a record of Incidents and conective
actions related lo lnfections.

{b}) Praventing Spread of Infection

{1y When the Infaction Contre! Program
datarrnines that o residsnt neads isclation to
prevent the spread of infaction, he fagllity must
lssate the rasident.

{2) The taciiity must prohibit employees with a
cormmurdtatie disaase or infected skin lesions
from direct sontact with residents or their food, if
direct contact will transmit the diseass,

{3) The facility must require staff to wash thelr
hands after each diract resident contact for which
hand washing is indicated by accepted
profassional practice.

{c) Linens

Personne must handle, store, process and
transport linens 6o as to pravent the spread of
infaction.

This REQUIREMENT i3 not met as evidenced
by:

Based on obsarvation, interview, manufacturer's
guidelinas, and faclity poflcy review, it was
determined the facliity talled to estabfish and

1. The Infection Control practice protoco)
as been reviewed and appropriate
evisions completed. The QA committee
has reviewed the protocol revisions and
as approved them. All licensed staff was
educated on the revised pratocals July 21,
July 28, 2014. Specifically all licensed staff
has been educated on the proper use of
glucose monitoring equipment. Audits of
glucose monitoring technigues witt occur
five out of seven days weekly until August
31,2014
The audits will be conducted by the DNS
and or Unit Managers, Results of the
Budits will be forwarded to the QA
committee for review and appropriate
response
2, All nursing staff has been reeducated an
proper handling of patient trays during
meal service. Audits will be conducted five
of seven days weekly of patient tray service)
by staff untii August 31, 2014. Results of
the audit will be forwarded to the QA
committee for review and appropriate
respanse. Audits will be conducted by Unit
Managers, Director of Nursing and her
designees. Education was provided on

[7/21/7/24 2014.

July 3¢

2014
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to help prevent the development and transmission
of disease and infectlon.

(a} Infection Controf 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 isclation,
shouid be appliad 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
defermines that a resident needs isoiation to
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 thelr faod, 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.

(¢} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This RECHHREMENT is not met as evidenced
by:

Based on observation, interview, manufacturer's
guldelines, and faciiity policy review, it was
determined the facility failed to establish and

1. The infection Control practice protocol

as been reviewed and appropriate
revisions completed. The QA commiittee
has reviewed the protocol revisions and
has approved them. All licensed staff was
educated on the revised protocals July 21,
luly 28, 2014. Specifically all licensed staff
has been educated on the proper use of
glucose monitering equipment. Audits of
glucose monitoring techniques will occur
five out of seven days weekly until August
31, 2014
The audits will be conducted by the DNS
and or Unit Managers. Results of the
audits will be forwarded to the QA
committee for review and appropriate
response
2. All nursing staff has been reeducated on
proper handling of patient trays during
meal service. Audits will be conducted five
of seven days weekly of patient tray service
by staff until August 31, 2014. Results of
the audit will be forwarded to the QA
committee for review and appropriate
response. Audits will be conducted by Unit
Managers, Director of Nursing and her
designees. Education was provided on
7/21/7/24 2014.

Suly 21
2014
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maintain an effective infection control program
designed to provide a safe and sanitary
environment (o prevent the transmission of
dissase and infection for two (2) unsampled
residents (Resident B and Resident C).

Observation during medication administration on
08/17/14, revealed staif failed to utilize gloves
while perferming blood glucose monitoring for
Resident B, and failed to wash/sanitize their
hands after cleaning the glucose-monitoring
device and prior to administering insulin to
Resident C.

In addition, observation of the lunch meal service
on the South Hall on 08/17/14, revealed staff
removed a meal tray from the tray cart and set
the meal tray on a resident's overbed tabile.
However, the resident refused the meal tray and
the State Registered Nurse Aide (SRNA})
replaced the tray back on the meal cart with trays
that confained meals that had not been served to
ather residents.

