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!‘ | “This Plan of Correction i
F 000 INITIAL COMMENTS F ooo! d submmi Correction is prepared (
' and submitted gs required by law, By g 5 I

i submitting this Plan of Correction,
BridgePoint Care & Rehabilitation
Center does not admit that the
deficiency listed on this form exist,
nor does the Center admit to any '

An abbreviated survey investigating KY16170
and KY 16543 was Initiated on 07/06.11 and

. concluded on 07/06/11. KY18170 was
substantiatad with deficlencies cited at 483.65

. Infaction Control, 483.15 Quality of Life, 483,25

i Quality of Care and 483.60 Pharmacy Services

; with the highest scope/severity of an "E", . Statements, findings, facts, or
: KY16543 was found to be unsubstar tiated. conclusions that form the basis for the
F 241 483,15(a) DIGNITY AND RESPECT OF . F241  alleged deficiency. The Center
ss=E | INDIVIDUALITY ' ' reserves the right to challenge in legal
. The facility must promote care for re:sidents in a and/or r egulatory or administrative
: mannher and in an environment that raintains or proceedings the deficiency,
: enhances each resident's dignity anc respact In statements, facts, and conclusi .
g i 3 S, 1acts, ons that
| full recognition of his of her individua Hy. | form the basis for the de ficiency.”

t This REQUIREMENT is not met as nvidenced ]
| by:

; Based on observation, interview, resident record
* review and the fsicility policy on Care and

: Services, the facility failed to promote care for the
- resldents in & manner and environme nt that

. maintains or enhances each resident s dignity for
' four (4) of six (8) sampled residents, Residents
#1, #2, #5 and #6 and Unsampled reridents F, H,
rand V. Resident #1 and #2 were not hathed

; regularly. Resident #6 and unsampled Residents
i G, M, N, Q, 8, T, and V, both men ani women,

| were in need of a shave to thelr facia halr,

: Unsampled Resident "V" was fed by i\ Certifiad

: Nursing Assistant (CNA) at the nurse; station

' while she stood. Unsampled Resider t "P" did not
! receive a shampoo for three waeks. |1 addition,
 the facility staff failed to knock on docrs before

- entering resident rooms. Resident #6 was
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meal, Residant "F" was observed with nagal
. drainage, Resident "H" was observed to wear
: olled clothing.

"The findings include:

| Review of the facllity's policy on Car and

| Services (01/08) revealed "It Is the palicy of the

| center to provide residents with the 1 acessary

" care and sarvices to maintain his/he: highest

- level of practicable functioning in an anvironment
that enhances each resident's gualit of Iife in the

 scope of a long term care facillty.”

|

: 1. Record review of the current Minir yum Data
Set (MDS) assessment for Resident #1 datad

1 08/11/11 revealed the facility assessed the

- resident as being totally dependent upon staff for

- bathing.

|

' Record review of the CNA Resident FHunctional
Performance Record for Resident #1 ravealed for

: the month of June 2011 the resident vas given a

i shower twice. The July 2011 record ‘hrough July

" §, 2011 revealed there had not been a shower or

*tub bath provided,

- 2. Record review of the current MDS for Resident

| #2 dated 08/13/11 revealed the facllit assessed

: the resident as needing physical help in part of

. the bathing activity, It further arsesscd the

| resident to need axtensive assist witk toilet use.

| The facility assessed Resident #2 as

| interviewable.
Record review of the CNA Resident Functional
Performance Record for Resident #2 revealed for
06/08/11 through 06/30/11, the reside 1t was given

(X4) ID : S8UMMARY STATEMENT OF DEFICIENCIES [[» ‘ PROVIDER'S PLAN OF GORRECTION IX8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDE D BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE GOMPLETION
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F 241" Continued From page 1 Fogq, F241 g /sin

Resident #1 was given a shower on 7-
. 6-11 by a certified nursing assistant.
j’ Resident #2 was given a shower and
|
|

|
|

ora] care on 7-6-11 by a certified
nursing assistant, Resident #6 and
unsampled residents G, M, N, Q, S, T
and V were shaved on 7-6-11 by a

i certified nursing assistant.

’ Unsampled resident P was given a
shower with hair washed on 7-6-11 by
a certified nursing assistant.

i Unsampled resident F had face

* cleaned by a certified nursing assistant
on 7-6-11. The clothing of unsampled
resident H was changed on 7-6-11 by
a certified nursing assistant. Resident

#5 was bathed and dressed in clean
clothes on 7-6-11 by a certificd
nursing assistant.

