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: i
f . A Recertification Survey was initiated on
FOTR22M4 and concluded on 07/24/14, with : ;
; defiviencies cited at the highest Scope and ' f
P Beverity of an "F i ! i .
356 483.30(2) LRSE 8TAF ] " 356 e N
Faee i\? fQS&?;?%%TED NURSE STAFFING ; F 35‘3; This Plan of Correction constitites-our writier
. FLRAIA © allegation of compliance for the deficiency
: . ) i cited. However, sumisston of this Plan of
. The facility must post the following information on P Cogection ts pot an adimission that 3 deficiency
i a da@ﬁy basis; i exists or {hat one was cited correctly. This Plan
i o Facility name ‘ © of Comection is suhmittad to meet requirenients [
g . established by State and Federal faw.
o The current date. cstablished oy l
: o The total number and the sctual hours worked i
by the foliowing categories of licensed and F 356 {
Punficensed nursing staff directly responsible for E
resident care per shift: _ ;1. There were no residents identified in l
- Regisiered nurses. _ ' this deficiency.
: - Licensed practical nursss or licensed ; I
fvacational nurses (as defined under State . . cre . !
VOCH 10:1:_1'5 nurses {as defined under State faw). he Director of Heaith Services i
- Ceriified nurse aides. f
: : began shift-to-shift re-education with
‘¢ Resident census, IR
; I!censed murses {including LPN#2) on }
e e ; Y 7mss ling the regulation fo !
The faciiity must post the nurse staffing data 5" 14;;%;:“‘?%?6 3 %t;ﬂ' ' i'; |
o . : : ‘ aily Nurse Stafllng ds :
| spevified above on a daity basis af the beginning © poshing tho. ;1 ?) ‘]m‘f\? Sm?ff S i
i . . ) ; A RN o i el ¥y
of esch shift. Data must be posied as follows: On 7725714 the Day ! Hrse tething : |
i o Clear and readabie format. ‘ Y data was posted per repulation at the |
o lrr @ prominent place readily accessiple to : beginning of each shift for both the i
| residents and visitors. _ Skilled and Memory Care units. ‘
| The faciity must, upon oral or written request, The ciear plastic slesve was relocated i
. rmmake nurse staffing data available {o the public by the Birgctor of Plant Operations on :
Hor review al a cost not fo exceed the community - . T2% 1410 ap owside wall, in 2 |
: standard. ' rominent location clearly visible to
: ‘ ‘ pro . -
' : | residents and visitors. |
; The facility must maintain the posted daily nurss ' !
“staffing data for a minimum of 18 months, or 2 i
;required by State law, whichever is greater, |
I

LABORATORY GIRECTCORE OR PROVIGEGESURPPLIER

N : ; :
CPREGENTA] SIGNATHR I ATE
REFENTATIVES f\c)wH;n}( gxﬁ CW (zr T OATE f!

Aty deficiency statament endin ;q with an dhterisk Iy enoiss a dawency which the institution may bz excused from gomecting providing it is determined that
ather safeguards provide sufficient protection to e datients. [Ses instructions.} Except for nursing homes, the findings sizted sbove me disciosable 50 days

mféowmg the date of survey whether or ot a plan 0¥ correction s provided.  For nursing homes, the above findings and plans of comection are disciosabie 14
days following the date these dotumenis are made avaiiable to the faciiity. If deficiencies are cited, ah approved slan of carrechion is requisits to continued

program panicipation
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F 3565 Continued From page 1

met as svidenced

i This REQUIREMENT s
by
Based on observalion, interview and review of

i - the Datly Nurse Staffing form, it was determined
e facility failed (o post the Ca;f; Nurse Staffing
! data at the beginning of 2ach skift on the skilled
! § living urits. In addition, staffing Information was
Tnot dispiayed in g prominent place readily
accessible to residents end visitors on the

, Memory Care Unit.

c The findings inciude:

