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F 000 | INTMAL COMMENTS ' F OOD| I
; i :
Astandard health survey was condqclad on ; Discisimer: Preparation and/or execution of '
1 10/20-22116. Deficient practice was identified ‘ {  the Plan of Correction does not constitute |
II with the highest scope and sevarity at "E" levei. | admission or agreemeat by the Provider of
F 248 ' 483.15(f)(1) ACTIVITIES MEET | Faeg [hepu s i s A '
§8=D INTERESTS/NEEDS OF EACH RES , i The Plln: nfl ('.;or;udion i3 prepared and/or
. ;  Execuled solely because the provisions of ,
| The facility must provide for an angoing program : federal and state law require (L The
i of activities designed to meet, in accardance with ; i m‘”’d“ maintains that the alleged
; the comprehensive assesament, tha Interests and - k‘q:‘f":z df;:‘;;l;"lﬂ:ig;ﬂ;:l:;m and ,
the physica_]. msntal, and paychosocief wall-being ‘ ; charaster as 10 limif the facilities capablliy
1 of sach resident. _ i lorender adequate care, |
1 ’ } l
! |
. This REQUIREMENT is not met as evidenced t ,' F248 =
i by. ! 1. l;iemi 4 was taken vulside by :
2 ily and not by activities st H
Based on observation, interview, record raview, : Resident #4 will be taken outside by I
and review of faciity policy, it was determined the | facility stafl’ per resident choice and ;
facility falted to provide ongoing activities to meet t documented by Activities staff
the residents’ interasts and psychosocial | Rr_uidwl# {1 was provided a mdio
well-being for two (2) of seventeen (1 7) samplad | Psior to survey exit mm_n_s by Social
‘ residents (Resident #4 and Resident #11). Tha | Service Disector. All activities '
™ . landed and refused will be
l facility, after assessing Resident #5 as enjaylng r documensed by Actlvities I
+ multiple differant indoor and outdoor activities, Directos/stalf
failed to afford the resident tha opportunity to !
f enjoy Indoor and outdoor aclivities. The facility | 2. Aone time sudit was compicied by
| assessed Resident #11 to enjoy music; howaver, l l‘:‘;"z:::: ::';lﬁ"i for ;" residents in
the facility failed to provide a radio that had bean residents had activigy e olbes e
j requested by Lhe resident. ' : Were not being met. Anyone Idesifles
: ; ! had care plan updated with actlvity i
| Tha findings include: ( prefizences and all mctivitics provided
| ' | andior refused will be documented. I
* A review of the facility policy for activitias titled | i
| “individual Activities and Room Visit Program,*
. undalsd, revealed the activiies program provided . I
individual activities consistent with overall goals of f
f an eflective activities program and activities I \ i
j offered were reflactive of the resident's Individual IJ

Dt 1150

LABORATDRY 5 OR PROVIDE |
LA O i
& deficlency which thw institution may be sxcused from correcting providing it ia determined that

Any deficihecy-+lomen! ending with an seteris (7} d yigh
cther safaguards provide sufficient protection 1o the paditints {See instructions.) Except for nursing homes, the findings atated above are disclosatie B0 days
‘of nuraing homas, the above findings and plans of correction ara disclosable 14

folowing the data of survey whathor or not a plan of comaction is providad. F
days lollowing the date these docuronts ars made available 1o the facility. if deficisncias are c'ted, an Ppproved plan of carrection is requisita to continuad

program participation,
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Ewenl 10 15TM11 Faciily ID 100437 if conlinualion sheel Fage 1of 28

FORM CMB-2587(07-99) Pravious Varsions Obsciale



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

PRINTED: 11/05/2015
FORM APPROVED
OMB NO. 0938-0391

activity interest.

1. Review of Resident #4's medical record
revealed the facility admitted the resident an
02/10115 with disgnoses of Type 2 Diabetes
Mellitus, Major Depressive Disorder,
Hyperiension, Atrial Fibrillation, Aphasia,
Dysphagia, Hemiplegia, Acute Upper Respiratory
Infaction, and Pneumonitis. Review of the
Admission Minimum Data Set (MDS) assessment
dated 02/10/15, revealed the resident's daily
decision-making capabilities were moderataly
impaired which indicated Resident #4 was not
able to be interviewed, Review of the Admission

MDS assessment dated 02/10/15 revealed
Resident #4's activity preferences were as
follows: doing things with groups of people, going
outside, music, news, reading, animals, and
participating in religious services or practices,

Raview of the resident's plan of care, revised on
09/28/15, revealed the following interventions for
activities: State Registered Nurse Aides {SRNAs)
and Activities staff would assist Resident #4 to
engage in group aclivities, offer activity programs
directed toward specific interests of the resident,
provide transportation {o and assistance for

engagement in activities as needed, continue to
familiarize the resident with nursing home
environment and activity programs on a regular
basis, and arrange for the activity aide to visit and
enceurage the resident to observe specific or
designated activities {religious oriented). The
care plan further stated that Resident #4 enjoyed
walching TV, reading, and listening to music,

Review of the activity individual participation
records from January to Qctober 2015 for
| Resident #4 revealed the resident was only

! provided soma type of activity program 31 times
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:
i Re-cdueation was provided to Activitics |
F 248 | Continved From page 1 F 248 Dirccior and Activitics StafT by

Administrator on one on one program,
Activities as defined by F248, activities
process and documenting one on one s
well os refusals of octivities. Completed
11/03/15. Hospice provider will be met with
by Social Services Director and plan p in
place that with each visit with resident that
all issues and needs will be communicated
to facility staff prior 1o hospice leaving the
facility. Completion date 11720115 . All
direct care staff will be re-educated by
Education Training Director on activity !
program, offering resident activities and

ensuring that Activitics Ditector is aware of
refusals by 11/11/2015

An audit will be completed by Administratar once
aweek for 4 weeks on all residents identified to
meel the one on one program and reviewing the
out of room activity log atendance sheer to
ensure that Actvities staff is documenting
acvities and refusals 1o begin week of 11/16/15
An audit of 5 cace plans a week for 4 weeks will
be complered by Activities Director to eusure that
aclivity eare plan is accurate and preferences are
being met with documentation to validnte that
their activity preferences are bemg met. Audit 1o
begin week of 11716415 i

Audits will be reviewed monthly in Quality
Assurance meeting (consisting of Social
Service, Dictary Manager,  Director of Nursing,
Administrator, Maintennnce Director, Aclivities
Director) for 3 months in November, December
2015 and Janunry 2016 to cvaluate effectiveness
of ptan and make revisions and changes us
necessury
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- for the period reviewed. Tha following activities

, were documanted: music thres (3) times

; (08721715, 09/02115, and 10/07/15), read lo

| fourtsen (14) times (04/14/15, 05/068/13, 08/01/15, i |
08/10/15, 08/15/15, 06/24/15, 07/07/15, 07/15/15, i I
D&/28r15, 09/18/15, 09/23/18, 08/30/15, 10/08/15, 1

* and 10/12/15), one-on-one visits ten {10) times ’

—— e o ———— e ————

1 (04714715, 04/20/15, 04/22/15, 05/18/15, |
0572615, 06/20/15, 09/09/15, 10/05/15, 10/18/15, |

