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F 000| INITIAL COMMENTS F 000/Preparation and execution of the plan of
correction does not constitute admission or
A standard health survey was conducted on agreement by the provider of the truth of
11/03-05/15. Deficient practice was identified the facts alleged or conclusions set forth in
with the highest scope and severity at 'E' level, . S .
this statement of deficiencies. This plan of
F 279| 483.20(d), 483.20(k){1) DEVELOP F 279 orrection is d and t s r: |
5520 | COMPREHENSIVE CARE PLANS R B e =
hecause it is required by law,
A facility must use the results of the assessment £379
to develop, raview and revise the resident's F279
comprehensive plan of care, Criteriati1: 11/14/15

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESEN TATIVE'S SIGNATURE

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
te be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
develop a comprehensive care plan for one (1) of
nineteen (18) sampled residents (Resident #8)
related to the use of an indwelling urinary
catheter. Resident #8 was observed o have an
indwelling urinary catheter. However, review of

On 11/5/15 communication was added to

he comprehensive care plan for resident
LHB by the Rehabilitation Nurse, to include
the use of an indwelling catheter along
with interventions to address the risks
related to the use of an indwelling
catheter,

Criteria #2:

All comprehensive care plans with all
residents with foley catheters/ catheter
care reviewed by the IDT {Interdisciplinary
Team) on 11/5/15 to ensure that all needs
are addressed and that all care plans are
current and applicable to the resident. Any
updates or revisions will be completed as
indicated.

Criteria #13:

Nursing staff and IDT re-educated on the
use of the care plan to direct care and on
the need to include special
procedures/interventions on the care plan,
This was completed by the Director of

7 7/’/,¢7wzt/; Wj/{/ ﬁu/
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Any deﬂcfencv sialem‘:lmg wilh an asteri

*) denales a daliclency which the Ihstilulion may be excused from correcting providisg It is delermined that

olher safeguards provide sufficient prolection (o the paliants . (See instuctions.} Excepl for nursing homes, lhe findings sialed above ara disclosable 9@ days
foltowing the date of survey whether or not a plan of correction is provided. For aursing homes, lhe above findings and plans of correction are disclosable 14
days foliowing the dele these documenis ara inade available to the facility. 1 deficlencies eta ciled, an approved plan ol comraction is requisite o continued

program paiicipalion.
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{continued F279)
F 279} Continued From page 1 F 279|Nursing {DON) to the IDT on 11/5/15 and
Resident #8's comprehensive care plan revealed to the licensed nurses on 11/12/15 and to
the facility failed lo devefop a comprehensive the nursing staff on 11/13/15.
care plan to address the resident's needs and the
risks related to the indwelling urinary catheter. L L.
riteria #4:
The findings include: The DON will review 25% of care plans each
week for 8 weeks to ensure all care plans
R;\aview of thch:al‘-"“g'ls Pﬂllicygﬂ:d ] are reviewed a second time within the
"Assessment/Care Planning Policy an
Procedure,” with a revision date of 06/06/11, U T AT OE L L D
revealed 2 care plan would be developed 1o individualized for each resident. The DON
promote a mare independent state or maintain will then review a minimum of 25% of care
the resident at his/her cumrent leve! of functioning. plans each month to ensure our procedure
for development and review of care plan is
A reyiew of the medical record revealed the- implemented. The DON will report any
facility admitted Resident #8 on 94/17[1'3' with issues noted to the facllity QA Committee
diagnoses that included Dementia, Benign
Prostatic Hypertrophy, and Urinary Retention. for follow-up no less than quarterly.
Review of a quarterly Minimum Data Set (MDS)
assessment dated 08/04/15, revealed the
resident was assessed by the facility to have
moderately impatred cognition, The MDS also
revealed the resident was always incontinent of
bowel and bladder and required the extensive
assistance of staif for toileting.
Review of the physician’s orders for Resident #8
dated 11/02/15, revealed an order for Resident #8
to have an indwelling urinary catheter due to a
diagnosis of Urinary Retention.
Review of Resident #8's care plan dated
08M18/15, revealed Resident #8's care plan did
not address the use of an indweling catheter or
provide interventions to address the risks related
the use of an indwelling catheter.
Interview wilh the Rehabilitation Nurse on
FORM CMS.2567(02-60) Provious Verslons Obsol Event t:48UP11 Fecility ID; 100337 W continualion sheol Page 2 of 17
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F 272| Continued From page 2

