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AMENDED SOD 11/29/10

A standard health survey was conducted 11/08/10
through 11/10/10 and a Life Safety Code survey
was 11/09/10. Deficlencies were cited with the
highest scope and severlty of an "F" with the
facility having the opportunity to correct the
deficlencles before remedies would be
recommended for imposition.

An abbreviated survey investigating KY00015427
and KY00014914 was Initiated on 11/08/10 and
concluded on 11/10/10. KY00016427 was
substantiated with no regulatory violations found.
KY00014914 was unsubstantiated. ' F279 483'20@)’ 483.20(k)(1) Develop | 2/ wf20k
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279/ Comprehensive Care Plans

ss=p | COMPREHENSIVE CARE PLANS .
The resident # 8 had a case reviewed for

A facility must use the results of the assessment implementation of a restorative plan.

to develop, review and revise the resident's Therapy Services had evaluated resident

comprehensive plan of care. # 8 previously, a staffing change and

The facllity must develop a comprshensive care ' miscommunication resulted in failure to
follow through. Therapy Services

plan for each resident that Includes measurable understands to refer consistently for

objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified In the comprehensive

maintenance programs, if of benefit to
the resident. Nursing staff has also been
educated that they share in the

assessment.
responsibility of referring to restorative

The care plan must describe the services that are nursing services. MDS Coordinators
to be furnished to attain or maintain the resident's have been instructed to review the
highest practicable physical, mental, and questions on the MDS pertaining to
g%%hggomcl{ weﬂ-beinEg as trﬁqtuirediémfzﬁr | restorative nursing and take action as

25; and any services that wouid otherwise appropriate in referral to the restorative
be required under §483.25 but are not provided nurse and /or Therapy Services for

due to the resident's exercise of rights under

§483.10, Including the right to refuse freatment ‘
under §483.10(b)(4). developing the plan of care.
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Kﬁgdeﬂcienoy statement ending with an asterisk (*) denotes a dsficlency whidhthe stitution may be excused from corracting providing 1t ls determined that
other safequards provids sufficlent protection to ths patients, (Sse instructions.) Except for nursing homes, the findings stated above are disclosabla 80 days
following the date of survey whether o not a plan of correction Is provided, For nursing homes, the above findings and plans of correction ara disclosabie 14
days foliowing the date these documents are made avallable to the facllity, if deficlencles are cited, an approved plan of correction Is requisite to continued

program participation.

evaluation and will assist with
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F 279 | Continued From page 1 F 279 A restorative plan has been implemented

for rgsident # 8. (See in the Attachment
for F279) A complete andit of carrent
residents leaving therapy who would

This REQUIREMENT is not met as evidenced benefit from a restorative plan was

by: conducted by the Therapy Department.
Based on observatlon, interview, and record No further residents were identified as
review, It was determined the facility failed to in need of restorative nursing services
dgve{lop‘ a r&?t?fative Dcatre gianl\ﬁaDSSed on the than those already referred and with a
admission Minimum Data Set (MDS) assessment plan implemented. Nurses and aides

for one (1) of twenty-four (24) sampled residents
(Resident #8). The facility identifled in the o e 4 i )
admission MDS that the resident was capable of responsibility for identifying residents
being more independent In at least some needing a restorative plan. No other
Actlvities of Daily Living (ADL). restorative nursing program candidates
were identified during the education

The findings Include: process with the nurses and aides.
Therapy Services will audit all residents

Revlew of the facllity's Restoratlve Nursing Policy, ‘ dischareed from th .
dated 08/14/2007, revealed all residents will be restorat%ve nur:ilngﬁgze?;rltl :ﬁg “

screened for restorative needs by all disciplines . . .

upon admission to the facllity. mfo-m-lamn fo the QA/QI con_xm:ttee on
a minimum of a quarterly basis.

(See Attachment for F279 )

were also educated that they share

Record review of Resident #8 revealed the
resident was admitted to the facility with
dlagnoses of Dementla, Anemia and
Hypertension. The facility completed an
admission MDS assessment on 10/01/10 which
revealed the resident required assistance with
transfer, dressing, ambulation, and bathing. The
staff felt the resident was capable of increased
independence; however, there was no evidence
the resident recelved a restorative assessment
nor was there evidence the facility developed a
restorative care plan based on the admission
MDS,

Observation of Resident #8 on 11/09/10 at
11:00am revealed the resident siiting up on the
side of the bed being asslisted into a wheelchalr
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Continued From page 2

by one staff person. The bed was fitted with short
rails which the resident used to move with while in
the bed, The resident was able to propeal self in
the wheelchair using feet, Observations on
11/09/10 at 1:00pm, and 3:00pm revealed the
resldent was able to propet seif around the
nursing unit.

Interview with Resldent #8 on 11/10/10 at 2:00pm
ravealed the resldent could assist with dressing
and grooming, and being more Independent
would be fine with the resident.

Interview with Certifled Nurse Aide (CNA) #7 on
11/09/10 at 11:00am revealed Resident #8
nesded extenslve assistance with dressing and
{ransfers. She stated the resident could do more
to dress and groom self. She stated the resident
was cooperative and tried to help with ADLs,

Interview with Licensed Practical Nurse (LPN) #3
on 11/08/10 at 11:30am revealed Resident #8
was not recelving restorative nursing; however,
she did not know why since the resident tried to
assist with care. She was unable fo locate an
admission restorative assessment.

Interview with the Nurse Manager on 11/09/10 at
14:48am revealed Residant #8 was not recelving
restorative nursing. She was unable to locate an
admisslon restorative assessment.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, fo
participate in planning care and treatment or
changes In care and treatment,

F 279

F 280

K280 483.20(d)(3), 483.10 (X)(2) Right
to Participate planning care-revise CP

Resident #12: The nurse aide
assignment form and plan of care were
updated with the proper settings for the
low air loss mattress. The Treatment
Administration Record (TAR) was also
noted with the information for a daily
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F 280 | Continued From page 3 F 280| check by the nurse. A Desktop

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that Includes the attending
physician, a reglstered nurse with responsibifity
for the resident, and other appropriate staff In
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT Is not met as evidenced
by:

Based on obsetvation, interview, and record
review it was determined the facility failed to
revise three (3) of twenty-four (24) sampled
residents (Residents’ #12, 13 and 16)
comprehensive care plans to reflect the action
taken after resident falls in order to prevent futtire
falls. Resident #12's fall was caused by overfilling
an air mattress. Resident #13 fell trying to toilet
self. Resident #16 slid out of the wheelchalr.

The findings include:

Record review of the facllity's policy on occurence
tracking revealed: Avoidance- opinion Is solicited
on how to prevent future occurences, Along this
line, participation In the Falling Hearts program Is
reviewed, Two or more falls In 80 days qualifies a
resident to be enrolled In the program, If the
resident is already in the Falling hearts program
the physiclan should be alreted via fax if the

Reference (DTR/procedure) was
updated with instructions on how to
check for proper nflation and is
available on the Neighborhoods. Staff
was instructed on December 6 & 7,
2010 on the availability of the procedure
for their use and how to check the
mattress manually for proper inflation,
All Residents with low air loss
matiresses had their care plans and nurse
aide assignment forms checked and/or
-updated with the appropriate settings
required. TARs were updaied. Note:
These residents had experienced no falls
related to mattress use. Education of
nurse aides and nurses was conducted
December 6 & 7, 2010. A Desktop
Reference was put in place for specialty
matiresses. A specific instruction for
routine verification of proper inflation
was placed on the TAR and nurse aide
assignments sheets and in the plan of
care. All resident beds with a low air
loss mattress will be checked daily for
the proper setting which is to appear on
the TAR. The care plan and nurse aide
assignment sheet will be checked
monthly by the nurse or nurse manager
and a report submitted to the Director of
Clinical Services and the QA/ QI
Committee, '

Resident # 13: This resident’s care plan
was updated to include HS toileting. The

| resident has poor decision making
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F 280 | Continued From page 4 E 280! related to dementia and at times self

| Review of the clinical record for Resident #12

physician participates in the fax program. A form
Is avallable for use. The Medical Directot's hook
may be used for placing the copy of the form
along with the MAR for the Medical Director's
review. The behavior plan should also be
reviewed and updated.