' and 10/18/15), group activity two (2) times |

| {08/21/15 and 10/15/15), and news one (1) time

1 (08/16/15). There was no documented evidence

, that the staff did any outside activities with

" Resldent #4. l [

———— a——

i
| Observation of Resident #4 on 10/20/15 at 2'53 ! i
FM revealed the resident was lying in bed in
higher room. The resident did not have a }
i television or radio tumed on, on his’her side of : ’
i the room. Further observations conducted an J !
10/20/15 at 3:69 and 5:18 PM revealed that the
! rasident was still in his/her room in bed, with no |
| television or radio tumed on in the raom, L ;
. According to the activity calender, there was : {
; gospel singing at 4:00 M on 10/20/15. !
* Observation on 10/21/15 at 10:29 AM revealed |
i that the resident was in hle/her room in bed.
i Further observations on 10/21/15 at 11:00 AM ,
ravealed the resldent was in his/her room In bed )
* with the television un and his/her eyas closad. l ,
} On 10/21/156 at 3:00 PM, Resident #4 was ' l
i l
! |
|

! observed in his/her room in bed, On 10/21/15 at |
4.03 PM Resident #4 was cbserved in his/her
foom in bed with his/her eyes open. According to

[ the activity calendar, there was a religious activity

: In the Activity Room at 4:00 PM on 10/21/15.
Observation on 10/22/16 at 10:18 AM ravealed

| the resident was in bed with his/her ayes open.

i The telavision was on and acconding fo the
Evenl 1D; 19711 Faciky 1D 100437 if continuation sheet Page 3 of 26
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_' activity calendar, there was a group activity in the
! Activity Room at 10:00 AM on 10/22/15. [ l

NAME OF PROVIDER QR SUPPLIER

| Interview with SRNA #9 on 10/22/15 at 4:47 M
revealed thet sha was cne of the mgular SRNAs _ !
| for the resident. The SRNA stated it was the l i
i responsibility of nursing staff to get residents up
| and take them to some activities, but she had not ] !
seon Activities staff provide activities it residents’ H
roome much. SRNA#8 steted that "someone | f
{ telis us” If residents need to be up for activities
| and they get them up. SRNA #9 further stated
that Resident #4's family visits often, I

— . —

‘ Interview with Licensed Practical Nurse (LPN} #5 ; i
on 10/22/15 at 4:17 PM revealed that ahe had ; |
I

i saen Activities staff read to Rasident #4, but
| coutd not remember the resident going outside or
‘ to group activities, LPN #5 stated the facility has
! many religious activities, but could not remember
: if she had seen Resident #4 go out to any of the |
! religious activities. ; i
[]
l

 Intanview with Resident #4's Family Member on

{ 10/22/15 8t 1:01 PM revealad that he/she visited
avary day and had not seen staff provide any

. activities in Resident #4's room. The Family
Member further stated that Resident #4 enjoyed

| gardening, being outside, religlous activitles, and

church singing.

———

i
. Interview with the Director of Nursing on 10/08/15

! at 6:15 PM revealed that she would expect staff
 to provide activities to the residents that they
' were assessed to anjoy

 Intarview with the Activities Director on 10/22/15
a8t 3:04 PM reveaied that she doas activitias with

! Resident #4 but had not documented all the i :
Event ID: 197M1 Faciy 1D 100437 If continuation sheet Page 4 of 26
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1]

[ activities that had been done.

= e - — —

2. Review of a querterly MDS assessmant dated ;
| O7731/15 conducted for Resident #11 revealed
the resident was alert and arientad with a 8rief
 Inlsrview for Mental Statys (BIMS) score of 15, [
| Accomding to the most recent comprehensive I
1 MDS, dated 04/30/15, Residant #11 was ,
'
I
t

, Assessed for the activity of being abie to listen to

" music as vary important to the resident. Review

 of ihe Bativities participation records for Resident

, #11 from Januery to October 2015 revealed na

| documentsd evidence that the facility provided
any muslc activities for Resident #11.

i Interview with Residant #11 on 10/22/15 at 2:00 j
PM, revealed the resident {lked music and did nat
getto llsten to music bacause It was hard for her I
{ to physically go to music activities. Resident #11
stalad “someaone” at the facllity wes going to get a
radio so the resident could listen to music in [
! hiafmer room, but the resident could not |
l' remember the date, i l
|

e e ettt i

'a review of a hoeplca note from a visit dated
| 10114115 revealed & desire that was most

important to the resident now was to have a radlo '
§ to be able to Ksten to music. .I

| An interview conducted with the hospice Social i
[ Worker on 10/22/15 at 3:20 PM revealed when

she had visited the resident on 10/14/15, the 1

! resident hed requested a radio, and according to i

 tha Social Worker, she was trying to find one for i

i

I

——— e e

. the residant. The hosplce Social Worker steted
. ahe had not considered coordinating the request
I with Ihe facllity ar with the Activities Director.

S — e

,I Aninterview with the facility Social Worker on ,I I]
Event (D; 187M11 Focikly 1D: 100437 if continuatien sheet Page 5 of 26
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F 248 Continued From page § F 248} I
i 10/22/15 8t 2,15 PM reveated sha was not aware | I
! of the resident's raquest for a radio or ta listen to |
: music in the resident's room. The facility Sociat )
Warker stated that hospice did not communicate i
concerns from every hosplce visit with the facility. ,

|

| An interview conducted with the facility Activities
Diractor on 10/22/15 at 2:25 PM revesled she

+ had music players resldents could use in their
rooms, but was not aware that Resident #11 had

! requasted a radio to listen to music in the
resident’s room. According to the Activities

; Director music activities wara offered by the

: facility In the dining room, but the resident refused ;