Untarview with the Administrator, on 07/24/14 gt

i 440 PM, revealed the facility did not have a
policy related fo the posting of the nurse staffing

fhours. She stated the facility followed the

! s requiation for posting of steffing information

1. Observation of the posted Dally Nurse Staffing

. on the skilled living units, on 07/22014 af 420 P

reveaied the posting covered all three (3] shifis

; for the 24-hour period. Subseguent observation,

) Con OF/23/14 3t §:30 AM, revealed new staffing
irformation for the skifled units was pasted, sgain

for all three (3) shifis.

i 72, Observation on the Memory Cara Unit, on
TO72314 At 12:27 PM, revealed the staffing hst

P was laying between the wall and the hand rail,

. behind the nurses’ desk. The staffing list was
sdaterd 07/23/14 and included staifing for the first,
s second and third shifts. Continued observation
“revealed the staffing information was riot eastly

i visible fo staff, residents and visitors outside the

. nurses’ station.

2. Campus residents have the
potential to be affected. ED reviewed
Resident Concern forms and Resident
Council minutes for the previous 6
months on 7/25/14, revealing no
cancerns from residents or visitors
regarding the Daily Nurse Staffing
data posting.

3. Re-education of licensed nurses
regarding the regulation for posting
Daily Nurse Staffing data inchuding
the requirement to post data at the
beginning of each shift and that data
be posied in promiment kocation
readily accessible to residents and
visiiors was completed by the DIIS as
of 8/16/14. The DHS and/or ADHS
will review Daily Nurse Staffing data

each weekday to determine ace uracy
and completion,

1V R
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. Continued From page 2
' Subsequent observation on the Memary Care

VUnit, on 07724714 at 9:50 PM, revegled the
; staffing information was not posted and was nat
"visible,

Interview with Licensed Practical Nurse #2/Unit
Manager, on 07/24/14 2t 9:50 AM, revealed the
%mfﬁbg list had not been posted. She statad the

information should be posted on the wall, but wag
tlocated in &

2 notebook on the desk,

Continued nlerview with the Administrator, on

: 07/24/14 at 4:50 PM, revealed the staffing list
“should be posted on the wall in a clear plastic

Cframe, in 2

visifors,  She stated the facility posied the nurse
tafiing houwrs daily in the morning, and she was

i not aware of the requirement for staffing o be

posted at the beginning of each shift.

' 483 35(1 FOUD PROCURE,

STORE/FPREPARE/SERVE - SANITARY

The faciity must -
(1) Procure food from sources approved or

{ considerad satsfaciory by Federal, State or loca!
; authorites; and

'the facility policy, it was determined the facility

{2} Store, prepare, disfibute and serve food
under sanitary conditions

EGUIREMENT is not met as evidenced

by
Based on observation, interview and review of

faled fo store and prepare food under sanitary

F 355

location that couid readily be seen by |

4. The DHS and/or ADIIS will
complete randorn audiis, across all
three shifts and to inchude both Skilled ;
and Memory Care units to vahidate i
Daily Nurse Staffing data is posted per
regulation at the beginming of each
shift and in a prominent place readily
visible to residents and visitors three
hmes weekly for 30 days, then once
weekly to verify ongoing compliance.
Results of the audits will be presented
to the (JA Committee by the
IYHS/ADHS for review and
recomunendations nntil

compliance is achieved. [n addition,
Daily Nurse Staifing data is reviewed
for compliance at least twice annually
during Peer Review process.

Completion date: §/17/14

F a7l

L. A thermometer was placed in the
ice cream freezer by the Director of
Food Services on 7/22/14. The
ternperature of the ice cream freezer i
was noled {0 be appropriste at -5
degrees F 2t that time. The stove wp
was cleaned by the cook on 7/22/14.
The deep frver was deep cleaned by ; |
the DFS on 7/23/14. The '
undatedfaniabeled items noted fn the
reach-in refrigerator were removed by
the cook and/or dietary assistant and
discarded once identified
on7/22/14 and 7/23/14.
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reviewed the 24 Hour Nursing Reports