1, Observation of Resident #12 on 11/08/10 at
11:15am and 3:00pm, and on 11/10/10 at
8:15am, and 10:00am revealed the resident in
bed on an alr mattress, The bed was in low
posltion. The resident was making no attempts to
move sslf in bed.

revealed the resident was admitted fo the facility
with diagnoses of Diabetes, Dementla, and
Failure to Thrive, The facility completed a
quarterly Minimum Data Set (MDS) assessment
on 10/28/10 which revealed the resldent had a
severe impalrment in the ability to make daily
care decisions, and required extenslve assistance
with fransfers, dressing, bathing, and eating.
Review of the event occurance report for
08/03/10 revealed the resident rolled out of bed to
the floor. The causative factor on the event
occurance report was overfilling of the air
mattress. Review of the resident's care plan
revealed there were no specific interventions on
filling the air mattress In order to prevent another
fall.

Interview with Certifled Nurse Aide (CNA) #1 on
11/08/10 af 2:00pm revealed she had no
information on Resident #12's air mattress and
adjusting the mattress to prevent falls. She stated
she used the assignment sheet as a guide to care
and there was no Information present.

~ aide assignment sheets. All nurses and

propels with a minimal to no amount of
communication related to foileting
needs. The resident is encouraged to
participate in activities and socialize
outside the room. The resident is
generally upaware of any toileting
needs. The resident is encouraged to be
in areas that allows for observation by
care giving staff. The resident does not
process/retain the potential harm to self
when walking or transferring alone.
Staff is to observe the resident when in
the room alone- except when asleep.
Staff has been instructed by the nurse
manager and the resident’s care plan has
been revised. Other residents with falls
risks were identified/validated,
evaluated, and their plan of care
reviewed/updated as well as the nurse

nurse aides were in-serviced and
instructed to carefully analyze the
causes/contributing factors related to
any fall and communicate with one
another. Nurses were instructed to revise
the care plans with new interactions and
to revise the nurse aide assignment
sheets accordingly. Falls circumstances
and prevention plans are reviewed at the
interdisciplinary Falls Committee
meeting weekly and Falling Hearts
Meeting monthly. A new addition to the
falls prevention monitoring has become
the review of care plan interventions at
weekly Falls Committee meeting to
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F 280 | Continued From page 5 Fo2sp| ensure updates have occurred, any new

- information regarding the air mattress should be

| 11:45am, 3;15pm, and on 11/10/10 at 8:46am

Interview with Licensed Practical Nurse (LPN) #3
on 11/09/10 at 11:30am revealed she had no
information on Rasident #12's air mattress to
prevent falls from the bed. She stated the

on the care plan. She stated she was not sure
who was responsible to revise the care plan;
however, she believed anyone could revise the
plan, She stated somaone should have reviewed
the fall and written an Intervention to prevent the
fall from recurring. She stated she was not aware
of any system to review resident care plans for
accuracy.

Interview with the MDS Nurse on 11/10/10 at
11:30am revealed the unit nurses were educated
oh revising care plans on a daily basis. She
stated she only reviewed the care plans quarterly.
She stated she did not have any system in place
to review resident care plans for accuracy.

2. Obsarvation of Resident #16 on 11/09/10 at

revealed the resident sitting upright In a high back
itihg wheelchair. The resident was noted to be
siumped down and leaning o the right In the
wheelchair at each observation,

Review of the ¢linical record for Resident #16
ravealed the resident was admitted to the faclllty
with diagnoses of Alzhelmer's Disease,
Dysphasia, and Dementia. The facllity comp(eted
a quarterly MDS assessment on 09/30/10 which
ravealed the resident had a severs impalrment in
the ability to make daily care decisions and
required extensive assistance with fransfers and
total assistance with dressing and bathing.
Therapy treated the resident on 08/28/10 for
wheelchair positioning with the last visit occuring

cause or contributing factors are
identifies in the problem statement and
make any additional changes that the
interdisciplinary team might offer. A
summary of the actions of the Falls
Committee will be circulated to the
caregiver team. Falls summaries will be
included in the QA/QI reportinga
minimum of quarterly.

Resident #16: Resident #16°s
positioning was an issue ECH had been
addressing. Therapy had been consulted
on 6/21/2010 for positioning. A special
chair was ordered and arrived July 19,
2010 when Therapy saw her again. The
resident has a preferred position of
comfort and returns to this position
repeatedly, despite repositioning efforts.
Physical Therapy was consulted again
on 11/16/2010 for additional assistance.
A Restorative Nursing program for
positioning was implemented on
11/16/2010. Observations of meal time
positioning by the Nursing Leadership
and staff are ongoing. A Meal
Observation audit tool, that includes
proper positioning, has been
implemented to verify implementation
of the restorative nursing program for
resident # 16. The resident’s care plan
was revised. An audit of all residents
with dysphasia with potential
positioning issues was conducted by the
skilled area nurse managers and
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F 280 | Continued From page 6 Fogg| completed on 11/22/2010. One

on 07/20/10. A note from the physician dated
10711110 revealed the resident was declining and
no longer walking. There was no evidencs the
resident had been recently assessed for ‘
positioning In the wheelchalr to ensure an upright
position during meals related to the diagnosis of
dysphasla and the physiclan's order to sit upright
for meals.

Interview with LPN #2 on 11/10/10 at 8.45am
revealed Resident #16 had experienced a decline
related to the progression of Alzheimer's Disease.
She stated Resident #16 should be seated
upright during meals, not slumped down and
leaning. She was not able to locate any care
planning revisions to address this positioning
concern; however, she stated she would have
therapy see the resident and revise the resident's
care plan,

Interview with Certified Nurse Alde (CNA) #1 on
11/10/10 at 9:65am revealed she fed Resident
#16 breakfast in a slumped down and leaning
position. She stated the resident had been having
trouble sitting upright in the chair for two (2)
months, )

3. Record review of resident # 13 revealed the
care plan was not revisad reflect the Interventions
from a pravious fall on 06/31/10 and 06/14/10.

Record review of the occurence reports revealed
Resldent #13 had a fall on 05/31/10 while getting
out of bed, The causative factor was the resident
was trying to go to the bathroom, The intervention
was to take the resident to the tollet before
bedtime. The fall on 06/14/10 revealed the
resident was transferring from the whaeslchair to
the toilet and fell. The causative factor was the

resident was found to have dysphasia
and have difficulty with positioning.
Therapy Services had already been
consulted and cushions added in the
chair to aid in proper positioning.
Restorative Nursing Services twice a
day was added for positioning. The
interventions were noted in the plan of
care and nurse aide assignment sheets,
No deficient practice was identified
related to this resident.

To prevent reoccurrence of this sort, an
end of therapy audit will be conducted
by Therapy Service to insure referrals
by Therapy Services for restorative
nursing are made. If no restorative
referrals are made, follow up analyses
are to be made by nursing staff through
interaction with the resident and nurse
aides in their monthly review and note
and a referral made as needed, Ongoing
monitoring will oceur through an audit
conducted a minimum of monthly by
Therapy Services of residents
discharged from therapy services and an
audit of mealtime positioning will be
conducted to identify any actual
positioning concerns that may develop
overtime. A report of the audits will be
submitted to the Director of Clinical
Services monthly with reporting to the
QA/QI Committee a minimum of
quarterly, (See Atftachment F280)
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F 280 | Continued From page 7 F 280

wheelchalr was not locked during the fransfer.
The intervention was not to leave the resident
alone in their room by themself, Review of the
careplan revealed there were no Interventions
related to taking the resident to the bathroom
before bedtime or supervision of the resident
while in the room by themself,

Interview on 11/10/10 at 2:00pm with RN #3
revealed that documentation of a fall would be in
the nursing notes and interventions would be in
the careplan,

Interview on 11/10/10 at 1:20pm with the Director
of Clinical Services revealed the interventions
would be In the careplan and also stated the
nurse taking care of the patlent was ultimately
responsible for updating the careplan.