to attend group activities, | | }

F 282 | 483.20{k){3)(ii) SERVICES BY QUALIFIED F 282!
$S=D , PERSONS/PER CARE PLAN | |
i
, Tha services provided or arranged by the facility f
must be provided by qualified persans in
: I. Resident ¥24 8 and # 9 wes scen by in-house
eccordance with each rasident's written pfan of I podiatry Prime-Source service on 102318 per
Leare. facility established list compiled by Direcror of
; Nursing and Social Serviees Dircctor on
, | 1074/15 Resident # 2, # 3, & 9 tocnails were cut
This REQUIREMENT Is not met as avidenced ; end trimmed end documented in the resident
s by | medical record.
Basad on observation, interview, record review, 2. A one time skin sudit will be conducted by wound
1 and facility policy review, it was determined the nurse on 6l vesidents in the facility to identify ir
| facity failed to provide services in accordance ' any residents need nail care by i 1/202015.
* with the plan of care to maintain grooming and i Pﬂ!:‘-"’l-_"@;lpf:_‘"?l'j‘ly 'GE l-:“ h'i;‘{:‘:;}?:"
residents in (e facility wi permissi
| personal hyglene for three (3) of seventeen (17) ' trested asof 11/5/15. Any residents ideniified on
; sarrtpled residants (Residents #2, #8, and #9). skin audit by Woutnd nuese (o need naif care will
i Review of the plan of care for Residents #2, #8, i have nail care provided by qualified persons.
and #9 revealed each resident had intervantions i
to assure toenails were groomed. Observations !
| on 10/20/16 and during skin essessments on l
| 10r22115 reveated residents had long untimmed , ;
| toenats. i i !
i 3 | H
Evend 1D 197N Facidy ID- 100437 if continuation aheel Page 6 of 78
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F 282 | Continued From page B ' F 282 |
I The findings tnclude: | | .
: Intarview with the Director of Nursing (DON) and i ! |
| Administrator on 10/22/15 at 8,20 PM revealed i '
. the facility did not have a policy regarding ' H
folowing a resident's care plan. 3. All nersing staff will be recducated by Education ‘
, training director on when to perform nail care,
Raview of the facility's policy, Oral Care feporting to nurse when a resident needs nail care i
Policy/Grooming/Nall Care, undated, revealed l and when to schedule podistry in house, i
that residents were to have nails checked with Completion date 1 1A0S/15. Wound care nurse [
will be re-educated by Education Tralning
, Morning and avening care to ensure grooming | Director one on one in addition to all nursing
; dignity. The policy further stated that the nurse 7 stafTin-3ervice on providing nail care and i
| was to check toenails during weekly skin | identifying when a resident necds nail carc when ;
- gssmssments. . providing weekly skin assessments by 11/15/15, j
; " I 4. Unit Managers/ Designes will complee § mndom !
1. Review of Refldant#a s medical record t skin sudits weekly for 3 weeks 10 cnsure that najls i
I revaaled the facility admitted tha resident on I are being trimmed and cut I needed.  Audit ro i
0411 2/13 with diagnoses that included Acute begin week of November 16, 2015, Director of f
|' Pancreatitis, Tremaor, Hypothyroidism, Dementia l nursing wil! randomiy observe 2 residents a day ‘
without behavioral disturbance, Anxiety Disorder, ! Monday-Friday for 4 weeks ta ensure that
| and Major Depressive Disorder suditing is effective at identifying resident need of
P : i nail care, Audit to begin week of 11/23/15. Prime- :
: source documentatian will be reviewed after ;
Review of a Quarterly Minimum Data Set (MDS) | cvery visit by the Unit Mansger an an ongoing '
assessment dated 068/25/15, revealed Residant basis to ensure that patients are seen and needs
#8 had a Brief interview for Mantal Status (BIMS) have been mec To begin week of 11/16/15 ,
" score of 13 indicating the resident was !
1 interviewable and required the tota) assistance of ] ‘ '
+ two persons for peraonal hygisna, Review of f
| Resident #6's plan of care dated 08/17/15 t l
; ravealed staff was to get assistance when i l I
! trimming the resident's nails related to hand ] ;
 tremors, i I
| I l A
Observation of Resident #8 an 10/20/15 at 3:.00 : i
| PM and interview at the time of the obsarvation I
| revealed the rasidant had long toenails in need of } _
! trimming and was requesting to have them i | |
| rimmed. : ! :
Event 10: 197011 Facity iD* 100437 It continuation shest Page 7 of 26
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| Cbservetion of a skin asgessment for Resident

| #8 on 1Q/22/15 at 9:52 AM with Licensed

| Practical Nurse (LPN) #3 revealed the rasident's

" loenails were long and in need of Frimming.

i

+ Interviaw conducted with LPN #3 on 10/22/15 at

| 9:52 AM reveated that Resident #8 goes to
Podlatry to have his/her toenails trimmed and
was unsure when the resident last saw the
podiatrist.

; Interview with State Registered Nurse Aide

|‘ (SRNA) #6 revesled that the Podlatrist cuts the
resident's toenalls and if the Podlatrist was not

| available the SRNA was to assess the nails

" during shower day and report to the nurse on duty

| and the nurse was o trim the nails,

2, Review of Resident #8's medical record
ravealad the facility admitted Resident #9 on
04/28115 with diagnoses that included Thoracle,

+ Thoracolumn, and Lumbosacral Inverted Disc

' Disardar, Type 2 Diabetes Meilitus with diabetic

, neuropathy, Paln, Vitamin D Deficlency,

! Gastroesophageal Reflux Disease, Hypartension,
Anemia, and Dementia without behavioral

, disturbance.

f

‘ Review of 8 Quarterty MDS zssessment dated
08/08/15 ravealad Resident #9 had a BIMS score

' of 14 indicating the residant was Intsrviewable
and required the assistance of one person for

1 pamsonal hygiena. Review of Resident #8's plan

| of care revealed that a Podiatry consuitation and

, trastment would be provided as indicated.

i
| Observation of and Interview with Resident #9 on
10/21/15 at 8:55 AM revealad the resident had

5. Audits will be reviewed monthly in Quality
Assurance mweeting (consisting of Social
Service, Dictary Manages,  Director of Nursing,
Administrator, Maintenance Director, Activities
Director) for 3 months in November, December
2015 and january 2016 1o evaluale effectiveness
of plan and meke revisfuns and changey as
necessary. Prime-source treatment list wil! be
reviewed in QA monthly an an ongoing basis,

T s —

ulsels

D — - = s

T m—

|
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F 282 | Continved From page 8 i

; long toeneils in need of timming and was I

requesting to have them timmed. I

t
| Observation of a skin assessmant for Resident i ]

#9 on 10722/15 at 9:35 AM with LPN #3 revesled
the resident's toenails were long and in need of
| trimming.

[

i Intarview conducted with SRNA #8 on 10/21/15 at "

- 8:55 AM revealed the Fodiatrist normally cuts J

Residant #9's toenails. SRNA #8 further stated |
that SRNAs assessed the naiis during :

showers/baths and reported to the nurse if l

! toenails were iong and needed to be trimmed.

II interview conductsd with LPN #3 on 10/22/15 at
9:35 AM revealed the SRNAS wane to assess
nails during showers/baths and report to the

| nurses if any care was needed. LPN #3 stated if h

1 @ resident was diabetic then only a nurse could !

, trim the resident's nails. l

I
! Interview conducted with the DON and ;
| Administrator on 10/22/16 &1 6:20 PM revealed i
that nail care should be provided on shower days
; and completed with skin assassments. The DON I l :
!
t
|

and Administrator stated staff should not wait on
, Podiatry if toenalls need to be trimmed.

t

' 3. Observation on 10/21/15 at 9:05 AM revealed

i Rasident #2 had long toenails on both feet A

| complate observation was not conducted at that
lima because the residant had heel protectors on ; :

* and all of the toenails could not be s=an. !

| Howevar, at 11:20 AM, observation during :

| perineal/catheter cars and a skin gssessmant

' with Registarad Nurse {RN) #1, SRNA#1, and |

' SRNA #2, revealed four dark yallow toenails, two ;

, ‘on each foot, that curled over the resident's toes. | l

EventiD: 187MIt Faciky 1D, 100437 if continuation sheet Page 9 of 28
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F 282 Continued From page 8 I
H

! Review of the record for Residant #2 revealed the I

* facility admitted tha resident on 07/058/13 with |' ’ l
!

F 282

N —t—

, diagnoses that Included Multiple Sclerosls {MS),

) Dysphagia, Paralysis of Sciatic Nerve, Chronic
Leg Pain, Neurogenlc Bladder, Recurrant Urlnary
Tract Infections, Dementis, Behaviora)
Disturbances, Lagally Blind, and Depression.

i Review af the Minimum Data Set {MDS) dated

. 07/1116 revealed Resident #2 required extensive
assistance with personal hyglene. Review of the

i Comprehensive Care Plan revesled Resident #2

; hed a sell-care daficit due to the diagnosis of MS,

: The goal was for Regident #2 to "be neat, cleen,

i and wall groomad dally" and the approach was

! for "'setup, cue, and assist as needed” with

: Activilies of Dally Living (ADL); however, the care

! plan did not specifically address nall care.