11/05/15 at 4.00 PM, revealed she was
responsible for daveloping the care plan for
Resident #8 to address his/her indwelling urinary
catheter, The Rehabilitation Nurse stated she
should have developed interventions related to
Resident #8's indwslling urinary catheter and had
just "missed it"

Interview with the Director of Nursing {DON) on
011/05/15 at 4:25 PM revealed a care plan should
have been developed to address Resident #8's
indwelling urinary catheter. The DON stated she
reviewed care plan mesting minutes and
reviewed care plans at that time. The DON
stated the Rehabilitation Nurse was responsible
for developing the care plans related to ail
residents’ bladder and bowel requirements. The
DON stated she had not identified any concerns
with care plans for indwelling urinary catheters
nat being developed.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,
s5=p{ RESTCRE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
rasident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary, and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary fract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, record review,

F a9

F 318

F315

Criteria #1:

On 11/5/15 a velcro catheter strap was
secured to Resident #8's leg by Licensed
Practical Nurse (LPN) to prevent trauma.

Criteria #2:
All residents with a catheter were assessed
Ej 11/5/15 by the Director of Nursing

DON} to assure that a velcro catheter strap
as in place securing the catheter to the
resident’s leg, unless refused by the
resident and then in which case the refusal
as noted on the resident’s comprehensive

F315
11/14/15

rare plan.
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(continued F315)
F 315 | Continued From page 3 F 315 Criteria #3:

and facility policy review, it was delerrined the
facility failed to ensure one (1) of nineteen (19)
sampled residents (Resident #8) received
appropriate treatment and services far an
indwelling urinary catheter to prevent trauma.
Ohservation of a skin assessment and catheter
care for Rasident #8 on 11/04/15, revealed
Resident #8's indwelling urinary calheter was
observed to be draped over the resident's left leg
and not secured to the resident (to prevent
trauma).

The findings include:

Interview conducted with the Director of Nursing
(DON}) on 11/05/15 at 4:25 PM revealed the
facility did not have a policy related to indwelling
urinary catheter care, but referred to “Mosby's
Textbook for Long Term Care Nursing Assistants,
Seventh Editlon" as the reference utilized by the
facility. Areview of the reference revealed when
performing indwelling urinary catheter care, staff
was required to secure the catheter to the
resident's thigh (to prevent frauma}.

Review of the medical record revealed the facility
admitted Resident #8 on 04/17/13, with
diagnoses that inciuded Dementia, Urinary
Retention, and Benign Prostatic Hypertrophy.

Review of a quarterly Minlmum Data Set (MDS)
assessment dated 08/04/15, revealed Resident
#8 was assessed by the facility to have
moderately impaired coghition. The MDS also
revealed the resident required the extensive
assistance of staff for toileting and was always
incontinent of bowel and bladder.

Review of Residenl #8's care plan dated

The DON re-educated the Interdisciplinary
Team (IDT) on 11/5/15 and the licensed
nurses on 11/12/15 and then re-
educated/retrained the remaining nursing
staff on 11/13/15 of the need to use a
catheter strap to secure catheters to
resident’s leg to prevent trauma to those
residents requiring a catheter. All newly
hired nursing employees educated during
the orientation process.

Criteria #4:

The licensed nurses will check all resident’s
catheters each shift to ensure that the
catheter leg strap is in place. The licensed
nurse will document this in the resident’s
medical record each shift.

The DON will check all residents with
catheters every week times 8 to ensure
hat a catheter leg strap is used as
indicated. The DON will also monitor the
licensed nurses documentation weekly
imes 8 to ensure that the nurses are
monitoring resident’s with catheters and
ensuring that catheter straps are utilized as
}lndicated.

The DON will then check all residents with
catheters at least monthly to ensure a
catheter leg strap is utilized as indicated.

Any issues noted by the DON will be
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(continued F315)
F 315 | Continued From page 4

08/18115, revealed Resident #8's care plan did
not address the use of an indwelling catheter or
provide interventions to address the risks related
the use of an indwelling catheter.