Interview on 11/10/10 at 10:45am with RN #2
revealed that it should have been added to the
care plan that the resident not be in the room by
themself as much as possible because the
resident wanders and the nurses should have
added to the careplan at the time of the fall that
the resident needs to be tofleted hefore going to
bed,

F 309 | 483.25 PROVIDE CARE/SERVICES FOR
ss=p | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to aftain
or maintain the highest practicable physical,
mental, and psychosocial well-being, In
accordance with the comprehensive assessment
and plan of care.

F309 483.25 Provide Care/Services for |
Highest Well Being

F 309! Resident #16: The resident‘s
positioning was an issue ECH had been
addressing. Therapy Services had been
consuited on 6,21.2010 and a special
wheelchair was obtained. The resident
has had a preferred position she returns
1o repeatedly, despite positioning by
care givers. Physical Therapy was
consulted for the positioning
suggestions on July 19" when Therapy
saw her again. The wheelchair was
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F 309

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review It was determined the facility failed to
provide the necessary care and services for one
(1) resident of twenty-four (24} sampled residents
(Resident #16) to malntain the highest practicable
physlcal well-being in accordance with the
comprehensive care plan. The facfiity failed to
identify appropriate positioning of Resident #16
during meals to prevent the resident from
experiencing a slumped and leaning posture.

The findings include:

The facility was not able to provide a policy for
positioning residents during meals.

Observation of Resident #16 on 11/09/10 at
11:46am (during lunch), 3:16pm and on 11/10/10
at 8:45am (during breakfast) revealed the
resident sitting upright in a high back titling .
wheelchalr stumped down and leaning to the right
with their chin on the chest. Staff were observed
feeding the resident in this position.

Review of the clinical record for Resident #16
revealed the resident was admitted to the facility
with dlagnoses of Dysphagla and Alzheimer's
Disease. The facility completed a quarterly
Minimum Data Set assessment on 09/30/10
which indicated the resident required total
assistance with mabllity and was not able to
verballze needs, The care plan indicated the
resident should be watched for positioning in the
chalir and reposition as needed.

Interview with Licensed Practical Nurse (LPN) #2
on 11/10/10 at 9:45am revealed Resident #16

Restorative Nursing program for
positioning was implemented.
Observations of meal time positioning
by the Nursing Leadership and staff are
ongoing, A Meal Observation audit tool
has been implemented to document the
findings. The care plan was revised on
11/16/2010. An audit of all residents -
with dysphasia /potential positioning
issues was conducted. One resident was
found to have dysphasia and have
difficulty with positioning, Therapy
Services had already been consulted and
cushions added in the chair to aid in
positioning. The interventions were
noted in the plan of care and nurse aide
assignment sheets. No deficient practice
was identified related to this resident.
To prevent a reoccurrence, restorative
referrals will be considered by nursing
and therapy. Observations will be made
of residents as contact is made on
rounds or through care. Meal time
audits of positioning will be conducted
as-discussed previously with the
expectation that repositioning occur on a
regular basis if improper alignment is
identified. Ongoing monitoring will
occur through restorative nursing
services and nursing services. An audit
of mealtime positioning to identify any
actual positioning concerns will be
conducted on the schedule provided in
the F 309 Attachment and if the resident
is found to be consistently well
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F 309 | Continued From page 9 F300| positioned will decrease in frequency
was not able to reposition self In the wheelchair based on the consistency of correct
and was sltting In a slumped leaning position. She positioning findings. Reports will be
stated the resident should not be sitting in the submitted to the Director of Clinical
siumped posltion and that ali staff were Services monthly with reporting to the
responsible for repositioning the resident. She QA/QI Committee a minimum of
stated the resident had to sit up for meals and it quarterly. (See Attachment F309)

was not appropriate for the resident to be fed
while stumped in the wheelchair. She stated she
had been In the dining room durlng breakfast on
11/10/10 and did not notice the resident's position |
in the wheelchair. She stated the wheelchair was
no longer meeting the resident's needs. She was
not sure If nurse aides had been trained on
positioning.

Interview with Certified Nurse Aide (CNA) #1 on
11/10/10 at 9:66am revealed she fed Reslident
#16 breakfast on 11/10/10 while the resident was
In a slumped down and leaning position. She
stated sha would usually pull the resident up in
the chalr when needed; however, the resident
only stayed In the correct position for & short time
then slumped down again. She stated the
resident's chalr was not working. She stated she
had recelved training regarding positioning
residents correctly.

interview with the Unit Manager on 11/10/10 at
11:00am revealed the CNA's were frained to
position reslidents correctly. She stated the nurses
were responsible for monitoring the dining room.

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334| F334 483.25(n) Influenza and

35=E | IMMUNIZATIONS Pneumococcal Immunizations
The facility must develop policies and procedures The surveyors were informed during the
that ensure that --  visit that the release form was not
() Before offering the influenza Immunization, available on all residents for
i sach reslde‘nt, or the resident's legal pneumococeal vaccines because it had
representative receives education regarding the been implemented on new admissions

i
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(ily Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization Is medically
contraindicated or the resident has already been
immunized during this time period;

(ill) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(v) The resident's medical recard Includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of Influenza
immunization; and

(B) That the resident elther received the
Influenza Immunization or did not receive the
influenza Immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that -
(i) Before offering the pneumococcal
Immunization, each resident, or the resident’s
legal representative recelves education regarding
the benefits and potential side effects of the
Immunization;
(Il} Each resident Is offered a pheumacoccal
Immunization, unless the Immunization Is
medically contraindicated or the resident has
afready been Immunized;
(iil) The resident or the resident's legal-
representative has the opportunity fo refuse
immunization; and
(iv) The resident's medical record inciudes
documentation that indicated, at a minimum, the
following: '

(A) That the resident or resident's legal
representative was provided education regarding

_mechanisms used to document them.

residents and withdrawn from further
use for revision, thus reverting to the
older system of notifying on admission
and discussing and influenza vaccines
notice sent during the annual September

billing process. (Sec F 334 Attachment)| .

In-servicing had been provided to the
Nursing staff on both influenza and
pneumococcal vaccine during staff
meetings on 9/8/2010. The Vaccines
Desktop Reference (DTR) had also been
developed and introduced. (See F334
Attachment) Residents # 5, and 14°s
refusals were investigated and Nurse’s
Note found that included the name of
the person who refused the date and the
nurse’s signature. This process was
completed 12.6.2010. Resident #3°s
family was re-approached on
11.15.2010 and the resident received the
pneumococcal vaccine. Nurses were
educated on the appropriate refusal