The findings inciude:

Review of the facility's policy titled, "Biood
Glucose Monitoring Technique,” which was not
dated, revealed staff was required to put on
disposable gloves prior to performing the blood
glucose menitering.

Review cf the manufactursr's guidelines far the
bleod glucose-moenitoring device used by the
facility (undated) revealed staff would wear gloves
while disinfecting the device and would
washfsanitize thelr hands after taking off the
gloves.
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Review of the facility’s policy tited, "Meal Tray
Pass," undated, revealed the policy did not
address whare a meal fray would bs placed after
it had been delivered to the resident's room.

1. Observation of blood glucose monitoring for
Unsampled Resident B on 06/17/14, at 5:30 PM,
revealed Licensad Practical Nurse (LPN) #1
perfarmed the test without wearing gloves,

Cbservation of bicod glucese monitoring for
Unsampled Resident C on 06/17/14, at 5:35 PM,
revealed LPN #1 wore gloves to perform a blood
glucose test and to clean the blood
glucose-monitoring device. However, although
the LPN wore gloves to fest the resident's blood
sugar and to clean the device, she failed to
wash/sanitize her hands after she remaoved the
solled gloves, and prior to putiing on clean gloves
te administer insulin to Resident C.

Interview conducted with LPN #1 on 08/17/14, at
5:40 PM, revealed she was aware she had falled
to wear gloves while performing the blood
glucose monitoring for Resident B and should
have wash/sanitized her hands after cleaning the
blood glucose<monitoring device and prior to
administering insulin to Resident C.

interview conducted with the Direstor of Nursing
{DON) on 06/19/14, at 2:35 PM, revealed staff
was required to wear gioves when they
cenducted a test of the residents’ blood glucose |
levels. In addition, the DON stated staff was
required to wash/sanitize their hands after i
cleaning a blood glucose-monitoring device and
before administering insulin. The DON stated all
nurses were required fo do a competency skills
check upon hire and annually. During further
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interview with the DON, she stated LPN #1 had
completed a skills check and no concerns had
been identified regarding her performing bloed
glucose monitoring.

2. Observation of the lunch meal sarvice on the
South Hall on 06/17/14, at 12:37 BPM, revealed
State Registered Nurse Aide (SRNA) #1 removed
a meal tray from the tray cart, took the meal tray
into a resident's room, and set the fray on the
resident's overbed tabie. However, the resident
refused the meal tray, and SRNA#1 returmed the
resident's meal {ray to the tray cart and ptaced
the tray between six other clean meal frays which
were then delivered te other residents.

Interview conducted with SRNA #1 on 05/17/14,
at 12:50 PM, revealed she was unaware she
should not place a4 meal tray that had been
delivered to a resident back on the tray cart while
other meai trays, intended (o be delivered o
residents, remained on the meal carf. The SRNA
stated the resident had refused the tray and she
thought she was supposed to put the tray back in
the spot from whera she had removed the tray.

interview conducted with the Director of Nursing
(DON) on 06/19/14, at 2:35 PM, revealed staff
was reqguired to send trays back to the dining
room after being taken intc a resident's room.,
The DON stated trays should never be placed
back on a cart with clean meal trays after the tray
had been taken into a resident's room. The DON
stated the facility had not identified any concemns
with meal tray delivery.

483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

F 441

F 456
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The facility must maintain ail essential
mechanical, eleclrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to ensure ali essential equipment was
maintained In safe operating condition,
Obseivations on 06/17/14, 06/18/14, and
06/18/14 of the milk cooler revealed the gasket of
the cooler was worn and, as a resuit, a tignt seal
could not be created. Continued ohservation
revealed a thick buildup of frostiice on the inside
walls of the milk cocler.

The findings include:

Interview with tha Dietary Manager on 06/19/14 at
2:45 PM revealed the milk distributor provided the
milk cooler to the facility and the distributor would
be responsible to repair or replace the cooler if it
was not in safe operating order.