Review of the physician's orders for Resident #8
dated 11/02/15, revealed an order for Resident #8
to have an indwelling urinary catheler dueto a
diagnosis of Urinary Retention

Observation of catheter care for Resident #8 by
State Registered Nurse Aide (SRNA) #4 and
Licensed Practical Nurse (LPN) #3 on 11/04/15 at
3:30 PM revealed SRNA #4 draped the catheter
over Resldent #8's left leg. The SRNA and the
LPN feft the room and failed to secure the urinary
catheter to the resident's thigh.

Interview conducted with SRNA #4 on 11/05/15 at
3:15 PM revaaled he had not been trained to
secure an indwaelling urinary catheter to the
resident's body. The SRNA stated he secured
the catheter by "coiling” the catheter.

Interview conducted with LPN #3 on 11/05/15 at
3:20 PM revealed the cathetar should have been
attached to the resident's thigh with a Velcro
strap. The LPN stated she had just been nervous
and had not identified the SRNA had not secured
the resident’s catheter.

Interview conducted with the DON on 11/05/15 at
425 PM reveated she made rounds throughout
the factlity several fimes a day o ensure residents
were being provided the care and treatment they
required. The DON stated all indwelling urinary
catheters were required {o be secured lo the
resident with a Velcro strap. The DON stated she
monitorad to ensure indweling urinary catheters

F 315Feported to the facility Quarterly QA
Committee.
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F 315} Continued From page 5 F 315
were belng secured and had not identified any
concerns,
F 323 483.25(h) FREE OF ACCIDENT F 323323 £33
S8=¢ HAZARDS/SUPERVISION/DEVICES Criteria #1: 11/14,15
The facility must ensure that the resident On 11/5/15 tape/cardboard immediately
environment remains as free of accident hazards removed from A/B Hallway medical supply
as is possible; and each resident receives room by Licensed Practical Nurse (LPN) and
adeguate supervision and assistance devices to from C/D Hallway medical supply room by
prevent accidents. Administrator. The door latch on the
pxygen supply room was set to lock by
Maintenance Director. Those doors were
immediately checked to ensure they were
This REQUIREMENT is not mel as evidenced properly locked by Administrator.
by:
Based on observation and interview it was Immediately locked the electrical alarm
det_ermlned the facility failed to ensure the banels/doors- this was done by the
resident environment remained as free of i
accident hazards as possible for fourteen (14) Maintenance Director.
residents who were assessed to wander of
ninety-four (94) total residents. Doors to medical Criteria #2:
supply rooms on lhe A/B Hallway and the C/D Director of Nursing {DON) immediately
Halt had t'he door latch taped to prevent the door identified and then assessed 14 residents
from locking. In addition, an oxygen supply rcom h isk f deri dwh
door latch had bean set to prevent the door from who were at risk for wandering and who
locking, could have been at risk for injury.
The findings include; k\lo injuries were noted to any resident as a
Interview with the Facility Administrator on e
11/05/15 at 6:10 PM, revesled the facility did not supply room doors and/or oxygen supply
have an accident hazard poliy nor a policy room door and/or the previously opened 2
regarding lhe locking of medical supply rooms or electrical alarm panels.
the oxygen supply room. According to the
Administrator, the corporation that owned the Administrator immediately visually checked|
facility may have a policy but the Administrator all other residents in facility and ensured
could not find a policy related to accident hazards they were all safe.
FORM CMS-2567(02-69) Previous Versions Obsol Event [£): 48UP11 Faclity ID; 100337 ff continualion sheet Page & of 17
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(continued F323)
F 323 | Continued From page 6 F 323 Criteria #3:

of uniocked supply rooms, oxygen storage
rooms, or elactrical panels.

Review of a list of residents who had been
assessed by the facility to be at risk for
wandering, revealed fourteen (14) residents were
on the list. Residents were observed in the
hallway throughout the survey wandering near the
AJB Hall and the C/D Hall medical supply rooms.

Observation of the A/B Hall medical supply rcom
on 11/05/15 at 3:05 PM revealed tape had heen
placed on the door lalch to prevent Jocking.
QObservalions of shelves and cabinets in the room
revealed one (1) botile of lice shampoo, thirly-six
(36) bottles of shampoo/body wash, and eight (8)
safety razors.