The DTR was expanded to include this
information. (See F344 Attachment)
Residents # 8 & 17 both were
administered the pneumococcal vaccine
with completion on December 2, 2010,
with consents, orders and records
documents in accordance with DTR. A
total resident medical records audit was
conducted and follow-up completed on
11/22/2010 and follow-up with refusal
forms completed and properly
documented information on past history
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F 334 | Continued From page 11 F 334 of injections clarified, and clarification
(A) That the resident or resident's legal if continued refusal to receive the
representative was provided sducation regarding vaccine was desired. If residents desired
the benefits and potential side effects of the vaccine, it was administered and
pneumococeal Immunization; and documents in accordance with the DTR
(B) That the resident either recelved the with all records complete on December
pneumococcal Immunization or did not receive 6,2010. System changes implemented
the pneumocoocal immunization due to medical include the revision of the resource tool-
contraindicatlon or refusal, the DTR . arifving th
(v} As an alternative, based on an assessment . lor vaceines o arifying the
and practitioner recommendation, a second addressing and handling of refusals.
pheumococeal immunization may be given after 6 Education was provided to current staff
years following the first pneumococeal and will be provided to all new hires
immunization, unless medically contralndicated or regarding the requirements and inchuded
the resident or the resident's legal representatlve on the orientation checklist. (See F 344
refuses the second immunization. Attachment) A monthiy audit report is
to be generated by the nurse managers
of the neighborhoods addressing the
administration and refusal of vaccines to
This REQUIREMENT Is not met as evidenced insure the review of vaccine
by: adgmmstratmp stays current. The report
Based on interviews and record review, it was will be submitied to the Director of
determined the facflity failed to follow It's pollcy Clinical Services and presented to
and procedure for the documentation of QA/QI a minimum of quarterly.
acceptance or refusal of Influenza and ‘
Pnaumococeal vaccinations. Documentation of
the acceptance or refusal of the Influenza or
Pneumcoccal vaccination by the resident or their
legal representative was absent in the medical
record for six (#1, 3(5/8, éjand 17) out of
twenty-four (24) sampled residents.
The findings Include:
Review of the facility policy and precedure
revealed: Influenza and Pneumococal are to be
researched via interview, family contact or contact
with the Residen't primary physician.The dates
the vaccinations were received was fo be
FORM CMS-2567(02-68) Previous Verslons Obsolste Event ID:BSKE11 Facliity ID: 100203 If continuation sheet Page 12 of 18
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documented in the medical record. Attached to
the policy Is a flow chart adopted from the CDC
01/2009, In addition the pollcy also Inceded a
copy of the TB screening record anda
Residentinfluenza and Pneumoccal Release
form. The release form allows the Resldent or
thelr legal representative to acoept or refuse the
vaccinations.

Revlew of Residents # 1, 5 and 14 medical
records on 11/08/10 at 2:46pm revealed no
documentation of the Resident or legal

representative's refusal of the vaccinations,

Interviews on 11/10/10 at 8:46am with the
Corporate Compliance Officer and Director of
Nursing revealed that staff were given to read and
sign a pollcy which was to go Into effect 10/08/10.
The facllity then decided to place a hold on the
policy which required Identification of the person
accepting or refusing the vaccinations. The
Corporate Compliance Officer stated education
and notificatlon of vaccine availabillty Is provided
In a monthly statement to residents that includes
facility charges. She further stated, that since the
Information Is included in the billing statement, the
facility has met their obligation, She could not
confirim statements were received or Information
provided was read. She did comfirm Social
Services is using the form for new admissions,
but did not provide Information on how the form
would be used an existing residents,

Review of the clinical record for Resident #8
revealed no record of having the pneumonia
Immunization, There was no documentation
regarding consent or refusal, or education on the
benefits and potential side effects of the
immunization signed by the resident or
responsible party. There was no information from
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the physiclan stating the Immunization was
medically contraindicated.

Record review of the file for Resident #3 on
11/08/10 revealed that the resldent was admitted
or 12/09/08. The resident, or the resldent's
representative, was offered the pneumonia
vaccine and the word "refused" was written In the
resident's file, There was no documentation
regarding education on the importance of the
vaccine provided to the resident or his
representative. No reason was documented for
the refusal of the vaccine, No sighature of the
staff person, or date the vaccine was offered, was
racorded In the resident's file,

Interview with RN #5, the unit manager, on
11/09/10 at 2:00pm revealed that consent to
receive vaccination or refusal of vaccination as
well as resident education was left up to the
nurses on the unit. She stated that it was their
responsibility to document anything like that,

Interview with LPN #6 on 11/09/10 at 2:05pm,

who has worked at the facility for approximately
elght (8) years, stated that they do not have a
consent form or education sheet on their unit for
pheumococcal vaceines or influenza vaccines.
She stated that the nurse was supposed to just
document in the resident's file if they gave the
Injection or not, sign, and date.

Interview with the staff development coordinator
on 11/10/10 at 10:06am revealed that it was not
his responsibility for training the staff on
aducation and consent fot influenza and.
pheumococcal vaceination. He stated that the
unit manager has the responsibility of making
sure that education and consent was done with
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the resident or their families. He stated that it
was a standard expectation that all residents, or
thelr responsible party, receive education and
give consent for vaccinations,

Interview with LPN #2 on 11/10/10 at 10:40am,
who has worked at the facility for approximately
six (8) years, revealed that the resident, or their
responsible party, is offered the influenza and
pneumococcal vaccines upon admission to the
facility. If they refuse and say they already
recelved it the nurse documents that in the
resident's file and attermpts to find out where and
when they had it and then record In the resident's
file. She stated an allergy to eggs would also be
documented if that were the case. She stated
that an inservice was done within the last month
on documentation/education/consent for Influenza
and pneumococcal vaccination. She did not
attend but dld read the Information presented in
the Inservice. She stated that if a resident or thelr
responsible party refuses the Influenza or
pneumococcal vaccine the refusal should be
documented by the nurse with the signature of
the nurse and the dats.

F 441 483.65 INFECTION CONTROL, PREVENT F 441| F441 483.65 Infection Control,
gs=E | SPREAD, LINENS Prevent Spread, Linens
The facility must establish and maintain an By the evening of 11/10/2010 all areas

Infection Control Program designed to provide a

safe, sanitary and comfortable environment and that have ice in holders have been

to help prevent the development and transmission utilizing a system where ice scoops are
of disease and infection. held outside all containers. The ice
handling procedure has been updated to
(a) Infection Control Program include the standard of ice scoops being
The facllity must establish an Infection Control held outside of any stofage bins. All
Program under which it - involved staff and volunteers were
(1) Investigates, confrols, and prevents Infections educated by 12/6/2010. Dining Services
(n the facility; Leadership and Nursing staff are

FORM CMS-2687(02-89) Previous Versions Obsolete Evant ID: BSKET1 Facliity 1D: 100203 . If continuation shest Page 16 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 11/30/2010
FORM APPROVED
OMB NOQ. 0938-0391

STATEMENT OF DEFICIENCIES X1, PROVIDER/SUPPUER/CUA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
185310 W 11/10/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EPISCOPAL GHURGH HOME 7504 WESTPORT ROAD
P LOUISVILLE, KY 40222
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%59
PREFIX (EACH DEEIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;A-_F;\ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERES?E{%&%;‘%E APPROPRIATE
F 441 | Continued From page 15 F 441| observing the implementation of the

(2) Decides what procedures, such as Isolation,
should be applled to an individual resident; and
(3) Malntains a record of incidents and corrective
actlons related fo Infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs Isolation ta
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice.

{c) Linens

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

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facllity failed to
ensure proper Infection control practices were
maintained by storing ice scoops in the Ice cooler
and observations of employees touching food
with their bare hands.

The findings include:

Record review of the Handwashing Policy states

revised procedure & practice on an
assigned rounding schedule (See F441
Attachment) and reporting outcomes to
supervisory staff. During these rounds
the expectation is that each observer is
monitoring for compliance to the
infection control standards, See the
attached Meal Observation Study and
Tool to be used in the Nursing
observation monitoring to record data
for the quality improvement processes.
The form is used by the Director of
Dining Services and the Director of
Clinical Services. Nursing observation
monitoring to record data for the quality
improvement processes. The form is
used by the Director of Dining A review
of the infection history indicated no
infection trends are traceable to food
handling. Continued periodic
monitoring of actual performance and
analysis of the infection log will be used
to monitor incidences of potential issues
and outcomes as described above. Staff
Education has been conducted for
current employees including an
emphasis on instructing mentors and the
SDC to cover the techuniques in detail in
general orientation when discussing
infection control. The rounding system
above has been implemented with
immediate feedback to staff regarding
performance to ensure education has
been placed into practice. Dining
Services Leadership and Nursing staff
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appropriate fifteen second handwashing must be
performed under the following conditions: contact
with blood, body flulds, secretions, excretions,
mucous memberanes and broken skin.