T e — . S—
e ——— o

" Interview with SRNA #3 on 10/22/15 at 10:47 AM

: revealad nall care was to be providad to residents
on shower/bath days. SRNA #3 further stated

, she provided Resident #2's shower on the

1 evening of 10/17/15. SRNA #3 stated that when
she provided a shower for the resident, Resident

! #2 racaived shampoo, bath, and toenails cut

| uniess Resident #2 was agitated. SRNA #3

, stated when Resident #2 was agitated SRNA #3

‘ made the nurse aware that Residen! #2's toenails
neaded to be cul. SRNA#3 did not remember if

; @ nurse was made aware that Resident #2's

" teanaile needed to be cut on 10/17/15, [

+ Interview with RN #2 (telephone interview) on I

| 10/22/15 at 10:30 AM revaated she completed

! the skin sssessmant for Resident #2 on 10/15/15 '
and all wounds had healed. RN #2 stated sha

; could not recall If thare was & problem with l

‘ Resident #2's tosnalls. She stated if the toenalls : |

Eveni |1D: 167TMT) Facidily ID. 100437 ¥ continuation shaet Pags 100of28
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F 282 | Continued From page 10 F 282 :
, had besn long, they would have been cut at that ! ]
" time or RN #1 would have been made awars to ,
clip the toanalls. i i
F 312 ' 483.25{(a)(3) ADL CARE PROVIDED FOR ' F 312, '
SS=p ; DEPENDENT RESIDENTS i ’
Arasident who ls unable to carry out activities of ’ En2
: daily living receivas the necessary services o |
, maintain good nutrtion, grooming, and personal | 1. Resident #2, # 84 9 and was seen by in-house !
and oral hygiene, podiatry service on 10/23/15 per facility I
1 established list compiled by Director of Nursing |
and Saciol Services Dircctor 10714415, Resident f
. H2 N8 RO toicnails were cut and trimmed and |
d ented in th id icnl 5 !
| This REQUIREMENT is not met as evidenced TCimonied T the pesident madical record |
by: | 2. Aone time skin audit will be conducted by wound ¢
_| Based on abservation, interview, record review, ; nurse a{:i:l u;ig:m_ilu the l‘mh‘ty to identify if 1
. and faclity policy review, it was dstarmined the any residents nail carc provided by
 fniy falle o provid recessary services o e o P s e
| mainiain grooming related to nail cara for three who signed permission to be treaied. Any I
{ {(3)of seventeen (17) sampled residants i tesidents identified on skin audit by Wound nurse
(Residants #2, #8, and #8). Review of the plan | to rieed nail care will have nail care provided by
of care for Residents #2, #8, and &9 revealad : qualified persons.
intarventions to clean and trim toenails on bath
. 3. Al nutsing stall will be reed
: days as necessary. Observations on 10/20/15 training .ﬂfm :n whmn; :::f;::nb:aligld::::'m lI
and during skin assessments on 10/22/15 reporting to nurse when a resident needs nail care
revealed the residents had long untrimmed 2nd when to schodule podiatry in house and/or $
toanails, i send (o Podiamist. Completed 10/29/15. Wound !
| care nurse will be re-educated onc on one by |
) | Education and Training Director in addition to al}
1 The findings Include: nursing stafl education on providing neil care and
. l identifying when a resident needs nail care when
! Review of the facllity's palicy, Oral Care providing weekly skin nssessments by
Policy/Grooming/Nall Care, undated, ravesied = 117207203 5.
, that residents were to have nails chacked with ' i
| moming end evening care to ensure grooming ;
dignity, The policy further stated that the nurse
was to check toenails during weekly akin
assessments. '
i | - |
/ 1 !
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F 312‘ Continued From page 11
1. Review of Resident #8's medical record
| revealed the facility admitted the resident on
' 04/12/13 with dlagnoses that inciuded Acuts
* Pancrestitis, Tremor, Hypothyroidism, Dementia
without behavioral disturbanca, Anxiety Disorder,
" and Major Depreasive Disorder.

Review of a Quarterly Minimum Data Set (MDS)

| assessment dated 08/25/15, revealed Resident
#8 had e Brief Interview for Mental Status (8IMS)
score of 13 indlcating the resident was

interviewable and required the total assistonce of

l two persons for persona! hygiens. Reviaw of

' Resident #8's plan of care dated 0B/17/15
revenled staff was to get assistance when
trimming the resident's nails retatsd to hand

! tremors.

| Observation of and interviaw with Resident #8 on
10/20/15 at 3:00 PM revesled the resident had

l long toenails In nead of trimming and was

» requesting 10 have them trimmed,

H

i Observation of a skin assessmaent for Resident
#8 on 10/22/15 at 9:52 AM with Licensed
Practical Nurse (LPN} #3 revealed the rasident's

' toenalls were long and In need of trimming,

{

Interview conducted with LPN #3 on 10/22/15 at
| 9:52 AM revealed that Res|dent #8 goes to
Podiatry to have hisfher toenails trimmed and

1 Was unsure when the resident Iast saw the

' podiatrist. LPN #3 stated the facllity did not have

' 8 podiatrist at thie time and had recently hired
one, but waa not sure when he would be coming.

! Interview with SRNA #6 revealed that the
; Podiatriat normally cuts the nails but if hefshe Is
not here then the SRNA agssassed the natls

4. UnitMenagers will complete 5 random skin
audits weekly for 4 weeks to ensure that nail cars
is being provided. Audit to begin week of
November 16, 2018, Director of nursing witl
randomly observe 2 residents a day Monday-
Friday for 4 weeks 1o ensure that auditing Is
effective at identifying resident need of nail care.
Audit to begin week of | 1,23/15

5. Audhs will be reviewed monthly in Quality
Assurance  meeting (consisting of Social
Servico, Dietary Manager, Directar of Nursing,
Administeator, Maintenanes Director, Activities
Director) for 3 months in November, December
2015 and Janvary 2015 ip eveluate effectivencss
of plan and make revisions and thanges pa

necessary

—

,!
!

—— e c—
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F 312 Continued From page 12 F 3121'

i during showars and reported to the nurse and
they are responsible to trim nails. i

NAME OF PAOMUER OR SUPPLIER

. 2. Review of Resident #9's medicai racord , [
. revealed the facility admitted Resident #0 on

, 04128115 with diagnoses that included Thoracic, | i
| Thorecolumn, and Lumboaacral inverted Disc ' '

, Disorder, Type 2 Diabetes Mellitus with diabetic

: neurepathy, Pain, Vitamin D Deficiency,

! Gastroesophageal Reflux Disease, Hypertension,
Arnemia, and Detnentia without behavioral

 disturbance.

l Review of 8 Quarterly MDS assessment dated

| 0B/08/15 revezled Resident #9 had a 8IMS score

| of 14 indicating the resident was Intarviswable

. and required the agsistance of one person for i ]
personal hyglene. Raview of Rasident #9's plan i i

; of cars revealed that a Podlatry consuitation and | |
treatment would be provided as indicated. |

e

i AM revealed the resident had long toenails in
* need of trimming and was requesting to have
| them trimmed.

!
Observation of Resident #9 on 10/21/15 at 8.55 ! ;
|

! Observalion of a skin assessment for Residant ! i !
#9 on 10/22/15 at 8:35 AM with LPN #3 revealed l
the resident's taenails were long and In need of

|
trimming. i ]
!

|
|

! interview conducted with Siale Registerad Nurae
Aide (SRNA) #8 on 10/21/15 at 8:55 AM revealed

- the Podlatrist normaily cuts Resident #6's

| toenails. SRNA #6 further statad that SRNAs

: 8ssessad the nalls during showers/baths and

| Feporied to the nurse if toenails were long and

|’ needed to be timmed. ;

: i
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F 312j Continued From page 13 F312,

|
Interview conducted with LPN #3 on 10/22/15 at
| o:35 AM revealed the SRNAS were to assess f
nalls during showers/baths and raport to the i .
nurses If any care was needed, LPN #3 stated If
| & resident was dlabetic then only e nurse could ,
i iim the resident's nails. i

' Interview conduciad with the DON and
Administrator on 10/22/15 at ;20 PM revealed

| that nail care should be pravided on shower days
and completed with skin sssessments. The DON

| and Administrator statad staff ahould not wait on

‘ Podiatry if loenails needed to be timmed.

e —

| 3. Review of the record for Resident #2 revealed

i the facility admitted the resident on 07/09/13 with

. disgnoges that included Multipls Scleroais (M8),

. Dysphagia, Peralysls of Sciatic Nerve, Chronic
Leg Pain, Neurogenic Bladder, Recurrent Urinary

| Tract Infections, Dementia, Behavioral
Disturbances, Legally Blind, and Depreasion.