CENTERS FOR MEDICARE & MEDICAID SERVICES
S TATEMENT OF DEFICIENCIES Loty PROVIDER/SURFLERICLA SONSTRUCTION g
ANDT LAN OF CORRECTION | IDENTIRGATION MUMBER |
i
‘ |
! 185145 =
HEME OF PROVIDER 08 SUPPLIER | STREETADDRESS. (777, SIATE, 7P SGDE ;
3+ i
CEDAR RIDGE HEALTH CAMPUS | TRTUS HIGhWAY g2 & |
cE L TH CAMPUS A |
| VNiHiAHA, KY 41031 f
SUMMARY STATENENT OF DEFICIENCIES : i
‘ HDE Y MUST RECEDED BY £t PREF]Y L
A LATORY OR LS | FYING INFORMATION TAG ;
!
:
a7 Z. The D, DHS, and/or MDS Nurse E

temperatures were not recorded, the deep fryer
 was not cleanad according to schedule, and all
. food producis were not abeled and dated in the
reach-n refngerator,

' The findings inciude:

Review of the {acifity's policy titled "Food
- Production Guidelines-Saniiation and Safety”

forty-one (41) degrees Fahranheit or below:
however, the pelicy did not address required

: iemppramres for frozen foods. In addition, the

" policy did not indicate how offen temperatures

| were to be checked in order to ensure food was
adeqguately cooled and/or froren. Continued

'review revealed food prepared in advance was to |

; be coverad, abeled, dated, refiigerated, and

" used within seveniy-twa {72) hours.

|
!

|

|

|

! |

] . Ohservation during the mitial kitchen tour, on
3 7722114 at 1:40 PM, revealed no thermometer

i ; was found in the ice cream freezer, and no

f “temperatures had been recorded. Continued

| observation reveaied oll in the deep frver was
f dark biack in color, and splatter from the deep
! fryer was noted on the surface of the stove. In
! addition, the reach-in refrigerator held a claar
plastic pifcher containing a purple Hquid which
f i was not labeled or dated,

!

|

:

|

i

! Observation during the follow-up Kitchen four, on

0712314 at 12:20 PM, reveaied a clear container

"of a tan liquid, and & pitchar ccg\%a;mnq Al opEus

: liguid, were stored in the reach-in refrigerator :
without labels or dates.

i

i Review of the Refrigerator/freezer Tomp Log,

" conditions as evidenced by the ice cream freezer

i {dated 2009) ravested coid food was to be held at :

and Resident Change of Conditfon
Forms for 7/19-7/23/14 as of 8/15/14
and there were no residents identified
as possibly having food related
sympioms or iHness,

3. The DFS re-educated cooks and
dietary assistants regarding food
storage and clearming procedures as of
7/23/14. Education meluded
documenting temperatures of freezers,
prompt cleaning of food prep areas,
cleaning schedule of deep fryer, and
labeling and dating food/beverage for
storage to be used within seventy-two
howrs.

4. The ED and/or DFS will conduct
kitchen sanitation audits twice weekly
to validate temperatures are taken per
palicy, food prep arcas/surfaces are
clean, deep frver cleaning is
maintained, and food/beverage items
i walk-infrefrigerstors are labeled
and dated appropriately for 30 days,
then once weekly to verify ongoing
compliance. The results of the audits
will be presented to the QA
Commitfes by the DFS for review
and recommendations ueil
compliancs is ackieved. In zddition,
kitchen sanitalion and food storage is
reviewed for compiiance af Jeast twice
annually durieg Peer Review precess.

Compietion date: 8/17/14
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F 371, Continued From page 4
dated July 2014, revezled no femperatures wars
s recorded for the ice cream freezar prior ic
, B7/22414, the date of the initial kifchen four,
Continued review of the Log revealsd the :
| reference paint for freezer lemperatures was zero |
{0} degrees Fanrenheit, :

Reviaw of the Deep Fryer Cieaning Log revealed
" e deap frver was cleaned once i March, on
P U3/18/14, and was cleanad twice each month
frar 04718014 through 07/24/14. Continued
review revesied commaernts on the condilion of the :
c ofl included “very dirly”, "very, very dirty”, and '
"reatly dirty".

_' Raview of the daily, weekly and monthly cleaning
Cists revealed the deep fryer was not listed for
; regularly scheduled cleaning.