2. The Director of Nursing completed
rounds of the center on 7-14-11 to
identify residents in need of
grooming/hygiene care, staff knocking
on doots and no staff standing while
feeding residents. Any resident
identified was provided with a shower,
grooming, shaving, and dressing as
appropriate. Staff re-education was
completed immediately as indicated.
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, @ shower onca, The July 2011 record through |
' July 5, 2011 revealed the resident wiis provided a |
- shower one time.

. Review of the care plan for Resident #2 revealed [
a "Focus" area cf Urinary Tract Infecion related |

- to: poor hyglene. However, there wre no

| interventions for the staff, to provide e resident

| with & bath or shower. There ware n»

| interventions to assist with tolieting o' the

. resident's needed hygiene,

Interview, on 07/08/11 at 10:55AM, wlth Resident
#2 revealed he/she did not receive & regular

. shower. If the staff get busy with oth:r things, the

| shower was not given. The resident ilso stated

| histher teeth are not cleanad regularl .

! 3. Observation, on 07/06/11 during tha survey,

. revealed the following individuals, bofh men and
-women, with facial hair In heed of a s1ave:

. Resident #5 and Unsampled Resider ts G, M, N,
'Q, S, Tand V.

: Observation, on 07/08/11 at B:35AM, -evesled
| CNA #8 standing while feeding Unsar pled
i Resldent V at the nurses station. |

Observation, on (7/06/11 at 9:40AM, ‘evealed
Housekeeper #1 walking into room a( 8, accupied
; by a resident, without knacking.

| Observation, on 07/06/11 at 8:50AM, -evealed |
. CNA #8 walking into rooms 101 and 102, ;‘
. 0ccupied by residents, without knocking. i

| Obse;vation, on 07/06/11 at 9;10AM, 1evealed
 Licensed Practical Nurse (LPN) #1 we lking into

£ 241 ! 3. The Administrator and Director of
i Nursing were re-educated on 7-6-1 1

{
i
|
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by the Regional Director of

Operations on completing facility
rounds to identify grooming and
hygiene needs and resident dignity, to
include knocking on doors and staff
sitting while feeding a resident.

The nursing staff have been

educated to the Care and Services
procedure to provide residents with
hygiene and grooming in a manner
and in an environment that maintaing
or enhances each resident’s dignity
aud respect of his or her individuality
by the Assistant Director of Nursing

. and Unit Managers as of §-4-11.

The housekeeping and nursing staff
have been re-educated to maintain
resident dignity by knocking on
resident doors before entering and
assisting residents with meals by staff
who are at eye level with the residents

by the Director of Nursing,

Director of Nursing and Unit

Managers as of §8-4-11.

Clinical

re-

Assistant
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: roam 320, occupied by a remdent wi hout
: knacking.

4. Interview, on C7/06/11 at 816AM vith
. had his/har hair washed in two 1o thre e weaks,
" Interview, on 07/06/11 at 3;10PM witt CNA #4

» with the resident while feeding, to ma ntain eye
* contact with the resident and to knocl; on doors
 before entering a resident room.

' Interview, on 07/06/11 at 1:45PM, with CNA #2
, revealed residenis are to receive thei. bath
_according to the bath schedule, Showers and

» call lights that are: going off and need to be

i answered and "not enough staff".

! Interview, on 07/08/11 at 1: 15PM, with LEN #2
revealed the charge nurse is responsible to
assure the residents have been given their

. Activities of Daily Living (ADL) sheets and the
! i hurse should be rmonitoring those sheets.

. fesidents becauss they take up so mL ch of the

; not given If it is a "bad day",
l

. 6. Observation of Unsampled Residert F, on
07/06/11 at 8:55AM, revealed the resilent was

-Unsampled Resident P revealed he/shs had not

and CNA#5 revealed the CNA's are Irained o sit

baths are not always given due to the number of !

bath/shower as soheduled. The CNA ¢ fill out tha

! Showers do not ocour when there are a lot of sick

' ataff tims, then sometimes the showe 's/baths are

- seated in & wheelthair in the hall, The resident's
- head was leaning forward and clear d-ainage was |
. running out of the nose onto the residint’s chest. |

|
!
|
I
1

|
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4. The Administrator and Director of
- Nursing or Weekend Manager will
complete rounds of the center daily
times 2 weeks and then weekly times
10 weeks to ensure that Care and
Services are being provided. The
rounds will include dressing,
grooming aud hygiene of residents,
staff knocking on doors prior to
enteting room and any staff member
sitting at eye level with resident they
are assisting with feeding, A
summary of findings will be submitted
by the Director of Nursing to the
Performance Improvement Committee
for review and further
recommendations.
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A staff member walked by the resident and
. commented that there was drainage resent: '
. howaver, the staff member went to tzlk with

another resident, and then went into inother
 resident's room without addressing tt e drainage. '
It was five (5) minutes elasped before the
resident was able: to have his/her nose wiped.

