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The completion and submission of this plan —

i
F 000 INITIAL COMMENTS

' A Standard Recertification Survey was inftiated
on 05/29/13 and concluded on 05/31/13.
1 Regulatory violalions were identified, with
deficiencies cited at 42 CFR 483,15 Quality of ;;
Life and 42 CFR 483.65 Infection Control with the
- highest scope and severity of an "E".
F 248 48315011 ACTIVITIES MEET
gg=£ INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing
of activities designed 1o meet, in accor
| the comprehensive assessment, the int
the physical, menial, and psychosocial

. of each residenl.

. This REQUIREMENT is not met ag evidenced
| by
Based on observation, interview, record review
and review of faciiity policy, it was determined the :
: facility failed o provide an ongoing program of
atlivities designed to mest the interests and the
. bhysical, mental, and psychosociai weil-baing of
: gach residenl. Activitles were not provided as
“scheduled on the B Household, Alsoonthe B
Househotd, there was no documented evidance
- redated to resident participation in an activity
" program.

: The findings include:
F 441 ' 48365 INFECTION CONTROL, PREVENT
55=0 SPREAD, LINENS

" The facility must astablish and maintain an

Infection Conlrel Program designed to provide a
safe, sanitary and comfortable envirenment and
to help prevent the development and transmissjon,

;
I

f

Foap ©f correction does not constitute an
admission that the facility agrees with the
cited deficiencies as stated in the 2567. The
facility is completing the plan of correction
because it is required by state and federal
law.

1 The facility alleges compliance as of

F248 6/12/2013.

8§ Activities meet interest/needs of each
ot

were re-educated by the Director of
Activities on June 11, 2013 on activities and

e documentation see (attachment 1 activities

documentation form and attachment 3 in-
service agenda). Staff was also reminded
that residents can go to activities on other
households and fo document on each

 residents activities sheet when this oceurs.

' This information is also covered in

orientation of new staff. An activates

- assistant was hired and started on June 3,
2013 to support the Activities Director in

| promoting activities throughout the campus.
The Activities Director will do weekly

! audits for six weeks after the June 11" in-

449 SETvice to monitor for compliance of
. documentation of offered activities. The
| sample size will be 100% of the residents on

" Household B. Audits wiil be turned into the
: e

LABORATORY GIRECT PROVICERVSUPPLIER REPRESENTATIVE'S SESNATUR
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TILE (HE}DATE
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Any d?aﬁcéancy statamant anding wiTh an asierisk £}y de

oiher safeguands provide sulficlent prolection to the pafients. (See Wstructions.} Excepl for pursing hormes,
foliowing the date of sutvay whather or nol a plan of coreclion is provided. For nursing homes, the above |

nolas a deficlency wijch fhe insfiution may be excusad fro

m coracling providing i s determined that
the Endirs stefed sbove are disciosabia 80 days
rdings and plans of coeracton are dlsciosabla 14

days following the date these documants ars made available to tha facility. If deficlencius are cited, an approved plen of correction is requisite b eontinuad

prsgtEm participation.
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F 441 Continued From page 1 i
| of digease and infaction.

+{a) Indection Condrol Program
The facility must establish an infection Control
Program under which it - :
{1} Investigates, controls, and prevenls infeclions
in the faciiity; '
i {2} Decides what procedures, such as Isolation,
, should be appiied to an Individual resident: and
{3} Maintains a record of incidents and corrective

. aclions relaled o infections.

" (b} Praveniing Spread of Infection
, (1] Whan the Infection Control Program
" determines thal a resident needs Isolation to

r prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infectad skin lesions
from direct contact with residents or their food. if
direc! contact will transmil the disease,

(3} The facifty must require staff 1o wash their
+hands after each direct resident contact for which |
hand washing is indicated by accepted :

i professional practice.

f {c} Lineng :
; Personpel must handle, store, process and !
fransport linens so as fo preven| the spread of

{infection.

This REQUIREMENT s not mel as evidenced
by
Based on observation, interview and review of

| the facility's policy, it was delermined the facil} ty
, Tailed to ensure lhe infaction control program was i
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i
Faq1 .
Director of Nurses and be reviewed by the
facility Quality Assurance Committee 1o
determine if further audits will be needed.
The Quality Assurance Committee is made
up of the Medical Director, Director of
Nurses, Administrator, Pharmacist, Therapy
Manager, Director of Dining, Facility
Manager, MDS Nurse, and Social Worker.
{123
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F 441 Continued From page 2 Fagi
followed to prevent the spread of infection, F441 infection Control, Prevent Spread

i During chservation of the medicalion pass, the Hiness v
nurse faited to disinfect the blood glucose A T . .
monitoring device In accordance with facility ] eaching Moment was given by the
policy. Director of nurses on Glucometer ¢l eaning,

' The findings include: (See attachment 2). An in-service was also

- Thefindings include: held on June 11, 2013 at which time the

i Review of the facifily's policy titled, *Glucometer DON did re-educate the staff on the cleaning
Cleaning Policy and Procedure’, dated 11710412, of all medicaj equipment including

. revealed it was he pollcy of the faciity 1o provide lucometers. (See atiac .