‘5 | inferview with Dielary Alde #1, on 07/23/14 at

C3U15 PM, revealed food containers were o be

‘covered with plastic wrap, labeled and daled.

; She stated f the food was not dated, it should be
thrown out. Continued interview revesled she

cwas not assigned o clean the deep fryer, and the
cock checked the equipment tempearatures.

; Interview with Cook #1, on 07/23/14 at 3:20 PM,

revealed all foods should be labeied and dated,

s and thrown out affer three (3) days. She stated

_she checkad the refrigerator and freezer )
lemperatures,; however, she stated the ice cream

. chast temperatures had never been checked.
Continued interview revaaled the deep frver was

i supposed {o be cleaned twice weekly, bui she

. was not sure who was responsible

. Interview with the Director of Food Service, on
F07/23004 gt 3:30 PM, revealed opan food _
Evant 1D FRA T Fagifty ;100751
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CVIDERS STRUCTION
1RS48 .
NAME GF PROVIDER OR SUPPLIER STRECT ADDRESS, 0iTv, STATE, 2P CODE
i CEDAR RIDGE HEALTH CAMPUS i 1217 US HIGHWAY SZ.E
| | CYNTHIANA, KY 41034
| ; PROVIDER'S PLAR OF CURRECTION

F 371 Continuad From page 8
' containers were 1o be labeled and dated for
i : seven (7) days and then discarded. She stated If
food was not labelad and became outdated, f
bactena couid grow and make the residents sick. :
: She further stated there was no ;emserature fog | j
“for the ice cream freezar, and n mp aratures
! had baen checked or recorded ;rsm o 0712204,
Continued inferview revealed the deep fryer was
i o be cleaned twice weskly, every Monday and
P . Friday. She explained ¥ the ofl in the desp fryer
“was not changed reguiarly, bacteria could grow,
| food waliid not cook properdy, and the taste of the - f
. food would be affected, with the result of 2 poor | . P

' faod product.

! [~ 4411 485 85 INFECTION CONTROL, PREVENT ' Fagt:
| sg=p SPREAD, LINENS
. Y oFa4l

- The faciity must establish and maintain an

“irfection Control Program dasigned to provide a i . I. Resident #10 and Resident A's

¢ safe, sanitary and comfortable environment and - oxygen tubing was changed, jabeled
: > Aels, E Sy

J ! ;
to F npme it I imaion: Tafe A ; %
o ﬁf’:‘ip ;3‘. e\iem:irf: fi{affeiopmsnt and fransmission with the date, and secured in 2 bag on
- of disease and infection, i 7/22/14 by the licensed nurse,
nfisction Control Proaram ] Observations and/or assessments of
a N 4 H H :
@ Inisction Lon aram I { Resident #10 and Resident A during
¢ The facidity must establish an Infection Control
: e et : the survey 7/22/14 thru 7/24/14 by the
; ﬁroc;{am under which it - : ' licensed nuree(s) did not reveal
(1) Investigates, contrels, and prevents infections | oI DHITENS) did not revea
! i symptoms of infection or other

. in thea faciity; e e
{2) Decides what procedures, such a adverse aifects.

i should be applied fo an individual resident and
{3} Maintains a record of incidents and correciive

! | actions reiated to infections,

" (b} Preventing Spread of Infection
: (1) When the Infecten Contral Frogram
determines that a resident needs isolation to
I prevent the spread of infection, the facility must : i
. isoiate the resident : ‘ f
H i
]

|

FORM CME.2857{02-88) Pravious versions Ohsaiata Evant i PRILT Faciiity W 1007514 if cantinyation sheoetf Page 6 of 11
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¢ (2} The facility rmust prohibit emiployess with 2

. communicable disease or infectad skin fesions

" from direct contact with residents ar their fﬁ@d,_ if

¢ direct contact wiil transmit the diszase, |
(3) The facility must require staff to wash their

* hands after gach direct resident contact for which |
. hanc washing is indicated by accepted

| professionst practice,

(e} Linens g
' Parsonne! must handle, store, process and :
s transport finens so as to prevent the spread of

“infection.