Observation on 11/09/2010 at 8:30am revealed
Certified Nurse Alde (CNA) #6 touched food with
bare hands after a resident had spit, while placing
a napkin up to the resident's mouth for the
resldent to cough, then turned to the resident
sltting to the right and began feeding a second
resident Immediately afterwards,

Observation on 11/09/10 at 8:50am CNA #6
touched a resident's scrambled eggs with bare
hands after the resident spit it out of their mouth
and placed the egg In the resident's bowl. The
CNA then turned immediately to the right and .
began feeding another resident.

Interview on 11/10/10 at 2:45pm with CNA #6
revealed that they were not aware they had
touched the resident's food with bare hands and
furthermors stated that touching food with bare

hands [s a risk for spreading disease to residents,

Interview on 11/10/10 at 2:55pm with Director of
Clinical Services revealed training for Infection
control is performed once a year as an in-service
with employses,

Record review of the policy #F016, revise date
3/09 revealed:

1. lce must be protected from splash, drip, and
hand contamination during storage and  service,

‘Observation of the lunch meal on the D Unit on
14/08/10 at 12:00pm revealed (CNA) #2 filled
glasses with Ice then served residents. She was

During these rounds the expectation is
that each are monitoring for compliance
to the infection control standards, Any
deviation from these standards is to be
communicated to the appropriate
supervisor for follow-up, Nursing will
maintain an observation log which will
be shared with appropriate supervisory
staff and then be complied for QA
purposes. Observers were educated to
conduct meal observations using a tool
to record findings which will be shared
with the Nursing Leadership group and
the Food Services Director for use in
directly working with performers not

- meeting the standard. One on one

instruction was provided to those not
meeting standard. All incidents are to be
documented in the Dining Services
supervisor communication book and
reported as QA results a minimum of
quarterly, ‘

FORM CMS-2667(02-98) Pravious Verslons Obsalete
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’ PRINTED: 11/30/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING '
185310 11/10/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7504 WESTPORT ROAD
EPISCOPAL CHURCH HOME
LOUISVILLE, KY 40222
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 1%8)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE PATE
DEFICIENCY)
F 441 Continued From page 17 F 441

observed to place the lce scoop back in the Ice
bln after each use. [n addition, CNAs were
observed adding toppings to hamburgers, cutting
the hamburgers into pieces and feeding the
resldents with bare hands.

Interviews with CNAs #1 and #2 on 11/09/10 at
2:00pm revealed they had not received training
on handling resident food without touching It.
They both stated they were trained to store the
lce scoop in a clean contalner between uses;
however, they forgot,

Observations during breakfast and funch meals
from 11/8/10, 11/9/10 and 11/10/10 revealed the
ice scoop handle laying In the Ice bin.

Observation on 11/10/10 at 1:30pm revealed two
ice scoops laying In ice bin In the Canterbury
Dining Room. Further ohservation on 11/12/10 at
2:20pm revealed Director of Dietary ramoved
both ice scoops which were laying in lce.

Interview at 2:16pm on 11/10/10 with Dietary Alde
#1 revealed that she was never trained to remove
ice scoap from Ice bins during dletary services.

[nterview at 2:20pm on 11/10/10 with the Director
, of Dietary Services revealed that staff had not
been train to remove Ice scoops from the ice bin
after every use because the staff Is supposed to
sanitize thelr hands, She further stated that the
policy only referred to the [ce storage bin of the
ice machine. She was unable to state the
difference in Infection control between an lce
scoop being left In an lce machine and ice scoop
being left in a lce bin.

FORM CMS-2667(02-99) Previous Versions Obsolete Event |D; BSKE11 Fagliity ID: 100203 if continuation sheet Page 18 of 18
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2101 Survey Follow-up Quiz

The following questions are designed to assess your knowledge of the areas in which the survey

&
team determined we have a problem meeting the requirements for licensure.

e  All of us must adhere to the infection control guidelines covered within this quiz- EVERY timel

e You are expected to think about what you are doing and do it correctly EVERY time,

Thank you in advance for the important role you play in our residents’ health.

Kathy Shireman, RN

(SP

Infection Preventionist

Anne H. Veno, RN, LNHA

CEOQ/Administrator
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2010 Survey Follow-up Content Outline

I

TB Screening/PPD Employee

A PPD Tests upon hire and annually. Exception: History of TB or Positive PPD Reactor >
10mm. If not a known reactor previously, refer to Health Dept. If is previous positive
reactor, do history. If any questions result in suspicion of disease, send to Health Dept.
who conducts Chest X-Rays and epidemiological studies.

B. TB Histories on positive reactors are to be done every six months.

C. PPD’s are required to be done no later than 365 days from the last PPD —annually-with
the exceptions above,

D. Must have PPD done and read before the due date listed on the posting.

E. If PPD is not done and read before the 365™ day, suspension of the employee and
counseling will be done. They are to remain off work until it is completed.

Resident PPD
Is to be done on admission- a two step and no later than 365 days annually. CAN NOT BE LATE.

Nurses are responsible for checking during the monthly audits to ensure PPD’s upcoming are on
the neighborhood’s calendar and added to the MAR as appropriate. These checks need to be
looking a month ahead as the PPD can not be beyond the 365" day when read.

Pneumococcal vaccine (pnenumo)

Refusals are to be properly documented on the Immunization Record- including the date,
reason, who the refusal came from and the nurse receiving the refusal.

ECH offers all employees the pneumococcal vaccine upon hire-sign up with your supervisor by
12.30.2010 if you have not received the vaccine and are interested in receiving it or want to
learn more about it.

A new consent form has been started for all new admissions. The Social Services Department
will complete it on admission.

Formal notice of flu vaccine administration will be given with the billing noticé the month prior
to administration (usually September) on an annual basis. ECH nurses will convert our LTC
residents to the new.consent as they come due for flu and/or pneumo. The CDC standard
information & forms for each vaccine are in the file drawers at each nurse’s station and are to
be shared with residents and/or decision makers regarding the vaccines and side effects and
right to decline. Guidelines for pneumococcal vaccine administration are in the DTR.

ecior General
rement Branch
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5. If the pneumo. vaccine date is unknown, the nurse is to find out where it was given and contact,
if possible, to confirm exact dates of administration. If the'vaccine was given> 5 years ago,
seek an order from the physician, re-educate the resident/responsible party and with
permission administer the vaccine or document its refusal.

V. Infection Control
1. Handling food- handwash and reglove between residents,
2. Do NOT lay or leave an ice scoap in the icé container- cross contaminates.
3. Not remembering will not be tolerated-no excuses.
4, Feeding two residents- can not cross over with touching.

5. Meal tickets/ slips are to be used to make sure the dining services worker/nurse aide serves
the correct foods, the correct adaptive equipment is used, and likes/dislikes are honored in
serving the resident.

6. Do NOT touch food with ungloved hands or with contaminated/dirty gloves while setting up
a resident, cutting up food, or buttering rolls. ‘

V. Restorative

1. Nursing or therapy staff can recommend restorative nursing services to restore OR
MAINTAIN a resident’s highest level or functional abllity. Aides or Nurses may identify
the need and request that an evaluation by the therapy or restorative nursing staff be
completed.

2. All staff has a responsibility to identify the need to reposition a resident. Positioning can
prevent choking in those with swallowing problems. Residents need to sit up straight.
Plans for special dysphagia- swallowing issues- are to be communicated by Speech
Therapy and put on the care plan and aides assignment sheets,

3, Therapy may be re-consulted for positioning issues, as needed. Note that such has been
done in the nursing/therapy notes and care plan.

VI, Falls

Note on the resident’s Care Plan all interventions tried- even if the intervention was not
effective, to reflect the process ECH used historically. Date & initial all entries and
discontinuations. Update the care plan after each fall. If no change is made, write a note in
the Nurses Notes explaining why. Add to cause/ contributing facters in the problem
statement and place interventions under the actions/ intervention section of the
appropriate problem statement after each fall, NOT just at the bottom of any page.

e
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2. Over-inflation of an air mattress may a cause a fall and is unacceptable and this indicates we
have a communication or knowledge deficit with possible ineffective monitoring. “Consult
the DTR “Specialty mattresses” to find the appropriate settings as well as other mattress
choices that might best fit a resident’s needs. Place mattress orders on the TAR for every
shift checks to make sure proper inflation is present and verified by the nurse. Place proper
inflation levels on the TAR, care pian, and aide assignment sheet.