Observalion of a medical supply room on the C/D
Hall on 11/0515 at 3:15 PM revealad the door
lateh had been covered with tape and cardboard
to prevent locking. Observation of the medical
supply reom revealed two {2) high-voltage
electrical panels that controfled the facility alarm
system were open with exposed electrical
connections. Futther observations revealed
shelves, cabinets, and lockers that contained
employee personal items and thirty-nine (39)
bottles of enteral feeding for use with feeding
tubes.

Observation of an oxygen storage room on the
C/D Hall revealed the door latch had been sel to
prevent the door from locking when closed.
Observation of the room revealed twenty-three
(23) oxygen tanks stored in racks in the room.

An interview conducted with Licensed Practical
Nurse (LPN) #1 on 11/05/15 at 3:07 PM, revealed

All employees were educated by the
Interdisciplinary Team (IDT) to

keep both medical supply room doars and
he oxygen supply room door locked.

Employees were not allowed to work
before being educated.

Locks on all 3 doors changed from a push
ad to a key lock on 11/5/15 by
iviaintenance Director.

Maintenance Department or designee ta
heck both electrical alarm boxes in C/D
Hallway medical supply room daily to
’ensure the doors remain locked unless
being serviced and in that case the
aintenance director will not leave the 2
oxes un-attended and will ensure the
oxes are locked after being serviced.

taff re-educated on 11/13/15 by DON on
he importance of flling a maintenance
repair request for any faulty or difficult-to-
ork equipment and to also notify their
upervisor immediately.

DT to discuss any filed maintenance repair
request in morning meetings.

riteria #4:
dministrator, Maintenance Department
r designee to monitor all 3 doors daily
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{continued F323)
F 323] Continued From page 7 F 323}times 14 days, then weekly times 4 weeks,

the [LPN had placed tape on the A/B medical
supply room door because the lock would
malfunction and was difficult o open.

An interview conductad with LPN #2 on 11/05/15
at 3:.08 PM, revealed she was aware the door
was taped and thal tape was placed on the door
by the nurses because the door lock
malfunctioned.

An interview conducted with LPN #3 on 11/05/15
at 3:15 PM, revoaled the LPN was aware of the
tape and cardboard on the C/D Hall supply room
and thought that maintenance had placed the
tape on the door because the lock was not
working.

An interview conducted with the Maintenance
Director on 11/05/15 at 5:00 PM revealed the
medical supply room door on the A/B Hall had
been replaced in May 2015 and no one had
notified Maintenance of any concerns related to
the doors not opening. Further interview revealed
a contract company had worked on the facility
alarm systemn in October 2015 and may have |eft
the electrical panel open. According to the
Maintenance Director, he checked the other
facliity efectrical panels weekly for temperature
concerns but did not checlc the alarm system
panels and was not aware the panels were not
locked.

An interview with the Director of Nursing {DON)
on 11/05/15 at 4:25 PM revealed she was not
aware the nurses were taping the medical supply
room doors to prevent locking and according to
the DON, the doors should have been locked.
Furthar interview with the DON revealed she
checked the doors at random when she goes in

then at least monthly to ensure that all
doors are properly latched.

Maintenance Director to report to QA
Committee no less than Quarterly about
any issues noted with the 2 electrical alarm
boxes being locked as instructed.

Maintenance repair requests to be given to
Administrator for review as soon as repair
is completed with date of repair noted on
form.
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F 323] Continued From page 8 F323
and checks the room but did not have a formal
sysiem for checking the rooms or the doors.
F 371| 483.35(i) FOOD PROCURE, F371[F371 F371
sg=g | STORE/PREPARE/SERVE - SANITARY Criteria #1: 11/11/15

The facility must -

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

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, review of
facilily policies, and review of manufacturer's
guidelines it was determined the facility failed {o
store, prepare, distribute, and serve food under
sanitary conditions. Observations on 11/03/15,
11/04/15, and 11/05/15 revealed the following;
facility Kitchen staff failed to follow the
manufacturer's guidelines for testing the
three-compariment sink to ensure proper
sanitation of dishes, staff allowed
cross-contamination of raw meat with a raw
vegetable, the utensil drawers had dried food and
grease buildup on the trays and utensils, utensils
had cracked handles, the dishwashing machine
did not reach appropriate temperatures to assure
sanilation of dishes, and there was excessive
grease buildup on and behind the gas grill.