. This REQUIREMENT is nof met as evidenced

"y

Based on absarvation, inferview, record review

_and review of the faciiity's policy, i was

! datermined the facility falled to ensure nasal

- cannula oxygen (02) tubing was datod andior

" coverad when not it use, for one {1] of thirteen

1 (13} sampled residents (Resident #10), and one !
unsampied residant (Resident A). In addition, the |

Hacility failed to ensura staff changed gloves and
performed hand washing during the serving and

" distribution of food.

i The findings include:

~ Areview of the faciity's policy "Guidelines for

{ Administration of Oxygen {undated), revealed

. oxygen lubing was to be changed weekly and

" PRN (as needed). Further review revealed the

tubing was to be iabeled and dated when

changed. Cenfinued review revaaled the policy

i did not address how tubing was to be storad

_when notin use, Interview with the Directer of 5

{ Nursing {DON), on 05/24¢14 at 5:30 PM, revealed !

: it was her expectation for OZ tubing to be :

washing procedure, and when to wagh
hands and change gloves,

The EB. DHS, and/or MDS Nurse
reviewed the 24 Howr Nursing Reports
and Resident Change of Cendition
forms for 7/23-7/26/14 for residents
on the 200 and 306 Halls as of 8/15/14
and there were no residents identified
as possibly having new infactious
processes related to Distary Assistant
naf washing hands/changing sloves,

2. Rounds were conducted by the
DHS, MDS Nurse, and Medical
Records on 7/22/14 to determine that
campus residents who use oxygen
therapy, had oxygzen tubing labeled
with date and secured in bag if not in
use. Tubing not secured in bag, was
discarded and replaced immediately.

The ED, DHS, and/or MIDS Nurse
reviewed the 24 Hour Nursing Reports
and Resident Change of Condition
torras for 7/23-7/26/14 of other
campus residents as of 8/15/14 and
there wers no residents identified as
possibly having new infectious
process related 1o Dietary Assistant
not washing hands/changing gloves.

AID SERVICES :
SUSUPPLIERICLIA | () MULTIPLE SONSTRUCTION (X3} DATE |
CATION NUMBER: Lo BUILOWNG | ;
| | !
i H i
185145 [ B WiNG | ovizannis |
MAME OF PROVIDER OR SUPPLER ) " | STREETADRRESS. CiiY. STATE, 29 CODE i
| 1217 US HIGHWAY 62 £ !
~ gy = 1 ~ 1 [ .

CEDAR RIDGE HEALTH CAMPUS f CYNTHIANA, KY 41031 ;
o £Y STATEMENT OF DEFCIENCIES ; PROVDER'S PLAN OF CORRECTION Ly —1
FREFIX (EACH ENCY L IST G VED BY FHLL (EAGH COHRECTIVE AGTION SHOULD BE | coupLETON |
Gac | REGULATERY OR LSC IDENTIFYING INFORMATION CROSS-REFERENGED TG THE APPROPRIATE oAl |
o DESICIENGY) !
!
. . . i
Brietary Assistant #2 was re-educated ;

F 441" Contlnued From page 6 F441 by the DFS on 7/23/14 regarding hand

FORM CMS-Z567{02-99} Pravious Versicns (solate

Evant (T PRIL Y
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éM i Continued From page 7

: changed immediately when o if it was found on

_the floor, or if were not properly dated and

! bagged.

i fedical record revisw revealed the facility

~admitted the Resident #10 on 12/27/10 with

Jiagrnioses which included Chronic Gbstructive

: Pulmonary Diseass (COPD)Y, Dementia,
Depression, Anxiety, and a Hisiory of

Cerebrovascular Accident {Stroke),

. Review of the Physician Order records, dated

T 03/20/14, revealsd 02 was orderad for Rasident

P10 at two (2) [ters per minute, as neaded o

keep the resident's oxygen saturation above

“ninety (90} percent. Review of the Care Plan

: revealed Reskdeant #10 was at risk for shered

_ breathing patterns relative o COPD,

. Muedical record review revesled Rasident A was

" adrmitted by the faciity on 12/08/13 with
diagnoses which included Demeantia, Congesiive
- Heart Failure (CHF), Diabetes Mefitus Type |l