'8, Observation of Unsampled Reside 1t H, on

- 07/06/11 at 2:15AM, revealed the res.dent

. walking up and diwn the 200 hallway wearing a
i cardigan sweater with a large area of dark dried
i food, |
! '

i 7. Qbsarvation of Resident #5, on 07/26/11 at

- 9:20AM, revealec the resident sitting 1p in a
wheelchair at the bedside wearing a ¢ own loosely

 tied in the back and the left shoulder \vas

: exposed, The resident had no socks ur shoes on

. and the door to the room was fully open. The

! resident was eating breakfast indeper dently and

: food was spilled down the resident's clothing, faet

. and onto the fioor. i
- |

. 8. Observation of CNAs #6 and #7, or 07/06/11
| at 4:16PM, revealed they entered resi lent rooms
| on the 300 Halt w'thout knocking on d »ors.

“Interviews with CNA #6 and #7, on 07 06/11 at ,

+ 4:20PM, revealed they were aware yo 4 could not |

| enter & resident room without knockin 3. Both

. CNAs stated resiclents neaded privac:. CNA #6

, stated baths and grooming were comyileted when

. schaduled; however, things get too busy at times.

" She indicated that women were not st aved and
men were shaved several times a weok.

- Residents’ clothing was to be change« when
soiled.

t
F 241]
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J
ss=E MAINTENANCE SERVICES !
The facility must provide housekeepiiig and i
maintenance services necessary 1o niantain a i
|
|

sanitary, orderly, and comfortable Inte rior.

|

;I)‘his REQUIREMENT is not met as evidenced
i by: ;
i Based on observation, interview. and revisw of
 the facility's policy for Infection Contro it was |
+ determined the facility falled to provide: a sanitary
| @nvironment for residents, A Houseke apér was
 observed mopping residents rooms with dirty
| mop water.

' The findings inclue:

. Review of the faciity's Housekeeping nfection

. Control Procedures, dated 01/01/00, rvealed

i Mmop watter was to be changed often. Failure to

: change the water often resulted in clol diness and
sedimentation whizh lessened the effe stiveness

- of the germicids,

- Observation of Housekeeper #2, on 07/06/11 at

1 11:15Am, in the hallway outside Room 301

i revealed her remowing @ mop from the bucket on
| the housekeeping cart, The mop was flaced in

i the wringer then taken into Room 301 :ind lised
 to mop the floor, The water was black i1 color

" and totally opaque. She replaced the rr op into the
i water and continued to clean.

l
|

| Interview with Houzekeeper #2, on 07/118/11 at
- 11:30AM, revaaled the mop water in th: bucket

l
|
|

|
|
|
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F 253 483,18(h)(2) HOUSEKEERING & F 253 =il

1. Room 301 was re~mopped with
clean water on 7-6-11 by a
housekeeper.

2. The Housekeeping Supervisor
made rounds of all housekeeping mop
buckets on 7-6-11 to ensure clean
water is being used.,

3. The housekeeping staff have been
re-educated to the housekeeping
infection control procedures regarding
changing mop water as of 8-4-11 by
the Housekeeping Supetvisor.

4. The Administrator, Housekeepiqg
Supervisor or Weekend Manager will
audit mop water cleanliness daily
times 2 weeks and then weekly times
10 weeks. Any identified issue will be
corrected immediately. A summary of
findings will be submitted by the
Housekeeping Supervisor to the
Performance Improvement Committee
fot review and further
recommendatjons.
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. residents’ rooms, She stated the walzr was
changed every thrae (3) to four (4) rcoms or more ;
frequently If needed, She offered no ‘eason for
why the water had not been changec. She stated
- she received training when she started work six
. (6) months ago.
|
! Interview with the Housekeeping Sug ervisor, on
; 07/08/11 at 3:55PM, revealed the holisekeeper
" had spent one (1) day of otientation 1/Ith him and
one (1) more day orienting with anott er
- housekeeper. He: indicated the mop vatar was to
. be changed every four (4) to five (5) 10oms or
; more frequently If the water bacame 0o soiled. |
F 312 483.25(a)(3) ADL CARE PROVIDED FOR !
88=E | PEPENDENT RESIDENTS

: A resident who is unable to carry out activities of
- dally living racelves the necessary se vices to

: maintain good nutrition, graoming, ard personal
1 and oral hygiene. '

' This REQUIREMENT is not met as e videnced
by:

F 253 | Continued From page 6 (
“was not clean eriough to be used to nop |

Based on observation, resident recoid review,
Linterview and the facillty policy on Cale and !
| Services, the facliity failed to provide ‘he '
- necessary sarvices of grooming, and personal
- and oral hygiene Io three (3) out of si:; (6)

. sampled residents, Resident #1, #2 axd #6.