+ Review of the Minimum Data Set (MDS) datad
07/11/15 reveslad Resident #2 required extensive
assistance with persona! hyglens. Review of the

{ Comprehensiva Care Plan revealed Resident #2

i had a self-care deficit due to the diagnosis of MS

| with decreesad mobility. The goal was for

, Resident #2 to "be neat, ciean and well groamed

f daily" and the approach was for "setup, cue, and

, Basist as needed" with Activitias of Daily Living
(ADL) and to "complete waekly skin assessment

! and decument in akin inspection.” Furiher review

i of the record revealed no documented evidence

| of Resident #2's long toenails.

T r—— —
e . e e - o 4

s s e e

e —— et e
— e ——

.’ Observation on 10/21/15 at 9:05 AM revealad
Resldent #2 had long toenalis on both feet. A
complets cbsarvation wes not conducted at that

| ime because the resident had hesl protectors on
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| .
F 312, Continved From page 14 |!
and all of the tosnalls could not be sgan.
However, at 11:20 AM, observation during i
Pperineal/catheter care and a skin asgesament |

| with Registered Nurse {RN) #1, SRNA#1, and
1 SRNA#2, revesled four dari yellow toanalls, two
' on each foot, that curled over the resident's toes.
[
| Interview on 10/22/15 at 9:53 AM with LN #1 f
| {Unit Manager) revealad nurses monitor nait care ]
» through skin sssessmants that are done weekly. |
* She further stated that staff documented by |
- @xcaption and unless tharg was a problem there i
weuld be no documentation other than the A
assessment being completed, f {

et S

' Intsrview with RN #2 (telephone Interview) on !

10/22115 at 10:30 AM revealed she complated 1

| the skin assessment for Resident #2 on 10115/ 5 |

' and afl wounds had heslad, RN #2 stated she

! could not racall if thers was a problem with ‘

| Resident #2's toenails. She stated if the toenails [
| had been long, they would have bean cut g that

[ time or RN #1 would have been made aware o '

!

F

; Clip the toanails,

!
; Interviaw with SRNA #3 on 10/22/15 at 10:47 AM !
" revealed that Resident #2 had racelved a shower \ i
on the evening of 10/17/15 provided by SRNA #3. ,
| SRNA#S further stated that when SRNA #3 ; I I
- Provided 8 shower, Resident #2 received I
ehampoo, bath, and toenailg cul unfess Resident [ ! I
l #2 was agitaled. SRNA #3 stated when Residant | ’ I
#2 wag agltaled, SRNA #3 made the nurse awara i
l that Resident #2's toenaiis needed to ba cut.
| SRNA #3 did not remember if a nurse was made
' awere that Resident #2's toenails needed to ba
cut on 10/17/15,
F 371! 483.35(j) FOOD PROCURE,

I ]
| |
Farn |I ,’

—— e —
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! ‘ DEFICIENCY) \
| -
1 ]
F 371" continued From page 15 ! Far’ i
§8=£ ; STORE/PREPARE/SERVE - SANITARY : ! .
! i I Employees in the kitchen including the )
| The facility must - ] [ new dielary manager were
* (1) Pracura food from sources approvad or i | immediately re-cducated by a tenured :
| considered salsfactory by Faderal, State or local E'nm g;"r:g .,'f'f.';'c';ﬁ'u“;',f‘”"’ |
i autharities; and i : compartment sink and proper {
; (2) Store, prepare, distribute end serve food | immersicn time and temperature ]
i Under sanitary conditions ; ] requitements for sanitizing dishes in ;
[ the 3 compartment sink and how 10
; I calibrate u thermometer with reiamn l
i ' demonstration. Documentation was i
i i also provided by Regional Dietician
: for sdditional reference. Re-educatica |
| ; was compleird prior to survey exis on i
| i 1021115, New updated three ’
] i compartment sink chemical dispenscr .
. ! wes installed 10/22/15 nnd all :
| Thie REQUIREMENT is not met as avidenced cmployees in the kitchen were |
by ‘ educated on proper use by the Ecolab
' Based on observation, interviews, raview of ! representative, Christopher Hmifeld !
,' facility policies, and review of manufacturer's I prior to survey exit. Sutveyor v ag {
| guidelines it was determined the facility falled to i ,' present and had staff demonsirate use
i store, prepare, distribule, and serva food under | of 3 compartment sink.
sanltary conditions. Observations on 10/20/15 ; o . ill be i
 reveaied the facility Kitchen staff failed to | etary employces will be given a
{ calborate tharmomaters to ansure food was ! ‘ ::';f;"g;i;ﬂ::g"wﬂﬂ::u’; '
! served al an eppropriate temperature, and falled i f demonstration with all sanitary
| to follow the manufacturacds guidelines for testing i equipment in the kitchen to ensure I
| tha three-compartment sink to ensure proper | proper usage and understanding a3
 sgnitation of dighes, . ; Ll vl m"':;:':;‘“;:‘,mm !
: H foods '+ J ]
' , l l distributed, and served under sanitary
) The findings include: | - conditions and af cooking utcnsils and
. H dishware sanitized o meet !
! Review of tha facility's palicy, "Three ! 1 requiremests by November 16, 2015 '
* Compartmaent Sink," no date, revealed the i | o identify any additlonal education
« following procedure was to be foliowed for the I [ :"a‘:r“‘“'“‘ needed for the dietary '
| Sanitation of dishes washed in the i ’
. three-compartment sink: 1) fill aink 1 with water ! ]
with the water tamperature to at least 110 | ! !
| degrees Fahrenhelt; 2) fil sink 2 with rinse watar . | i
or leave the sink empty If you spray-rinse ilems; L i ;
Event ID: 197M11 Facdity 10+ 100437 If continuation shaet Page 180f28
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least 200 parts per miliion {Ppm) prepared with
| warm water, 4) Allow dishes to air dry, do not

: hand dry. The policy did not address how often
orwhen to check the sanitizer.