Observation of the kitchen on 06/17/14, 06/18/14,
and 06/19/14 revealed the seal of the cooler was
worn and an airtight seal could not be created.
The milk cooler was observed to have a bulldup
of kveffrost on the inside of the cooler.

interview with the Dietary Manager on 06/19/14 at
2:45 PM revealed the cleaning schedule in the
kitchen included cleaning the milk cocler and
making sure there was no ice/frost present.
According to the Dietary Manager, the milk cooler
was rented from the milk distributor and
could/should be replaced if it was not in safe

Meals and Dining rooms has been
reviewed and revised to address the time
interval a tray may remain on the service
art before being served 10 a resident.
he food detivery process has been
reviewed with appropriate changes made,
A New reach in freezer, reach in
refrigerator, milk cooler, and plate warmer
has been purchased to insure the highest
level of qguality before the food preparation
begins. Audits of food temperatures
hefore leaving the kitchen will be
conducted daily unit August 31, 2014 then
weekly without and end date. The audit
indings will be forwarded to the QA
ommittee for review daily for review and
appropriate response by the Administrator
until August 31, 2014 then weekly
thereafter. All dietary staff have been in
serviced on the proper food handling to
insure the highest quality food is served
hat also meets the regulatory
requirements for temperatures. All
[Nursing staff have been in serviced on tray
idelivery to payments and steps to be taken
if delays occur in the tray delivery process
that may affect temperature of the food
beyond acceptable limits according to
regulatory requirements and facility
protocol. Test trays will be reviewed daily
or temperature, taste and texture until
ugust 31, 2014. The results of these
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operating order. However, the Dietary Manager Audits will be forwarded to the QA
stated she was unaware of the buildup of frostfice Committee
in the milk cooler or that the gasket in the mik July 28
cooler was torn and in need of repair. Further : ; 2014
interview revealed the milk distributor had not For appropriate review and response
bean contacied related {o the seal on the milk
cooler,
Interview with the Registered Dietitian on
06/19/14 at 2:45 PM revealed the milk coocier
should not have a frostiice buildup and the gasket
shouid be repaired.
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FACILITY TYPE: SNF/NF
CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1990

SURVEY UNDER; 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One stary, Type vV
(000)

SMOKE COMPARTMENTS: Six smoke
compartments

FIRE ALARM; Complete fire alarm system with
heat and smoke detectors

SPRINKLER SYSTEM: Complete automatic
(dry} sprinkler system

GENERATOR: Type !l generator. Fuel source is
LP gas.

A'Life Safety Code survey was initiated and
concluded on 056/17/14. The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 {a) et seq (Life
Safety from Fire). The facility was found not in
substantial compliance with the Requirements for
Participation with Medicaré and Medicaid.

A 75,

ather safeguards i - (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

liowing the date F d plans of correction are disciosable 14
-8ys foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation, '
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Deficlencies were cited with the highest
deficiency identified at a scope and severity of
"F."
K066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066

85=D
Smoking regulations are adopted and include no
less than the following provisions:

{1) Smcking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbo! for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
permitted.

{4) Metal containers with self-ciosing cover
devices into which ashtrays can be emptied are
readily available to a!l areas where smoking is
permitted. 19.7.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain smoking
areas according to NFPA (National Fire
Protection Asscelation) standards, This deficient
bractice has the potential to affect the facility,

A new smoking shelter had been installed away from the

facility on the pa rking lot. All staff has been educated an

the location of the smoking shelter. Education included proper
disposal of cigarettes butts and use of the only designated .
smoking area for employees on the campus.

The Maintenance Director Housekeeping Supervisor

and Unit Managers will monitor the

smoking area daily for compliance to the smoking policy.

The QA Committee has reviewed the smoking policy for

employees and approved same.