3. Ifa resident falls going to the toilet- Assess why this is happening {e.g. orthostatic
hypotension, urgency, memory loss, leaking, are call lights answered timely, are nurses
also answering call lights? Does a toileting plan need be developed? Is supervision of
employees adequate? Investigate thoroughly and devise a plan/revise the care plan based
on the findings.

\ Odice of inspecior General
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Nursing Staff -Training from State Surevy-2010 Name: . ' O‘Wm"“ E""*”‘c mMent g,;amm

Date: Neighborhood: : : L

Regulation: Each resident is to receive the necessary care and services to attain or maintain the highest
practicable physical, mental, and psychosocial well being in accordance with the assessment and-plan of
care. Circle all appropriate responses.

1. A resident believes she/he can do more for themselves. You believe they might be able to do so
also. What should you do?

A. Tell the nurse/ physician and discﬁss it with them the reasons Why you think so.
B. Compliment the resident and do for them as much as you can.

C. Encourage the resident to attend activities, '

D. Nursing or therapy can consider requesting restorative services.

E, Discuss with the resident what his/her goals are and make a plan to help them achieve them
in the plan of care.

2. You have a nonverbal resident with a repeating slumping problem when in a chair. The resident
also has dysphagia-trouble swallowing. Which of the following are correct statement(s) in this
situation? |

A. The aide assignment sheet is to have information related to how to position residents with
special positioning needs to help prevent choking.

B. Therapy is to be consuited for difftcult pbsitioning problem solving recommendations.

C. The basic principle of positioning is to sit a resident straight up to prevent choking when
eating -which is important to well being.

D. [t is everyane’s responsibility to ensure residents are positioned properly and repositioned.

E. Care plans are to reflect difficult positioning problems and historically reflect what actions
were taken to attempt to resolve the positioning issues.

F. Nurses as well as aides are responsible for monitoring the positioning of residents,

3. You have a resident who has fallen on several occasions. When reviewing the falls, you would
expect to be able to: ’

A. Review the Occurence Report to identify cause/ contributing factors and see those
identified in the problem statement in a “Potential for injury: falls “ statement.

B. See a Falling Heart symbol on the nameplate outside the resident’s door to alert everyone.




C. See any recommendations made on the Occurrence Report reflected in the Interventions or
action statement of the care plan and on aide assignment sheet.

D. Talk with all involved in the fall to determine why it happened to help prevent future falling.
E. lgnore it because we have tried everything with no success in preventing a fall.

4. You have a resident on a low air loss mattress. When transferring a resident the mattress was
inflated more. You know this is high risk for causing a fall and possible skin breakdown. What do
you do?

A. Feel the mattress to see if it feels to be the right amount of inflation by pushing on it.

B. Nothing. The resident wished to be higher to see out the window better. More Is better, the
extra air will not hurt, Bolsters will protect the resident.

C. Look at how the resident is positioned- the resident should sink low into the mattress so
that the mattress edges are the same height as the top of chest of the resident.

D. Check for positioning-the resident should be two to four inches from botteming out.

E. Nurses document oversight of mattress/proper settings checks on the Treatment Record.
Consult the plan of care or aide assignment sheet for the proper setting and adjust
accordingly.

5. A resident fell trying to go to the toilet. Investigation reveals the call light was on 30 minutes
before being responded to and by then the resident had tried to toilet onn his/her own. What
strategies might be applied to prevent future falls?

A. Nothing. Was an unusual event.

B. Analyze if the aide had on the pager and it was working in order to know the light was
tinging.

C. Determine if other falls were related to tolleting and determine if urgency, leaking, memory
loss or poor decision making contributed to not being able to wait for assistance. Ask
resident for input.

D. Note on the aide assignment sheet that the resident is unable to wait to toilet-and likely to
try to go on his/her own and fall.

E. Analyze the resident’s voiding pattern and consider using a scheduled toileting plan.

Office of Inspecior General
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Learning Module: Influenza, Pneumovacgineand PPD

Approximate time needed: 30 minutes

Resources Available, if desired: Vaccine-Flu & Pneumo Release Form, Immunization Form, TB procedure,
Vaccinations desk top reference. Post test.

Upon completion of this module, the learner will:

1.

implement their role in employee and resident PPD Testing, monitoring for compliance with
state regulations, and include this information in the new employee orientation process
consistently. |

Identify the national guidelines for administration of the pneumococcal vaccine and where
to find them in the desktop reference, the role expectations for determining last dose given
and refusals, common adverse reactions to the pneumococcal vaccine, and what teaching is
required plus documentation requirements- release and medical record recording.

|dentify the process for identifying if a resident has received a flu vaccine, what instruction
information about the vaccine is needed and how to document, what to do about refusals,
and documentation of administration.

Verbalize understanding that mandatory in-service and meeting requirements are just that-
mandatory with the expectation to attend, make arrangement to obtain the training at an
alternate time/place within established deadlines or face disciplinary action so systems are
implemented by all.
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TB Screening/PPD’s —All emplovees Name: _

Date: Department: Neighborhood:

Post test: Employees-PPD, Influenza and Pneumococcal vaccine  Circle all that apply.
1. Employee PPD tests are to be obtained a minimum of how often?

A. Upon hire

B. If you have a cough

C. Onceavyear

D. Anytime —it does not matter

E. Everytwoyears

2. The PPD test is important because....  Circle all that apply.

A It detects exposure to the tuberculosis bacteria

B. It detects active TB illness

C. It can help prevent the spread of TB

D. Kentucky has a high amount of TB in the state and knowing is a step toward treatment
E. It is required in this facflity by state law.

3. If the December posting notice says that Janua ry third is the due date for your PPD test, when
should you play it safe and go to Clingman to receive it? Circle all correct responses.

A On January third
B. At least three days before January the third so thaf it ¢can be read before it ié too late
C. When mf supervisor reminds me
D. When | am taken off the schedule because | did not have it read in time to be done by
January 3.
E. A week after it is given,
4. What will be the consequences of not receiving your PPD timely?
A. Nothing C. Reminder again E. Supervisor will talk to me
B. Counseling D. Taken off schedule

<. R — “““7@
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1B Screening/PPD’s/Pneumococcal Vaccine -Nurse Quiz

Name:

Date: Circle all that applies.

A,

B.

o0

B,

CE

‘Residents are to have PPD tests how oftan?

Arnually

When they have a history of TB
On admission

Before discharge

If they have had a positive reactlon in the past

what Is the system for monitoring PPD compliance?

A,

D.

E.

Check the Blue Immunization/ Screening form when doing monthly chart audits

Ask the resident

Keep a listing of the last TB screening date and repeat skin testing on/before the last anniversary of last skin test
Check old MAR’s

Ask the nurse manager

When discovering that TB screening time Is approaching, what steps are to be taken?

A

D.

E.

Check TB history- If has had TB, glve PPD.

Do a TB sign and symptoms history every 6 months on positive reactors, not a PPD
Do a TB signs and symptoms history on everyone on admissfon and ;nnuaily
Write the PPD on the desk calendar for a two step

When doing the monthly review, check if TB screening is due and note it on MAR and calendar.

Which of the following are correct statements related to Pneumococcal Vaccines ?

A

Pneumococcal vaccine is to always be given on admission and every five years thereafter,

Information on when pneumococcal vaccing was received is to be determined on admission.

If Informatlon about when the vaccine was recelved Is unknown, find out where and contact them for the Info.
Consult the Immunization Record during the monthly review to determine what vaccines may be due.
Refusals must be documented and include the date, nurses’s slgnature, person refusing and the reason,

All eraployees are being offered the opportunity to receive the pneumococcal vaceine.