+ Resident #1 and #2 did not receive th 2ir
scheduled bath/shower, and Residen #2 did not

 tecleve oral care. In addition, the facility failed to

! provide adaquate grooming to Resident #6 and !

- Unsampled Resiclents G, M, N, S, T, Jand Q, as

F 312,

| B 85/
1. Residents #1, #2, and #6 in

addition to unsampled residents G, M,

N, S, T, U, and Q were given showers,

and shaved as indicated on 7-6-11 by a
certified nursing assistant. Unsampled
resident P had hair washed on 7-6-11

by a certified nursing assistant.

2. The Director of Nursing completed
rounds of the center on 7-14-11 to
identify residents in need of
grooming/hygiene care. Any resident
identified was provided with a shower,
grooming, and dressing as indicated.
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i

- evidenced by excessive facial halr ir need of
shaving.

. The findings inc'ude:

i Review of the facillty's policy on Car: and

- Services (01/08) revealed "It is the palicy of the
j center fo provide residents with the I ecessary

- care and services to maintain his/he: highest

level of practicable functioning in an anvironment !

 that enhances each resident's qualit of life in the
: scope of a long term cara facility."

' 1. Record review of the current Minir um Data
. et (MDS) for Resident #1 dated 05/11/11

. revealed the facility assessed the retident as

. totally dependent upon staff for bathiyg.

' Record review of the CNA Resident Functional

! Performance Record for Resident #1 revealed for

: the month of June 2011 the resident vas glven a

' shower twice, The July 2011 record * hrough July
5, 2011 reveealed there had not been 1 shower or

'{ub bath.

i 2, Record review of the current MDS for Resident

| #2 dated 06/13/11 revealed the facilit’ assessed

| the resident as needing physical help in part of
the bathing activity. The facility did a:isess

. Resident #2 as interviewable,

? Record review of the CNA Resident Functional

| Performance Record for Resident #2 revealed for
 06/08/11 through 06/30111, the reside 1t was given

- @ shower ohee. The July 2011 recorc through
July 5, 2011 revealed the resident wa:; given a
shower once,

educated by the Director of Nursing
Services, Assistant Director of
Nursing Services and Unijt Managers

I on providing necessary grooming,

| personal and oral hygiene on residents
as of 8-4-11,

4. The Administrator and Director of
Nursing or Weekend Manager will
complete rounds of the center daily
times 2 weeks and then weekly times
10 weeks to ensure that Care and

. Services are being provided as

! appropriate. The rounds will include
| dressing, grooming and hygiene of

! residents. A Summary of findings wil]
 be submitted by the Director of
I[Nu.rsing to the Performance
Improvement Committee for review

i and further recommendations.

I
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F 312 Continued From page 8 |

Interview, on 07/06/11 at 10:55AM, v/ith Resident :
: #2 revealed he/she does not receive a regular
. shower, The resident stated his/her ' eeth are not |
» cleaned regularly. It was stated If the staff get |
t busy with other things, the shower is not given,

3. Observatlon, on 07/08/11 during the survey,
. revealed the following individuals, beth men and
woman, with facial hair in need of a thave:
- Resident #6 and Unsampled Reslidents G, N, M,
'Q, 8, Tand U,

4. Interview, on G7/08/11 at 16AM, ith :
i Unsampled Resident P revealed he/the had not
: had his/her hair washed in two to throe weeks.