On 11/5/15 Ecolab Sanitation
;Representative came to facility and re-
reducated dietary staffs, on duty, on the
linanufacturer’s guidelines for testing the

hree-compartment sink to ensure proper
tanitation of dishes. New test strips were

rovided by Ecolab Representative and old
test strips discarded by Administrator.
Assistant Dietary Manager (ADM), dietary
aide #2 and cook all re-instructed on usage
hy Ecolab Representative.

ADM ordered new heating element for
dishwashing machine on 11/4/15.
Disposable dishes and flatware utilized
beginning 11/6/15 until dish machine
repaired on 11/10/15 by Maintenance
Director.

Dietary aide #3 discarded bacon and
tomato and then sanitized food
preparation area. That food was not served
to anyone.

Ltensil drawer/trays emptied and then
anitized as well as all utensils that were in
hat drawer were immediately removed
rom drawer and sanitized by ADM on
11/3/15.
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F 371| Continued From page 9
The findings include:

1. Review of the facility's policy, "Environmental
Sanitation/Infection Controt Policy 9.53 Manual
Washing in a Three Compartment Sink," dated
August 2004, revealed a stainless steel
three-compartment sink with two drain boards
was Used to manually wash pots, pans, and other
production utensils. Production equipment and
utensils wera cleaned as needed during meal
preparation and remaining items were cleaned at
the completion of meal service. The policy stated
the washing procedure was to wash itemns in a
hot clean detergent solution at a temperature of
at least 110 degrees Fahrenheit (F) in one sink,
rinse items in clean hot water in a second sink,
and sanitize items in an appropriate amount of
sanitizing solution as specified by the
manufacturer at 75 degrees F for at least one
minute in a third sink.

Review of the directions for use of the sanitizer
revealed that the "required water tempetature
should be from 65 degrees o 75 degrees (room
temperature)” and there shautd be from 150 parts
per millien {ppm) to 400 ppm of sanitizer present
in the water to ensure sanitation.

Obsaearvation on 11/04/15 at 11:20 AM revealed
Dietary Aide #2 set up the three-compartment
sink. Dielary Aide #2 ran hot water, added
sanitizer, and filled the sink. Dietary Alde #2 then
took a sanitizer reading that indicated the
sanitizer level was above 400 ppm.

Interview with Dietary Aide #2 on 11/04/15 at

F 371 Utensil (serving ladle)} with cracked handle
discarded on 11/3/15 by ADM and ladle
as not used,

he grill and area surrounding the grill and

ehind the stove on the gas lines and on

he floor immediately cleaned by ADM on
11/3/15 removing all grease-like substance
build-up.

Criteria #2:
il residents in facility have the potential to
be affected by the same deficient practice,
n 11/4/15 ADM checked entire dietary
epartment/equipment and confirmed
hat dietary cleaning schedule had
horoughly been completed and the dietary,
epartment and equipment had been
anitized as scheduled.

Criteria #3:
n 11/4/15 ADM re-educated dietary staff
n when and how to complete a
aintenance request form and of the need
o always report immediately to DM
(Dietary Manager}/ADM any faulty
equipment and to not use faulty
quipment,

DM reviewed sanitation and infection
prevention procedures with dietary staff on

11:23 AM revealed in order to sanitize pots in the 11/4/15.
three-compariment sink, the pots were to be |eft
in the sanitizer for 30 seconds, and the water
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F 371 Continued From page 10

temperature must be at ieast 100 degrees F with
a sanitizer level of mare than 400 ppm.

On 11/04H15 at 11:25 AM an interview with Cook
#1, who had worked at the facility for
approximately 17 years, revealed she thoughi the
procedure for sanitation was to get the sanitizer
water "really really hot" and “just stick the pots in
and out of the sanitizer water.”

Interview with the Assistant Dietary Manager
(ADM) on 11/05/15 at 1:43 PM revealed that she
had worked at the facility for 14 years and was
unaware that the sanitizer should not be above
400 ppm and that hot water should not be used
with the sanitizer,

2. Review of the facllity's policy, "Environmental
Sanitation/Infection Confrol Policy 9.54," revealed
a commercial dish machine certified by the
National Sanilation Foundation was used
following manufacturer's guidelines for proper
washing and sanitizing of dishes and utensils,
The policy stated that the dish machine should be
operated following standards for temperatures
and sanitizing agents and the rinse cycle should
reach 180 degrees F.