Review of the facility's policy, "Caiibraling a
Thermometer,” dated June 2009 revealed

" instructions to calibrate a thermometer. The

! following instructions were given to calibrate a
thermometer using the ice water method; fill 3
large glass with finely crushed ice: add clean tap
water (o the top of the ice and stir well: immerse
the food themmometer sterm a minimum of two {2}
inches into the mixture, touching neither the sides
nor the bottom of the glass; wait a minimum of 30
secands before adjusting (for eass in handiing,
the stem of the food thermometer can be placed
through the clip section of the stem sheath and,
holding the sheath horizontally, lowered inlo the
water), without removing the stem from the ice,
hold the adjusting nut under the head of the
thermometer with 2 suitable tool and tumn the

; head so the pointer reads 32 degrees Fahrenheit.
I The following instructions were given to calibrate
a thermometer using the boiling water method:
bring 2 pat of clean tap water to a full rolling bail;
Immerse the stem of a food thermometer in
boiling water a minimum of two (2) inches and
wait at least 30 seconds (for ease in handling, the
stem of the food thermometer can be placed
through the clip section of the stem sheath and,
holding the sheath horizontally, lowered into the
bailing water); without removing the stem from
the pan, hold the adjusting nut under the head of
the food thermometer with a suitable tool and turn
the head so the thermometer reads 212 degrees
| Fahrenheit,

3 All Dietary staff will be re-educated on
cquipment usage, ianitary
requirements for cooking utensils,
dishware and thot all foods musi be
stored, prepared, distributed and
served under sanitary conditions by the
Dictician/and or Dictory Manager by
November 16, 2015

4. A sanitation audit will be completed
by the dietary manager and forwarded
to the Adminisirator and Regionat
Dietician weekly for review {0 ensure
that senitation requin:men;s are being
mct and that any identified issues are
resolved. Audit to begin week of
Navember 92015 1g pe completed
ongoing with no end date. Dictary
Manager will observe kitchen stail’
cattbrating a thermometer 2 x 2 week
for 4 weeks beginning weck of
November 10, 2015 1o validate that
stadf ere calibrating thermometers and
are doing so properly Ongoing alog
will be completed weekly validating
that thermometers are calibrated and
reviewed weekly by Dictary Manager
Administrator wil] alsp complete a
sanitation audit weekly for 4 weeks 1o
ensuse that sanitation and foad
Ppreparation is being followed, Audit
lzo b;'gin the week of November 186,

ui

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-D391
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F 371 | Continued From page 16 F a7
3) fill sink 3 with hot water to a temperature of
171 to 180 degrees Fahrenheit or use sanitizer at
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o9 | SUMMARY STATEMENT OF DEFICIENCIES - D PROVIGER'S PLAN OF CORFECTION o
(EACH DEFICIENCY MUST BE PRECEDED BY FLLL 1 PREFX | (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PREFIX |
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) [ T
DEFICIENCY)

1
H ] {
O T [4 T
F 371! Continued From page 17 F3r1; ‘
{
| Review of the facility training handout, “Everything ] !
you Always Wantsd to Know about Bimstalic ! ‘
' Stemmed Thermometars... But Were Afraid to !
! Ask” Section D revealed, “Thermometers shouid
y be calibrated regularly to ensure accuracy, a. At
: tha start of each shift. b, Any time that they are
' droppad. c. Any time that they are exposed to
l axtreme changes In temperature.”

5. Audits will be reviewed monthly in
Quality Assurance meeting (consisting

: Reviaw of the directions for use of the sanitizer ’ of Socio! Service, Dietary Manager,
Dircetor of Nursing, Admmistrator, |

| ravaaled that tha "required water temperatung
; should be from 65 degrees to 75 dagrees (room | ! S{Idnmt;lrrlceJDlucg.iAgi:iuu
temperature)” and there should be from 150 ppm i rectar) for 3 months in November,
December 20135 and January 2016 to
| to 400 ppm of sanitizer present in the waler, evaluste eilectiveness of plan and make
fevisions snd changey ns necessary

— e s

; Raview of the three-compartment sink Sanitizer
' Log dated Oclober 2015 revaaled that the
! morning and ncon sanitizer leve! had only been
| chacked one time on 10/04/15. The log further
{ rveslsd the night level had been checked avery
i dey and had a reading of 300 ppm sach Hme

except for one resding on 10/08/15 and it was !

‘; 1130715
200 ppm. ' ’ l

|

|

|

l

N ——_ et e

: Obsarvation on 10/20/16 at 11:40 PM revesled ,
Cook #2 was taking food temperatures an the )

' serving line in the kitchen, Cook #2 was asked :
how often the thermometer was calibrated and l
Cook #2 replied that she did not know. Further

1 observation revealed Cook #2 then went to the '

| sink and placed four thermometers in a cup of hot |

| tap watar from the sink.

| Interview with Cook #1 at 11:45 AM revealed that

| o calibrate Ihermometers, staff was ta place the

; tharmometers In hot watar and when they

‘ reached the same temperaturs, they were
calibrated.
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43D - SUMMARY STATEMENT OF DEFICIENCIES | 10 i PROVIOER'S SLAN OF CORRECTION oy
PREFM | {EACH DEMCIENCY MUST BE PRECEDED BY FULL PREFIX {EALH CORRECTIVE ACTION SHOULD BE COMPLETION
CROBB-REFERENGED TO THE APPROPRIATE | DAt
i

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG 1
DEFICIENCY)

i [ f
Far _| Continued From page 18 !
' interview on 10/2015 at 3:39 PN with Cook #2 i
' revealed she had worked in the kitchen for three i i
years and she had never calibrated a ! ) {
I ’ |
t \
' [
|
1

| thermometer,

'
| Obaervation on 10/20/15 at 12:35 PM ravealed

i Diatary Aide #2 set up the three-compartment ;
sink. Dietary Aide #2 then took a sanltizer | !

. reading that indicated the sanitizer was weil below i I
; the minimum of 200 Pem required for adequate | f
1' sanitation. |
1

| Intarview with Distary Aide #2 on 10/20/15 at
; 12:40 PM revealed that she was toid to fil the |
sink up to the lins and push the button ane time : 'I
i lo add tha sanitizer. The Dietary Aide stated that
o one was assigned to check the senitizer ieva),

1 10/22/15 at 4:45 FM ravealed that when new staff
" starts they ars put with tenured staff and they do
,on the job training, The DM stated all staff should
, know how to calibrate thermometers and all staff !
; should follow the manufacturers guidsfines for i.
« the sanitizar and know how to propeyy test the !

! sanifzer sojution, !

|

!
!
{ Interview with the Dietary Manager (DM) an ! ]
I
]
]
|

J Interview with the Technician on 10/22/15 at I ;
12:55 PM revealed even though the sanilizer |
dispenser said to push the button one time he !

, had to push it three times to get the correct f |
sanitizer concentration; he said the current ! |

' .l
i

e e

= - i

! dispensar was vary old and it was not putting out
| enough sanitizer in the watar.
F 441 ’ 483.85 INFECTION CONTROL, PREVENT i F 441

SS=D ' SPREAD, LINENS ; !
1

l
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106/22)2015
NAME OF PROVIDER OR SUPPLIER STREET ADDREES. CITY, STATE. 2IP CODE
411 BERTHA WALLACE DRIVE
IRVINE NURSING AND REHABILITATION CENTER IRVINE, KY 40338
9o ! SUMIARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION [ on
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL - { PREFIX {EACH CORRECTIVE ACTION SHOLILD BE ! coumenon
16 | REGULATORY OR LSC IDENTIFYING INFORMATION) , T CROSS-REFERENCED TO THE APPROPRIATE i DATE
' DEFICIENCY) :
1 { i
: . |
F 441, Continued From page 18 F a41] :
{ The facility must estabilsh and maintain an |
. Infectlon Control Program designed to provide a A '
sefe, sanitary and comfortable environment and {
i to help prevent tha devalopment and tranamission [ Fad1

! of disease and Infection.

1

* (a} Infaction Control Program

: Tha facility musi establish an Infaction Control

¢ Program under which it -
(1} investigatas, controls, and pravents Infections
in the facility;

I (2) Decidas what procedures, such ps Isolation,
should be applied to an individual resident; and

i (3} Maintains a racord of Incidants and corrective

!' actions related 1o infections.