' & safe and sanitary environment through proper §n clean mﬂth | hment 3) Education
cleaning of glucose meniloring machines. hg € glucometers as well as all
Continued review revaaled lhe machines wera to other medical equipment is covered in
be wiped with Glues wipes or Sanl-wipes after orientation of new nurses. The IDON did

Heach procedure. review the facilities Glucometer cleaning

- Observation of the medication pass, on 05/30/13 | policy “&?ﬁi Li’%‘f # 1 and # 2 prior to the
2t 4:30 PM, reveated Licensed Practical Murse June I1 teaching moment. The Director of

 (LPN) #1 performed a blood glucose c?wer.;k onan Nurses and or desi gnee will do weekly
unsampled residert. Continued observation .
reveated the nurse wiped the monitaring device i mundsf for three Weﬁfks to monitor for

' with an alcohol swab after completing the compliance afciegung the glucometers.
procedure. , é The results of audit will be reported to the

. Observation of the medicangn cart rée\;efaied f facilities Quality Assurance Committee
' wi 1 ily available, . . ) :
Ghuco Chior wipes were readily e i Further audits will he assigned at the

! interview with LPN #1, on 05130713 at 435 PM, - discretion of the QA committee, The
revealed she was newly hired at the facilily and Quality Assurance Committee is made up of

. had received training related to proper the Medical Direct .

disinfection of medical equipment, inciuding the | Administrato PE: or, D trector of Nurses,
glucose monitoring devices. She slated she k strator, afmar.‘ils}i, Therapy

'knew all medical equipment was to be cleaned Manager, Director of Dining, Facility

“with Ihe Gluco Chior wipes, but she had always ' Manager, MDS Nurse, and Social Worker.

- used aleohol wipes to clear equipment. She | .

! further stated she did not like other bleach-based | ! o120

_ products {fike the Gluco Chlor), because some 5

| produsts left a flm on the disirfected surface, and’ -

Evan) 10 XCO8 11 Facility £ 100288 I condinuation sheat Page 3of 4
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¢ aleohod did not.

, Interview with LPN #2, on 05/31/13 at 10-40 A,

‘revealsd the glucose monitoring devices were 1o .
ke cleaned with Gluco Chior wines. She stated jt 5

“would be inappropriate to use aleohol wipes ‘
instead.

 Interview with the Director of Nursing {DON), on '

0531715 at 11:15 AM, revealed alf medical : i
equipment was to be disinfected with the Gluco :

. Chior wipes. The DON stated she had been i

“informed LPN #1 did not follow the proper f

, procedure for cleaning the glugase monitoring ; I
tevice. She further stated LEN #1 had received
training refated lo the proper disinfecting of the

: machines, but she was new at the facility and
"WeTy nervous”,

i
i
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 SURVEY UNDER: 2000 New

FACILITY TYPE: SNFINE ;

TYPE OF STRUCTURES: One {1} story, Type V
{111)

| SMOKE COMPARTMENTS: Four (4) smoke
compartments.
1

FIRE BARRIER: The non-certified facility and the '
| Skilted Nursing Facility were separafed by a i

twoa-hour fire barrier, i
' |

FIRE ALARM: Complete automatic fire alarm |
systern with heat and smoke detectors, ,

| SPRINKLER SYSTEM: Complete automatic (wet |
and try} sprinkler system. The dry sprinkder :
- system covers the exterior canopies.

 GENERATOR: Type H generator, fuel source is
' dissel, ‘
| E - i
A stardard Life Safety Code survey was :
{ conducted on 85/30/13. Madonna Manor was i i
, found to be in compliance with Tille 42, Code of | : ‘
' Federal Regulations, 483,70 (a) e, seq. {Life :
, Safety from Fire). Requirements for Participation | :
' in Medicare and Medicaid, f :

LARORATORY DIHELTORS OR PROVIDER/SUPPLIER REPRESENTATIVES SIGRATURE

/{/{.‘JM v ﬁg‘};’/ {Xac W IE Dt e Goil-1 >
Ary deficlency siatemen] anding wilh an a5ter sk (") dennles 2 deficlency which the [nstitution may be excused from corecting providing it Is detemined that
alber safeguerds provide sulficient proleciion 1o the patjers, (Bee jnstructions.] Excep! for nursing hames, the findings stated apove are disciosable 80 days
foliswing (he date of survey whalher or nol 2 plan of comection Js provided. For aursing homes, the abave findings and plany of coreciion are digclosabla 14
days following the date hese docunenis are made avallab®e i tha facllity, [ deficiencies sm died, an approved plan of comection s requisite Ip continued

program pardcaton.
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