However, a review of the Dish Machine
Temperature Chart for November 2015 revealad
rinse temperatures that were below the required
180 degrees F. On 11/01/15, the rinse
temperatures were 137 degrees F in the morning,
167 degrees £ at noon, and 132 degreeas F in the
evening. The rinse temperatures on 11/02/15
were 152 degrees F in the morning, 124 degrees
F at noon, and 181 degrees F in the evening.
The rinse temperatures on 11/03/15 were 172

degrees F in the morning, 171 degrees F at noon

{continued F371)

F 371|Dietician provided In-service education to
dietary staff on duty 11/4/15 about
properly storing, preparing, distributing
and serving food under sanitary conditfons.

Dietary staff received in-service education
on following manufacturers guidelines for
[:esting the three-compartment sink to

nsure proper sanitation of dishes on
11/4/15 from ADM and then on 11/13/15
from Ecolab Representative.

Dietary staff also received in-service
education to prevent cross-contamination
of raw meat with a raw vegetable on
11/4/15 by ADM.

ADM checked entire dietary department on
11/3/15 and na other cracked utensils
noted. Dietary staff received in-service
education on storing clean utensils and to
discard any cracked or faulty utensils on
11/5/15 by ADM.

Dietary cleaning schedule to be monitored
daily times 14 days by DM/ADM/Head
Cook and then at least weekly per
DM/ADM to ensure utensils, drawers/trays
are cleaned/sanitized and that there is not
any grease build-up on any dietary
equipment/utensils or in the dietary
department.
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F 371 Continued From page 11 F 371|DIshwashing machine heating element
and 181 degrees £ in the evening. replaced on 11/10/15 by Maintenance
Director.
Cbservation on 11/04/15 at 11:10 AM revealed
twao dietary staff members in the dish room
running dishes through the dish machine and DM/ ‘BEDM/ Head Cook monitoring dish
observing the rinse temperature on the dish machine temperatures and three-
machine. Observations during five rinse cycles compartment sink dally for appropriate
revealed that the rinse temperature did not reach temperatures ensuring sanitation of dishes.
the required 180 degrees F. The temperatures
were 153 degrees F, 164 degrees F, 170 degrees .
F, 179 degrees F, and 164 degrees F. Criteria #4:
Monthly dietary sanitation audit by
Interview with Dietary Alde # 1 on t11/04/15 at Dietician.
11:14 AM revealed the highest temperature she
had seen that morning was 178 degrees F. DM/ADM to review competencies for all
Dielary Aide #1 further stated they had been
washing dishes without a chemical sanitizing dietary staff monthly for 6 months then
agent or utilizing the three-compartment sink. uarterly times 2 then annually to ensure
all dietary staff remain knowledgeable on
Interview with the Plant Operations Manager on anitary conditions {storing, preparing,
11/05/15 at 4:45 PM reveaied that the dish distributing, and serving food under
washing machine booster heater had a heating canitary conditions
element thal "went out” and had been replaced Y )
"several times" In the past; however, he had not ] L
recelved a work order recently. DiVi/ADM to review dietary's sanitation
audits weekly times 8 then no less than
Interview with the Assistant Dietary Manager monthly.
(ADM) on 11/05/15 at 1.49 PM revealed she was
unaware that the dish machine was not reaching .
180 degrees as necessary, and that staft should EM/ADM LU RS B SN O
have let her know and notified Malntenance acility QA Committee to determine any
immediately. need for additional education or
observations.
3. Review of the facility's policy, "Environmental
Sanitation/Infection Contral Policy 9.14," revealed
kitchen area employees follow routine cleaning
schedules thal indicate frequency for cleaning
equipment and kitchen areas. Surfaces of grills,
griddles, and simiiar cooking equipment were
FORM CMS-2567{02-99) Previous Vesslons Obsolel Event 10; 48U 1 Facifity 1 100337 If continualion sheet Pago 12 of 17




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

PRINTED: 14/20/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVICER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186168