1. (‘m';iﬂed Nursing Assistant thag was identified
dunng Survey as not following appropriate hand-
washing was in-serviced ong BN one on proper
hend-weshing andg infection contral Ppructicas by
Education and Training Director on 1622212015
prior to survey exit,

—— o
T e e L e

i
on hand-washing practices and overnj| Infection
control practices by the Unie Manager 10 identify

if there are other empioyees that are nog Followmg

. proper hand-washing and infection conirg)

! (b) Preventing Spread of Infection practices. Those employees identified were

i n the Infaction Control Program immedintely cducated. Completion datz | L/b6/1 S,

determings that a residant needs Isalation to
' prevent the spread of infaction, the facifity must
| isolate the resident.
" (2) The facility must prohibit employeas with a
' communicable disease or Infectad skin lesions
' from direct contac! with residents or their food, if
i diract contact will transmit the disaase,
f (3) The faciity must raquire staif to wash thalr
! hands after each direct resident contact for which
| hand washing Is Indicated by accepted i
| professionel practice. |

i

'

3. Allstalfwas re-educated on proper hang. 1

'\;:shin‘g and infiction conrmyl practices by :
ucation Training Director- € lets

rs g ompletion dage ;

t

|

e ———— ——

(c) Linans
| Persannel must handle, stora, process and
' ransport linens so as o pravent tha spread of

, Infaction.

|
I
! |
|

1
!
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DEFICIENCY)
F 441 Continued From page 20 F 441

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, record reviaw,
and review of the facility's policy, it was
determined the facifity failed to maintaln an
eflective infection Contral Program designed to
provide a safe, sanitary, and comfortable
environment and to help prevent the development
and transmission of disease and infaction.
Observations during meal service on 10/20/15
revealed State Registered Nurse Aide (SRNA) #7
touched a resident and continued to pass meal
trays without sanitizing her hands.

The findings include:

Review of the facility's policy, “General Infectian
Control Policy," no dale, revealed the facility's
infection control policies and practices were
intended to facilitate maintaining a safe. sanitary,
and comfortable environment to help prevent and
manage transmission of diseases and infections.

Observation on 10/20/15 at 6:44 PM revealed
SRNA#7 was observed passing food trays to
residents in their rooms. SRNA #7 was observed
coming out of a resident's room when she
siopped In the: hall and hugged a resident
| touching the resident on the back, SRNA #7
l proceeded to the food cart, got a tray, and took it
into another resident's room and set up the tray.
SRNA #7 was then observed to go to the food
car, get anather tray, and serve it to a resident
without washing or sanitizing her hands.

Interview with SRNA #7 on 10/20/15 at 6 48 PM
revealed ihat SRNA #7 said she had not noticed
that she had not washed or sanitized her hands.

4 Anaudit wil] be conipleted by
Unit Managers and/or Education
Training Director observing §
employees a week for 4 weeks
varying all three shifts combiration
of nurses and centifjed nursing
assistants o validate that stafT are
following appropriate hand-washing
and adhering to adequate infection
control practices. Andit 10 begin
week of 11912015, Director of
Nursing will validate audits weekly
for 4 weeks to ensure compliance,

5 Audits will be reviewed monthly in Quality

Assurance meeting (consisting of Social Service,
Diclary Manager, Director of Nursing,
Admunistrator, Maintenance Director, Activities
Director) for 3 months in November, December
2015 and January 2016 to evaluate effectivenesy
of plan and make revisions and changes ag
necessary

1130135
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oo EUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION ' g
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’ ) DEFICIENCY) [
] f .'
F 441 + Continued From page 21 F 441 (
|
! interview with Licensed Practical Nurse (LPN) %2 i |
| on 10/22/15 at 4:17 PM revealed that SRNA #7 , |
shauld have sanitized her hands aflar touching { i
’ the resident and that the facility policy was to ’
sanifize their hands after every third tray served, I
{
Interview with the Director of Nursing (DON) on [ |
| 10/22/15 at 6:00PM ravealad that SRNA #7 | /
should have washed har hands afiar teuching the {
; residant, and should have besn sanitizing her f
' hands between each tray and washing her hands ] I
} every third tray when passing trays in resident |
! rooms. ! | i
F 458 | 483.70(c)2) ESSENTIAL EQUIPMENT, SAFE F 453' !
S5=€ | OPERATING CONDITION H :
F456

‘The facllity must meintain all essential
mechanical, electrical, and patient care
equipment in safe operaling condition.

[ This REQUIREMENT is not met as evidenced

Based on observation and interview, it was
datermined ths facility falled to assure that
equipment neceasary o sanitize dishas in the
| kitchen was In safe operating condition,

1 Observation on 10/20/15 revealed that the

l‘ three-compartment sink sanitizer dispensaer was
nhot dispensing enough sanitizer sofution to

! provide adequate sanitation,

‘The findings inciude:

| Intarview with the Meintenance Director on
, 10722/15 8:00 PM revealed that there was not a

|
|

|
L]
. The thres compartment Quai Senitizer
dispenser above the three compariment sink
was an older version and operated slowly
requiring multiple pushes of button to |
release multiple unitg of sanitizer. The unit
i was in working order per Ecolab f
[ fFepresentative however wes old, A new i
{ updaled sanitizer was ordered and instalted
I Prior Lo survey exil an 1042215, |

2, An audit of alf equipment in the kitchen

was completed by Administrtor and
Dietery manager 15 identify if any ather
Equipment was not working praperly or oid
and tunctioned showly. Audit completed
111215, Any cquipment identified will be
replaced by 11A0/15. Unit

i Manages/Designee will compiete a ong time

g review all equipment in Taclity to identify

| any need for equipment that is not

l functioning or working slowly by 1120715,
Any equipment identifjed will be replaced

] by 11430713,

[ _
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, i i DEFICIENCY)
1 I T
| i
F 458 '

F 458 ’ Continued From paga 22
policy that covered equipment that was not
working properily.

Review of the facility's polley, "Threa
Compariment Sink,” no date, reveslad sanitizer
was to be added to sink 3 to an amount of at least
200 parta per million {ppm) of sanitizer,

3. Re-education was provided for all dictary

’ staff by Diegary MANREr on proper uze of gl
kitchen equipment and in additon how to
use the three compartment sink Quat
Sanitirer and calibrate o thermometer with
feturn demonstration on 112013201 5 Re-

! education was provided by dietary Manager

i for dictary staff on how 10 repont to
maintenance if there js broken equipment,
how to complete & work order and notifying
Administrator and Dietary Manager |
immediately, Completion date 117162015

e ————

|

I

I

!

| Review of the three-compartment sink Sanitizar |
Log for October 2015 revealed that from 10/01115 i
to 10/20/15 the morning and noon sanitizer level I
)

1

]

t

i

|

* had only baen checkad one fime on 10/04/15 and
all readings were within the acceptable range
{200 ppm to 300 ppm).

e . et e | .
——

Observation of the sanitizar dispenser an
{ 102015 at 12:35 PM ravaaled that thers was g

| sticker above the dispenser button that said
;' "Push One Time.”