July 28
2014
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residents, staff, and visitors. The facility has the
capacity for eighty-two (82) beds with a census of
sixty-six (66) on the day of the survey,

The findings include:

During the Life Safety Code tour on 06/17/14 at
1:10 PM with the Director of Maintenarnce (DOM),
an outside’ employee smoking area was observed
to have numerous cigarette butts on the grounds
area. Disposing of cigarettes in this manner
creates a potential fire hazard,

An interview with the DOM on 08/17/14 at 1:10
PM revealed the proper disposal of cigarette butts
had been discussed in prior staff meetings, The
DOM stated the grounds were recently cleaned

up but the cigarette butts continue to be disposed
of in this manner.

The findings were revealed to the Administrator
upan exit,

NFPA 101 LIFE SAFETY CODE STANDARD
Generators are inspacted weekly and exercised

under load for 30 minutes per meonth in
accordance with NFPA 99, 3.4.4.1.

This STANDARD is not met as evidencad by

K 066

K144
The generator is now being tested man uzlly ona.
manthly basis. The Maintenancé Director has been
educated or: the process by the Administrator,
The results of the tests will he forwarded to the
Administrator for review and proper response.

The manual test will be run weekly until August 31 2014

Results of the audits will be provided to QA committee for

review and appropriate response.

July 28

2014
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survey.

The findings include:

upon exit.

Based on interview and recerd review it was
determined the facility failed to maintain the
generator set by National Fire Protection
Association (NFPA) standards. This deficient
practice affected (6) six of (6) six smoke
compartments, staff, and all the residents. The
facility has the capacity for eighty-two (82) beds
 with a census of sixty-six (68) on the day of the

During the Life Safety Code tour on 06/17/14 at
1:15 PM, and interview and review of the
generator maintenance record with the Director of
Maintenance, revealed he was not aware that he
should be manuatly testing the generator transfer
switch on a monthly basis as required, This
testing helps ensure the transfer switch is
operating as intended,

The findings were revealed to the Administratar

Reference: NFPA 110 (1999 Edition),

B8-4.5 Level 1 and Level 2 transfer switches shall
be operated monthly,
transfer switch shail consist of electrically
operating the transfer switch from the standard
position: to the alternate position and then a return
to the standard position.

K147 | NFPA 101 LIFE SAFETY CODE STANDARD

The monthly test of a

K147 All power strips being used for Medical Equiptnent

SS°E have b . d. The Maintenance Directo
Electricat wiring and equipment is in accordance ave heen removed. The Maintena Irector
with NFPA 70, National Electrical COdE. 9.1.2 and all Medical staff have been educated

" onthe protecol of non use of power strips
for medical equipment.
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This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility, failed to ensure that
electrical power strips wers being used in an
approved manner. This deficient practice
affected two (2) of six (6) smoke compartments,
staff, and approximately forty-five (45) residents.
The facility has the capacity for eighty-two (82)
beds with a census of sixty-six (66) on the day of
the survey,

The findings include:

During the Life Safety Code survey on 06/1 7114,
at 12:30 PM with the Director of Maintenance
(DOM), a patient bed, oxygen concentrator, and
nebulizer were observed to be plugged into a
multi-outlet adapter (power strip) in resident room
100. Power strips cannot be used for medical
equipment or high draw appliances, to help
prevent against electrical shock and fire,

Aninterview on 06/17/14, at 12:30 PM with the
DOM revealed ha was not aware power strips
could not be used with medical equipment.

During the survey, resident room 218 was also
abserved tc be utilizing a power strip for the same
type of medical equipment.

The findings were revealed to the Administrator
upon exit.

Reference: NFPA $9 (1999 Edition).

3-3212D
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Rooms will be audited weekly for compliance to
this practice to this protocot until August 31, 2014,
Audits will be conducted by Maintenance Director,

Unit Managers and or House Keeping employees

Audits will be forwarded to the QA committed

for review and appropriate response. .

July 28
2014
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2. Minimum Number of Receptacles. The
number of receptacles shall be determined by the
intended use of the patient care area, There shall
be sufficient receptacles located so as to avoid

the need for extension cords or multiple outlet
adapters.
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