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

11/06/2015

NAME OF FROVIDER OR SUPPLIER

MONROE HEALTH AND REHABILITATION CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
706 N MAGNOLIA STREET
TOMPKINSVILLE, KY 42167

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

] PROVIDER'S PLAN OF CORRECTION [EACH {X8)
PREFtX CORRECTIVEACTION SHOULD BE CROSS- COMPLENION
TAG REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 371

Contlnued From page 12

cleaned at ieast daily or at intervals throughout
the day. The cleaning schedule was based on
the amount of seil accumulation and interruptions
in production. The policy further stated work
surfaces were cleaned and sanitized at the start
of each day, after each production period, and
after using potentially hazardous producls such
as raw meats,

Observation on 11/03/15 at 5:53 PM revealed a
utensi drawer that had food particles and a
grease-like substance built up on the drawer trays
and a serving ladle that was cracked wilh a
grease-like substance built up in the cracked
areas. Further observation in the kitchen
revealed a heavy grease-like substance built up
on the back, bottomn, and behind the grill, and
behind the stove on the gas lines and flocr.

Interview with the Assistant Dietary Manager
{ADM) on 11/06M15 at 1:40 PM revealed the
grease buildup on the grill and the pipes, and the
food particles and grease buildup in the utensil
drawers and on the utensils should not have been
there, She stated staff had been signing off that
they wers claaning the items, but stated it
appeared it was not being done.

4, Interview with tha Registered Dielitian on
11/05/15 at 10:49 AM revealad the facility did not
have a policy regarding transporting foods.

Observation on 11/03/15 at 6:10 PM revealed
Dielary Aide #3 placed raw bacon on a
countertop, fried the bacon, and placed the bacon
on a paper plate. Dietary Aide #3 then placed a
tomato on the same area of the countertop where
the raw bacon was placed before preparation.
The aide sliced the tomato and placed it on the

F 371
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F 371 | Continued From page 13 F 371
bacon to be served. The aide did not sanitize or
clean the countertop after laying raw meai on the
area.
Interview with Dietary Aide #3 on 11/03/15 at 6;10
PM revealed Dietary Aide #3 was a new
employsee, bul she should have wiped the counter
after placing raw meat on the countartop.
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456(F456 F456
ss=£ | OPERATING CONDITION Criteria #1: 11/18/15
On 11/4/15 gas was shut down to the
The facility must maintain all essential Vulcan Endurance Gas Restaurant Range at
mechanical, eleclrical, and patient care the main shut off vaive by Administrator
equipment in safe operating condition. \ :
Gas company notified 11/4/15 by
Administrator and their representative
immediately came to facility and checked
This REQUIREMENT s not met as evidenced dietary department, including gas range
by: . . ) and gas grill, with a CGl gas detector and
Based on abservation, interview, record review, .
and review of equipment manuals, it was reported no gas leaks noted in dietary
determined the facility failed to assure thal a department.
Vulcan Gas Range and a Hebart Dish Machine
were in safe operating condition. Assistant Dietary Manager (ADM) ordered
o ‘ new heating element for dish machine on
The findings include: 11/4/15. On 11/5/15 Administrator
1. Review of ihe facillty's policy, *g 56 Meal instructed dl.etarv staff to use disposabie
Service Repair of Dish machine,” revised August dishes and flatware beginning 11/6/15 until
2014, revealed in the event the dish machine was dish machine repaired (on 11/10/15).
scheduled for repairs or was not operating
properly, meals were served using disposable Maintenance Director applied air vent
dishes and flatware. . .
shield/guide to air vent above stove on
Interview with the Plant Operations Manager on 11/5/15.
11/05/15 at 4:45 PM revealad the facility did not
have other policies for the repalr or replacement On 11/5/15 Maintenance Director cleaned
of idtchen equipment. and repaired all gas range pilot lights.
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F 456 Continued From page 14 F 45611/6/15 ADM notified Hobart's Company

Review of the facility's policy, "Environmental
Sanitation/Infection Control Palicy 9.54," revealed
the facility's dish machine rinse cycle should
reach 180 degrees Fahrenheit {F) to ensure
proper washing and sanitizing of dishes and
utensils.

Review of the Installation and Operation Manual
for the facllity's dishwasher revealed the booster
water heater was designed to maintain a
minimum {inal rinse temperature of 180 degrees
F.