" and Puimonary Hypertension. Review of the

; Quartery Minimum Data Set (MDS) Assessment,

H

S

i

! _dated 06/23/14, revealed the facility assessed the
i" ‘resident fo be cognitively intact and inferviewable
1

i

E

]

H

|

L

" Review of e Physician Order records, dated
(03728114, reveafed Resident A was ordersd o
| recetve supplemental oxygen at two liters per
rninute as needed for shortness of hreath,

; Review of the Care Plan revealed Resident A had |

_altered breathing patterns related to OHF and
i becama short of air at times

" Observation during the indffial tour of the facility,
ton 07/22/14 at 2.03 PM, revealed Resident #70'
. 07 tublng was fying across the resident's bed

Fwithout being coverad. Continued otservation of ;
; the roommate, Resident A revealed the 02 fubing !

Faan,

3. Licensed nurses and SKNAs
(including SENA #1) were re- |
educated as of 8/16/14 by the DHS i
regarding procedure {0 secure oxygen ’
ubing when not in use and immediate I
action to be taken if oxygen tubing ' f
should not be secured properly in bag | !
while ol in use, i
|
1
i
i

Cooks and dietary dssistants were re-
educated by ths DFS as of 7/25/14
regarding hand washing procedures
and when 1o change gloves.

4. The DHS and/or ADHS will
complete rounds three times weekly to
validatie proper oxygen storage for 30
days, then once weekly to verify
ongoing compliznce,

f

|

i

|

!

!

The DHS, ADHS, and/or DFS will [
conduct tandom meal service/tray pass J
observations three times weekly to 5 :
velidate proper hand washing and f
glove use for 30 days, then twice {
weekly to verify ongoing compliance. ;
1]

§

|

The results of the oxyeen and meal
service audits will be presented o the
QA Committee by the DHS/ADHS
and/or DFS for review and
recommendations until compliance is
achieved. In addition, campus
infection contral practices are
reviewed at lzast twice annually
during Peer Review process.

Completion date: 8/17/14
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! “was on the floor under the resident's wheelchair, _
[ was uncovared, and was not daled, Subsequent

; ; observation, on 07/22/14 & 535 PM, revealed :
’ . Resident #10's 02 tubing remained across

! s hisfher hed and Resident A's C2 tubing remaine

i - on the floor under the wheelchair,

i |

iy

[ inferview with Resident A, on 07/22/14 at 538
PM, revealed he/she used the oxygen at night,

' Continued interview revealed the resident couid

: not say how long the 02 tubing had been on the

floer.

Interview with State Registered Nursing Assistant
(SENA)#1, on O?QZ’M at 540 PM, revealed she |

i had not seen Resident A's 02 tubing on the fioor.

. She slated she did not know fubing lying over the

“bed was @ probiem. She furher stated she had

¢ been in-serviced on infection conirol practices.
Continved mierview revealed itwould be a

¢ problem for the resident to use OZ fubing which

. was contaminaied with germs.

¢ Inferview with License Practical Nurse (LPN) #4,

on 07722114 at 5:45 PM, raveled all SRNAs were
n-serviced on infection control practices, He

meé the SRNAs had been informed o changs

the tubing weekly, or report 1o the charge nursa.

i Me further stated the Desk Nurse was
responsible Tor making rounds and checking the

{residents’ 02 settings and ensure the fubing was
functicna! and dated. Me stated the resident
would be exposed {0 a potential problem with
infection if the 02 tubing were not changad . :

'regularly, : |

Cnterview with LPN #3, on O7123/14 at 325 PM,

"reveled was afl of the nurses’ responsibility o

| change, label and date 02 tubing, She stated 02

. lubing shouid be bagged when not in usa, She
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' be weak, making it easier ©0 contract an infection.

interview with The Director of Nursing (DON), on
072314 at 335 PM, reveled it was her

s expectation for alf staff to follow the facility's

¢ protocol for preventing infections, She stated
in-services were provided on infection contro! for
Fall staff, including the SRNAs.