I 4 Observation of2 emplo a day M,

Friday wiil be :mnplz::dn:; Di:tzry S
manager to ensure that equipment is being
used propesly.  Awdir to begin week of
b!ovember 16, 2015, Audit of equipment in
kitchen will be completed weckly for 4

h weeks by Dietary Manager 10 ensyre that all
cquipment is functioning properly and in
working . Adminlstrator wil] complete
a walk through of kitchen weekly tor
weeks 10 ensupe complisnce with equipment,

, Observation on 10/20/15 at 12:35 PM revealed

' Dietary Alde #2 sat up the threa-compartmant
sink pushing the sanitizer dispensar button one
time, and took a sanitizer reading after the water
was up to the fill line. Observationa reveated the
sanifizer was well below the minimum 200 perts ducumentation of temp logs and averall
per million required for adequate sanitation, g sanitation to ensure compliance of abave

i _séa‘r; Audit to begin wesk of Navember 16,

e e i e

Interview with Dietary Aide #2 on 10/20/15 at l
| 12:40 PM ravealed that she was toid tg it the 5. Audits will be reviowed monthly i Quality
‘ sink up to the Hne and push the button one time in Assumnce mecting beginning in November
| order to get the appropriate amount of sanitizer, | 2015, Decerber 2015 and Jansury 20,
Team will review ang determine success and
or if revisions of the plan is necersary,

———— ———

]
. Interview with Cook #2 on 10/20/15 at 3:39 PM
fevealed that she waa told to fill the sink up to the }
line and push the sanitizer dispenser one time in 11/30/15
} order to get the appropriats amaunt of sanitizer.
!

,I Interview with the Tachnician on 10/22/15 at I | {
Event ID: tB7M11 Faciy iD; 100437 I continuation sheet Page 220f 26
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dispansar said to push the bution one time, he

! had to push it three times to get the correct
sanitizer concentration. The Tachnlcian stated

; the curment dispenser was very old and it was not

]
|
|
1

! T

]

F 458 | Continued From page 23 l
I 12.55 ravaalad even though the sanitizer ,

!

l‘ Putting out enough sanitizer in the water with just
ane push of the button.

—— ———
—————

:| Interview with the Maintenance Director on |
| 102215 at 6:00 PM revealed that he would not L
; work on the Ecoiab equipmant, that the kilchen !
: staff would elther send & work ordar of call him

! directly and let him know what the problem wag,
| and he would make surs that Ecolab had been !
| notified. He was not aware of any problems with i

l the sanitizer dispenser,

Interview with the Housekeplnngletary Manager
on 10/21/15 at 3:55 PM revealed that the
instructions for tha three-compartment sink wars
[ to il the sink with water to the fine en the sink
. with the water temperature between 100 snd 120
f degress Fahrenheit. Staff was to push the button
j on the sanitizer dispenaer one time to deliver ‘
| @nough sanitizer to have the sanitizer at 200 ppm
l ormore. The Housekesping/Dietary Manager |
i
i
]

stated she was not aware that the dispanser was
not working comractly.
F 489 ! 483.70(h}{4) MAINTAINS EFFECTIVE PEST

SS=E " CONTROL PROGRAM |
| The facility must maintaln an effective pest l
| control program so that the facility is free of pests l
| |
! f
! |

|

| and rodents,
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£ 489 | Continusd From page 24
| This REQUIREMENT Is not met as evidenced
by: ! .
Based on observation, interview, record reviaw, 1. The facility currently has a pest control program
and review of facilty policy It was datermined the through Orkin, The facility was on an aciive
treatment plan with additional plans established
facllity falled to maintaln an effective pest control and “bombing™ to be completed prior to survey
program o ensure the fachity was free of pasts, | entrance. (rkin Ropresentative came in center
Observations from 10/20/15 to 10/22/15 revealad and treated LO0/23/15 with litrle activity noted. At

roaches in the Kitchen ares.

|
i
|

7pm. Bombing occurred at 10pm on 10723715 as
previously scheduled. Upon exit, Orkin
Represeatative documented ne visible pests, i

I
I
: I
Tha findings lnciude: I
Revisw of the fadllity’s policy dated 01/01/15, [ 2, Orkin Representative was cantacted and an
titled “Pest Conirol Program,” revealed that the , a':iditlonal onshte visit wes completed to identify if
| e lhere were any pests issues in the faciiity and/or
| Facifty would meintain an effective pest control i kitchen. No visible pests were noted by Orkin.
I
"

mm ;h:te :{:dicated and contained common Completion date 10723/15

Review of the current pest control contract

revealed the facilty was contracted with a pest

cantrol agency and the contract went into effect 3. Re-cducation will be completed for all st by
Education Training Directar on work ordors,
when to notify maintenznes of'a needed issues of
cquipment and/or pests by § 17201 . Pest Contro?

binder has been put in place to documen uny

06/29/15 revealad that German Roaches had
been identified in the facliity. Further review of

the service reports for 07/20/1 5, 08117115, and 3
08/20/15 revealed that German Roachas and arers of visible pests and upon Orkin entrance
the Tech will easily be able to identify area of

I
|
on 08/16/16. Raviaw of the sarvice repart for ' ;
.
. . i

Oriental Roaches had been datected in the facility - ‘ additianal treatiment nesdes Campletion der
|
i
f
a'
|

| and had been treated, l 10723415, Service Tepons are completed with
every trestment and indieates if there is any live

Observation on 10/20/15 at 3:30 PM revealed two ‘ activily present.

roachas in the dish room crawling up the wail I
’ under the dish machine. Further investigation !
, revesled welve additional live roaches in the dish |
f room on the walls, floor, and cailing. Observation
! on 10120115 at 3.56 PM revealed a five rouch or
! the countar of the tray serving line and a Dietary

| Aide removed It.

| Obsarvation on 10/21/15 at 3:45 PM revealed a f
, live roach crawling above the three-compartiment : !
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! i | DERCIENCY) ]
] f { 1
F 468 | continued From page 25 { F 460
sink and the Dietary Manager removad it. i ’
Observation on 10/22/15 at 12;4p Py reveaied a | i ;
live roach crawiling up the wall in the dish room. ' 4. An sudit wil be completeq Weekly of Dietary i
! Manuger 1o review fior any live pests in the i
{ Intarview with Dietary Aide #1 on 10/20/15 at 330 ' .';‘:'ﬂ'm Sres. Audit 1o be ongging weekly, Any
’ PM revealed that reaches had been a problem for f éin'('!';ﬁ:': m‘:{' be documented in the Crkin
, 38veral months and that they had been “really | Degin week of m;:";‘gg- S::’"‘ to
i.x bad" at imes. | managery will complere roqm rounds daily 1
Identify if any ive pesty are PrEsent beginning |
I Interview with Cook #2 on 10/20/15 at 3:39 PM ’ week of 1 1716415 and continte for 4 weeys, ’
;w“'T:n t:natth t:ara hed been a roach probiem for I 5. Audits will be revi monthly in Qualiy :
evem - [ Assurance mecting begtaning in Novemper 201s, -]
| cember 2015 8nd January 2016, Team will '
| Intarviaw with the Dietary Manager or 10/22/15 at i Teview and detenmine success and gr If revisiong I!
4:45 PM raveaied that every time she saw of the pian is necessary ,
1173015

! roaches she nolified the Front Desk and they

’ notified the past control company,

! Manager estimated

t had to be notiffed gix or seven times since April
2015. The Dietary Manager stated the kitchen
staff made sure food wan covered or wrapped so
roaches could not getinto the food, She further
stated that roaches had been a problam for

l several months.

———

| ,

|
|
|
_1

! ;
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NAME OF PROVIDER OR SUPPLIER

IRVINE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
411 BERTHA WALLACE DRIVE
IRVINE, KY 40336

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
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K 000

INITIAL COMMENTS

CFR: 42 CFR §483.70 (a)
BUILDING: 01

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

TYPE OF STRUCTURE: Two story, Type 111
(211)

SMOKE COMPARTMENTS: Five

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (WET
and DRY SYSTEM)

EMERGENCY POWER: Type Il propane
generator

A life safety code survey was initiated and
concluded on 10/21/15, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000

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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