. -
@sedfﬁor\ﬁdu;gtloh. N =

Pneumoceoccal vactine information sheets are avallable in the forms drawer and are t
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Infection Control~Al! Staff Name: Date;

Circle all that apply.

1

4,

The most important means of preventing the spreads of Infection is:

A

D.

E.

Wipe up spills.

Use gloves when touching items contaminated with blood or body fluids.
Handwash when touching a potentlally contaminated hand to a different surface,
Wear clothing or halr protection.

Cough Into your elbow.

When handling an ice scoop while serving ice, it is important to:

A

E,

Wear gloves.

Store the ice scoop In the ice cooler.

Touch the lce scoop to the used glass when filling It to keep from spilling ice.
Handwash or sanitize -if less than three times using sanitizer.

Place the scoop in the holder between uses.

When serving residents food, which of the following would apply?

A

D.

E.

Set up for meal service by placing the dietary slip on the residents’ tables to make sure the right type of food s
served.

Use the dletary slip to Identify the fikes and dislikes of residents.
Give an appearance of home by picking up food bare handed and cutting up food as needed.
Keep tidy by Wiping noses while serving and feeding residents with no handwashing necessary In between,

Feed.two residents while one is coughlng moving one to the other without handwashing.

What are good excuses for poor infection control practices?

A

B.

When cutting up a hamburger with bare hands say-“t wasin a hurry.”

You are between two residents and a resident coughs so you grab a napkin and wipe their mouth returning to
glve the other resident a bite, “1 always did it this way.”

You had a fire drill in the middle of the meal and are trying to get drinks served. You lay the Ice scoop down in
the Ice container. “| have to get this done-we are late.”

You pick up a roll to place It on the plate or butter it with your bare hands. “| forgot.”

All the above answers are not good excuses for poor Infection control. One slip up in what we do well can
spread infection to many others. {m e , e,
i v
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Episcopal Church Home
Meal Observation Quality Study-2010

- Purpose: To insure infection control, food handling and customer service standards are
met consistently at all meal service times and locations.

Standards:

Infection Control:

1.

Handwashing is to-occur for 15 seconds after exposure to blood, body
fluids, secretions, excretions, mucous membranes and broken skin, This
includes picking up items that have been in a person’s mouth, contact with
spit, contact with nose discharge/ coughing spray. Going from feeding
one resident to another without cleansing hands in these situations is a
violation of infection control standards.

Touching food with bare hands can spread disease. Gloving is to be
practiced with changing gloves between residents or if touching something
potentially soiled/contaminated. Use gloves when cutting food and with
feeding a resident.

Jce scoops are to NOT be laid down in the ice storage container. The
scoop is to be placed in the receptacle furnished. Touching the scoop
handle and then laying it in the ice can potentially contaminate the ice.

~ Any food items dropped are to be discarded and NOT fed to the resident.

Replacement food is to be obtained.

Customer Service:

1.

Introduce yourself to the resident and describe the meal about to be
served.

Always offer or assist the resident with a warm disposable cloth to clean
their hands before eating. The resident’s hands/faces are also to be cleaned
after eating, when necessary and clothing changed if necessary.

Residents are to be asked if they want/ offered clothing protectors, but not
encouraged or forced to wear them if they do not desire to do so.

Residents are to be talked to respectfully and encouraged to engage in
conversation during the dining experience (no general talking among staff
members that is not resident related is permissible), food is fo be
introduced as it is being offered, asked residents about their preferences,

and if they are not eating, inquire if they would like seasonifgor -

i
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something different to eat, and the offering‘ of alternatives is to be
documented on the Care Flow sheet,

5. Residents are to be called by the name they have listed as preferred. Do
NOT use “Honey”, Sweetie”, “Sugar”, etc. as these are interpreted as
demeaning by some or being too familiar.

6. Residents needing to toilet (during the meal) are to be accommodated by
the nurse aide and/or nurse and preferably, residents are to toileted before
meals.

7. Personal phone use/ texting is NEVER to occur during resident care times,

such as meals and is only allowed to occur while on breaks.

Positioning/ Dysphagia Precautions

1. Residents are to be pbsitioned in an upright position for eating- especially
if they have swallowing issues.
2. Residents with positioning issues are to be referred to PT/OT for

consultation and positioning instructions written in the care plan and on
the nurse aide assignment sheets. Observation that these instructions are
followed is to be included in the meal observation. A list may be obtained
from the nurse’s station of who this might effect.

Methodology:

Meal observations are to happen daily on day and evening shifts by a nurse, dietician or
dietary manager who has been educated by reading the standards. Observations are to
occur in the neighborhoods as well as Canterbury Court. Nurses are to be assigned the
duties on a rotational basis.

The Meal Observation form is to be completed by the observer assigned. The date and
time of the observation can be written on the line provided. The areas to be observed
include: food handling, hand washing, ice scoop management, and customer service
(positioning of residents).

Immediate intervention is to be given by the observer if standards are breached to ensure
infection control practices are upheld and resident’s rights are protected. The break from
standard is to be recorded on the QA study data collection report.

Reporting:

Forms are to be submitted to the nurse manager of the neighborhood, Director of Dining
Services, and Director of Clinical Services.

- Results are to be reported by the nurse manager at the monthly QA meeting alopg-with——

interventions applied and improvement plan recommendations. D
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|Meal Service- Date:

Time:

Episcopal Church Home
QA- Meal Observation

Observer:

Confidential

_Emﬁ all employees on duty.Describe per employee the areas listed below that need be managed better to improve practice.Name employees
involved and interventions taken. Inappropriate repeat poor practice behavior is not fo be tolerated and is to be subject to disciplinary action.

OK

SRNA/N cﬁmmm Food Handiing-infect.contrl/HW

Ice Scoop Management

Customer Service

Position/Dysphagia Prec ~

Not OK-describe

OK

Not OK-describe

OK

Not Ok-describe
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Seetion: SANITATION AND INFECTION CONTROL POLICY #F016

Subject: ICE HANDLING Date Issued 5/95

Revised: 122010

POLICIES:

Ice made by ice machines on the premises must be made with water from a source approved by the
State/local health department.

Only ice s permitted to be kept in the ice storage bin of the ice machine.
lce must be protected from splash, drip, and hand contamination during storage and service.

Tl the event of a mechanical malfimetion, ice will be transported in a clean, covered, food service
approved container from another machine in the facility/community or bought from an approved
SOUrCe,

PROCEDURES:

All Facility employges

Use a scoop to remove ice from the storage bin into the receptacle used for service. (A scoop should be
designated for removing ice from the bin, and should not be used for other purposes.)

Scopes are utilized for dispensing ice from the secondary dispensers. Scoops are not to be held i the
ice, but in appropriate holders outside the ice receptacles.

Inside of ice storage bins are cleaned on a monthly basis,

P&P CROSS REFERENCE: F — Area and Equipment Cleaning Frequency (for lce machine)
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Education on Ice Handling Policy Revision:
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Care Plan Report
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giucosamine chondrotin and iykenol arfwits on a
-daily hasts, She also has a diagnasis of cofitis and

&l this fime and resident does condinue with
fnermittent sfs of vain'dscomiot with facal
grimacing and feariulness which vould potentally be
rolated o pain. Pain controlled at s ime.
STATUS: Ariive (Current}

e e L s

T e

e s e e

Potential for atteration in comicnt r iSRRI cving
* {a history of Ardhrilis and esteoparosis and recieving

was Weated with steroids in e past. Mo sis of colitis

. OSTEOARTHROSIS NOS", GROPLARYNGEAL DYSPHAG

esfden
fdiscomfort rit asthrilis, ostecparosis, and
colifis.

STATUS: Active (Curreng

GOAL BATE: /62017

SRt e St e e s o

e e S o

=

such as giimacing, subbing body perts,
restlessriass, or resident expressing pain,
difficulty walking or moving. Report ongoing sfs of
paindiscomiort or unoonireiled pain/discomfort io
mal/arp.