Review of the Dish Machine Temperature Chart
for November 2015 ravealed the rinse
temperalures did not reach 180 degrees on
11/01/15 or on 11/02/15 and 11/03/15 after
breakfast and noon meals,

Observation on 11/04/15 at 11:10 AM revealed
two (2) dietary staff members were running
dishes through the dish machine and abserving
the rinse temperature on the dish machine.
Observations during five (5) rinse cycles revealed
that the rinse temperature did not reach 180
degress F.

Interview with Dietary Aide # 1 on 11/04/15 at
11:14 AM revealed the highest temperature she
had seen that morning was 178 degrees F.
Dietary Aide #1 further stated they had been
washing dishes without a chemical sanitizing
agent or ufilizing the three-compariment sink.

Intervisw with the Plant Operations Manager on
11/05/15 at 4:45 PM revealed the dishwashing
machine booster heater had a heating element
that "went oul” and had been replaced in the pasi,

and ordered 6 new pilot fights for gas
range. These were received and installed
lon 11/17/15 by Maintenance Director.

ADM in-serviced dietary staff about the gas
range and dish machine operating
nstructions and proper usage on 11/4/15,

Criteria #2:

All residents in facility have potential to be
affected by the same deficient practice,
Administrator checked 24 hour reports x
past 2 weeks and no indicatlon of iliness
related to defective dish machine and/or
[2as range noted,

Criteria #3;
E)n 11/4/15 ADM re-educated dietary staff
n when and how to complete a
aintenance request form and to always
report immediately to Dietary Director
(DM)/ADM/Maintenance Director any
aulty equipment and do not use faulty
equipment and if pilot light is out then do
not turn on gas range- report to
Maintenance immediately.

Dietary staff to check dish machine
emperatures at least three times daily and
DMW/ADM/Head Cook to monitor
emperatures for correct range and if rinse
cle temperature is below 180 degrees F,
notify maintenance immediately.
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{continued F456)

F 456 | Continued From page 15
but he had not recelved a work order recently.

Interview with the Assistant Dietary Manager
(ADM) on 11/05/15 af 1:49 PM revealed she was
not aware that ihe dish machine was not reaching
180 degrees as necessary. She stated staff
should have notified her and Maintenance
immadiately.

2. Review of the "Installation & Operaticn Manual
Vulcan Endurance Gas Restaurant Range "
revised July 2008, revealed in the event a gas
odor was detected, staff was required to shut
down the unils at the main shutoff vaive and
contact the local gas supplier for service. The
manual stated that if the range had a pilot outage,
slaff should call for service.

Observation on 11/03/15 at 4:47 PM and at 6:05
PM ravealed a strong odor of what appeared to
be natural gas in the kitchen area; however, staff
said they did not smell anything.

Obsarvation on 11/04/15 at 11:21 AM revealed a
sirong natural gas odor in the kitchen.

Observation on 11/04/15 at 11:34 AM revealed
there ware four pilot lights out on the facility's
Vulcan brand six-burner range, and a strong odor
of natural gas near the gas range.

Interview with Dietary Aide #2 on 11/04/15 at
11:40 AM revealed she could not smell gas, but
stated that the pilot light on the range went out all
the tims.

Interview with the Plant Operations Manager on
11/05M5 at 4:45 PM revealed the gas range pilol
lights kept going cut. He stated he believed an

F 456 Criteria #4:

less than quarterly.

Monthly dietary equipment audits by
Dietician/DM/ADM/or designated person.

DM to report finding to QA committee no
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air vent was biowing them out. The Plant
Operations Manager further stated he believed
staff turned an the gas burner and when the pilot
light did not light the burner, staff left the gas
burner running, causing the gas smell.

Interview with the Assistant Dietary Manager
(ADM} on 11/05/15 at 1:49 PM revealed she was
aware that the gas range had four pilot lights that
kept going out. She stated she thought an air
vant was blowing themn out. She further stated
she did not know if a work order to check/repair
the range had been completed.
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1985
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type
111(000)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type |l diesel generator

A life safety code survey was initiated and
concluded on 11/03/15, for compliance with Title
42, Code of Federal Regulations, §483.70 and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following 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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