Interview with LPN #5 on 07/24/14 3t 225 PM,

!

!

f

i

!

i

;

; ¢ Turther stated a resident's system could aiready
I

i

i as part of her assignment. She stated as the
5 . desk nurse, she should have caught the axygen
“tubing on the floor and across the resident's bed.
: Continued interview revealed if the potentially

" the resident, i could increase the resident's risk
of becoming infectad.

2t 530 PM, reveaied it was her expectation o
reduce the risk for transmitting infections. She

| stated the lubing should have been changed and

{ dated immediately once discovered on the floor.
She further stated failure 1o do so placed the

. resident at risk for an infection

' 2. Observation on the 300 Hall, on (‘7’!23; 4 ai

i 12:38 PM, revesled Distary Aide #2 zrrved with

“an ice cream cart and proceeded o serve

residents in their rooms. Further observation

revealed the Dietary Alde work gloves while

| serving the lce cream; however, she was

'with her gloved hand, and continuad io the next
; resident's room without changing her gloves and
washing her hands.,

Intenview with Distary Aide #2, on 07/23/14 at

£ 12:45 PM, revealed she bad received infection
. Control training. She stated she should have

i removed her gioves, washed her hands and

“revealed it was her responsibiity to make rounds |

contaminated nasal cannula wers placed back on

 Subsequent interview with The DON, on 07/24/14

. observed to rub her eye and push her glasses up |
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: applied new gloves after she rubbed her eye and
" pushied her glasses up. Continued interview

i reveated the process should ba repeated during
the serving of food, every time a resident or
surfsce was touchad, or if the gloves became

. soiled,

Further observation, on 07/23/14 at 1256 PM.
! "revealed Distary Alde 42 washad her hands,
: apphed new gloves and proceeded to the 200

Hall to serve ice cream. The Dietary Alde
knocked on g resident’s door, turned the
doorknobr and enterad the room. When the
' Distary Aide retumed o the hall. she changed her |
- gloves bul did not wash or sanflize her hands.

| Interview with the Director of Food Service, on
07/24/14 &t 520 PM, revealed alf dintary staff
fwere frained on hand sanitation upon hire, and

. auararly via computer fratning, Review of

s In-service records with the Diceclor of Food

, Service revealed Dietary Alde #2 had completed
tinfaction confrol in-services as they were offersd,
: since being hired in 2007
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K 000 | INITIAL COMMENTS K 000,

| CFR: 42 CFR 483.70 (a)

CBUILDING: 01 :
| PLANAPPROVAL! 2004 Addition 6/16/2010

- PACILITY TYPE: SNF/NF

FTYPE OF STRUCTURE: One (1) story, Type Hli
- (211) Protecied

| SMOKE COMPARTMENTS:  Fourteen (14) : " _
. smocke compartmenis, : : ' i

{COMPLETE SUPERVISED AUTOMATIC FIRE
CALARM BYSTEM (Onginal Instaltation)

FFULLY SPRINKLED, SUPERVISED (ORY
SYSTEM) {Original instaliation)

{ EMERGENCY POWER: Type i Digsat
. Generator. {Original Installation)

¢ A life safety code survey using (27865 Shor

Form) was initiated and concluded on 07/15/14,
The facility was-found to be in compliance with
Title 42, Code of Federatl Regulations, 483.70 {a)
et seq (Life Safety from Fire).
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% dﬁa&ncy statement ending with an astemMk [ é:(jctes Fdeficiency which the institution may be excused from carrsoting providing 1 is determined thet
other safeguards provide sufficient protection 1o the patidnis. (Sew instructions.} Except for aursing homes, the findings stated above wre disciosable %0 days
fotiowing the date of survey whether or not a plan of correction is proviged,  For nursing hormes, the above firdings and plans of correction ars disciosable 14

days following the date these documents are made available 1o the facility. If deficiencies are vited, an approved plan of correction Is requisite to continued

4

program participation,
Facility 0 100751 if continuation sheet Page 1ol 1

FORM TMS-2560T02-99) Pravious Versions Obsolete Event I PRILDT