STATUS: Active {Cument}

F307

Tof 18

grabbing at stomach and grimacing, obsarve: for
crgolng dfamhea andfor Plead in the stool. Moffy
MDFARNP as indicated for shnomalities.
STATUS: Sctive [Cuprent]

Administer tylenol arthrifs as ordered and prn. Musing
Glucesamine chondrontin sdministerad far hio
arthritls.
STATUS: Active (Guirent)
Licensed Practival Murse
Registered Nurse
Observe for sifs of ahdominal pain such as Nursing

Constit fherapy as indicated for trestmant.
STATUS: Achve {Carang

ECHWFRD YWinghiA0

wle pibioning

ﬂ,\m.ﬁ“ .\mﬁ_
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e PT
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SRR AR A Saomt Ty B

24 risk for alteration in skin integerity it GEEHERRN
being incontinent of her B&B and reguling

- lessistance with her bed mobliy. She does have an
w_ altered sensory preception and s unable io detect
< Ipain or pressure and notify others of pain of

pressure. She hesa fagnosts of vascular dementa
winich impairs her ability to nofify ofers of ghimination
needs and reguires stall to anldpale her iteting
nosds. Mo skin probierss noted at fnis ime. She does
have a histary of UT in July “1F an was trested at
thal Grne. She goes conlinue to e inconiinert and
his chacked and changed routinely swhich also
increnses hex risk for UTL She is ynable o make
reguest ang refies on sigft far her fiuid and daily care
needs.

STATUS: Acive (Current]

Besmesenera

e A B = =

UTl.
STETUS: Adtive (Cumrendy
GOAL DATE: 1/6/2011

= = = e ET yerE==

= e e wz
e e el
B e st =t e e

Resident will remain free of undetected sis of |Provide good peri care with warm sgap and waler Mursing

o7 wet wipes afier incontinence. Yips front to
back with perianat case.
STATUS: Active (Current]

T

209

it Risk For Falis BT Satmmasip Has & histosy of ialls
i her lack af safely awareness, poar degision
reaking. and not using her walksr. She requives the
wse of a tolal body (& for her iransfers. Sheis
currently non ambuiatory at this (e, She confinues
fo be at risk for faliing reiated to her eltered safely
awareness ang inability 1o make decistons 0
vascular dementia. She does conimue o zittemptio
sil up and lean forward in er chair which can place

"~ Iner at risk for falling ss well. She ziso ulilize

_} |antidepressant medicalion for het histary of
depression. She also has a histery of arthrifis.
STATUS: Active {Currenty

Resldent wi demonstrate lhe ability 10

over the next B0 day revisw potd.
STATUS: Aclive {Cument)
GOAL DATE: 1162011

ambulatefransier without fall relaied injufas {restiess and of making stlempls to

Chserve for non werbal needs sien resigent is Nursing

positionfreposition herself in het chalr such 28
leaning forwerd. Gbserve for hunger, sk, snd
tofleting needs and assist as needed.

STATUS: Aclive {Currend)
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Observe for mood or behavior distivbances and (Musing
for orying episades. Repart # present or indicated.
Document mood and behavicr disfurbances.
STATLIS: Acive fCurcent]
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15:36

12/87/2018

19702610 1:30:23 PW

ot her lack uf safaty aviareness, poar decision

~-J matking, and nol using hst walker. She Tenuires the

use of a Lotal body Bft Tar her transfers. Shels

A curresily non ambulatory ai this Brme. She confinues
10 be at Tisk for faliing related o her altered safety
awareness and mabiliy to make decdisions di
~ascaiar dementa. She does oomiinue to aifismpt (o
st up and lean forward in her cheir wiich can plece
her sl risk for falfing as well. She aiso uiillze
anhdepressant medication for ter history of
depression. She alse has a kistory of arthrifts.
STATUS: Sotive (Cument)

A Risk For Fals ReT (HERSphas 2 history of falls

Resident wilk demonstrate the abifiby o
over the next 80 day review pesiod.

STATUS: Asfive {Gurrent]
GoAL DATE: 1842011

T et e

ambutatelitansfer without 1l related injuries

Observe for pesitoning in et chalr andfor for
attempts to stand vAthout assistance. Provide
assistenoe with repositioning when needed.

Jmﬁcﬁcm_ ‘nclive {Cutrent)
Miee 1t poschion wit-Bn st

A Staff

Behavior management cormitiee 1 eview
peychotropic medications on & quatiery basis
arwd make refarralsirecommendations for dosage
recluction ar approprsieness of psychotropic
‘medication.

STATUS: Active (Curent)

Pharmacy
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T ihH.{Nﬁ.H}uW(n T
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15:38
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Poiential for Sock Interaction ot Decrease
coversafion abilies. " Sl 2s she prefars to be
called, 3t times does not reflect signs of
comprehension of unterstending during activilies.
hargie needs recreational programs such as reading
staries, musicals, card and balloon games and food
sooiats which have simple directions and posifive
sacizl Gukcornes.

STATUS: Active {Current}

| Ag‘ r._ m

will show attenton t programs &t
hand as evidences by looking foward
program leatstieys contact and Stempls jo
follaw direstion during aciivity 3 least 34X 4
week by next review.

STATUS: Active (Current}

GOaL BRTE: 10672011

F307

Voluntesr

0of18

s at rigk for alieraon i nulrition dusta
nigh risk nuirifional dx of waseualr dementia, and
depression. Resident does requine zesistance with
meals.

STATUS: Active (Cuneni}

REEEEER | maintain cutrent aultition
status with no significant weight changes or
sfs of dehiydrafion.

STATUS: Active [Custentt

GO&AL DATE: 1712071

Prowide regudar diet
STATUS: Active (Current}

Nursing

Dietary

Allpw Fesident to eat in preferred losation, which
Is the neighborhwoeod dining room at this time.
STATUS: Active [Cunent)

Carfified Nurse Aide

STATUS: Active (Gurent]

Honor oot prefrences A0 Staff
STATUS: Acive {Currenty

Monitor a1 msals and provide cues as needed. Norsing
STATUS: Active (Current}

tcnitor weights per MO order and PRN Rursing
STATUS: Active {Cument)

jDirlarny

Doounvent % meal intake aleach mesl. Mirsing
STATUS: Aclive {Current) .
Diatitian 1o svaluate nutritional sistus atleast Distary
quasterly

STATUS: Aclive {Curenl}

Honor beverage proferenses at 9ach mesl. Terlified Nurse Aide
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INDEX PAGES:
THE EPISCOPAL CHURCH HOME NUMBER:
LOUISVILLE, KENTUCKY .
CHAPTER: Nursing EFFECTIVE DATE: 11/12/2010
FUNCTION: SUPERSEDES:
DESKTOP REFERENCE:Swallowing | RELATED STANDARDS/POLICIES:
Precautions " REVISED DATE: 11/12/2010

INTRODUCTION: The following are “safe swallowing/feeding” precautions and strategies to use with all
residents who are experiencing problems with swallowing. These precautions will increase safety of the
swallow during meal times and should be used consistently at all times.

INSTRUCTIONS:

1. Be sure to have the resident in an upright position, preferably in a chair, or bed during all meals. Use
cushions or pillows to make sure head is in as close to midline position as possible.

2. Do not try to feed a resident who is not alert enough to elicit a swailow
3, Itis very important to check the resident's tray to make sure it is the correct diet consistency.
4. Cueffeed the resident slowly.....allowing breaks as needed between bites.

5. Make it a regular practice to serve small bites....one at a time...allowing the resident to chew thoroughty .
and clear mouth.

6. Alternate every few bites with a sip of liquid.

7. Check to see that thé resident has cleared mouth before giving another bite/sip. Provide oral hygieneafter
all meals.

8. Please follow specific safe strategies as instructed by the Speech Pathologist. Examples include:

~-double swallows -head turn/tilt
-chin tuck head position -adaptive utensils/cups
-throat clear , -mixing consistencies

sexult js very important that all staff follow the same guidelines when feeding and/or supervising residents
during meals.
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Chart Audit-Dysphagia
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