! Interview, on 07/26/11 at 1:45PM, witl CNA #2
- revealed residents are to receive their baths

| according to the bath schedule. Showers and
 baths are not aiways given due to the number of |
. call lights that are going off and need to be
_answered and "not enough staff*.

i Interview, on 07/06/11 at 1:15PM, wit1 LPN #2
' revealed the charge nurse was respcnsible to
1 aasure the residents have been giver their

' bath/shower as scheduled. The CNA's fill out the
' Activities of Dally Living (ADL) sheets and the

' nurse ghould be monitoring those sheets, It wag
- further revealed, showers do not occt r when

i there are a lot of sick residents becal se thay take i
} Up $0 much of the staff time, then sorietimeas the

. showers/baths are not given if it is a "»ad day". |
F 431 :483.60(b), (d), (¢) DRUG RECORDS. !
$8=£ ) LABEL/STORE DRUGS & BIOLOGICALS ;

! The facility must amploy or obtain the services of !
. a licensed pharmacist who establishes a system

FORM CM$-2587(D2-86) Pravious Versiens Obsolate Event ID; RG1J11
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DEPARTMENT OF HEALTH AND HUMAN £ ERVICES

PRINTED: 07/12/2011

. of records of receipt and disposition of ail

controlied drugs in sufficient detail tc enable an
accurate reconciliation; and determines that drug
records are In order and that an account of all

controlled drugs.is maintained and pariodically
; reconciled.

| Drugs and blologicals used in the facility must be
labeled in accordance with currently accepted

. professional principles, and include tre
appropriate accessory and cautionar /

- instructions, and the explration date 'vhen

. applicable,

|

i In accordance with State and Federe| laws, the

| facllity must store all drugs and bioloijicals in

 locked compartments under proper tmperature
controls, and permit only authorized jiersonnel to
have access to the keys,

| The facility must provide separately lncked, i
' permanently affived compartments fcr storage of

" controlled drugs iisted in Schedule Il > the

» Comprehensive Drug Abuse Preventisn and

+ Control Act of 1976 and other drugs ¢ubject to

; abuse, except when the facility uses ::ingle unit
i package drug distribution systems in which the

. quantity stored is minimal and a miss ng dose can
" be readily detected. '
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F 431 Continued From page 9 ' Faaqs F431

| 8/5//1
| 1. The pill crushers on the medication

| carts for 200 and 300 halls were

cleaned on 7-6-11 by the licensed

nurse.

2. The pill crushers on each
medication. cart were cleaned by the
licensed nurses on 7-6-11.

3, The licensed nursing staff will be
re-educated to the Infection Control
Guidelines with instruction provided
on timeliness of cleaning the pill
crushers by the Assistant Director of

i Nursing and Unit Managers as of 8-4-
Co 1L

4, The Director of Nursing, Assistant
Director of Nursing, Unit Manager or

. Weekend Supervisor will complete an
i audit of the cleanliness of pill crushers
on each cart daily times 2 weeks and
then weekly times 10 weeks. A
summary of findings will be submi‘lcted

‘ This REQUIREMENT is not met as evidenced - by the Director of Nursing to the
: by: : _ Performance Improvement '
1 Based on observation and Interview i: was | for review and f{: rl‘her' t Committee
| determined the facility failed to ensure: ' - £
' medications were prepared and admihistered In a recommendations.
sanitary manner for two (2) of four (4) medication
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F 431 Continued From page 10

|

|

! carts. The plil crushers on the carte fir the 200 |
+and 300 Halls were heavily soiled, :
:

The findings include; '

. Review of the facility's Infection Contr ol
Guidelines for Care of Resident Care Equipment,

“undated, revealed no information on Juidelines

: for cleaning the pill crushers. i

|
+ Observation of two (2) medication caits parked in
| the hallway on the 200 wing, on 07/0€ /11 at
' 10:40AM, revesled the pill crushers o1 the cart
| had a heavy blagk sticky build-up all z round the
. @dges and corners, In addition, there were dried
, dark colored splils present.
|
" Interview with Registerad Nurse #1, 01 07/06/11
 at 4:00PM, revealed the pill crushers vere not
: clean; however, she was unsure how hey wers to
. be cleaned, who cleaned them, or whin they
| were to be cleaned.
|
. Inferview with the Acting Director of Ni irging, on
' 07/06/11 at 5:00PM, revealed they we e to be
' cleaned by the nurse as needed.
FA41 483.65 INFECTION CONTROL, PREVENT
88=E SPREAD, LINENS i
|
The facility must establish and maintain an ;
1 Infection Control Program designed to provide a
| safe, sanitary and comfortable environment and
 to help prevent the development and t ansmission
+ of disease and Infection,

; (8) Infection Control Program
- The facility must establish an Infection Control

| Program under which It -

F 431

|
|
|
|

Fa41]
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! |
F 441 | Continued From page 11 F 441

| (1) Investigates, controls, and prever ts Infactions
in the facility;
(2) Decides what procedures, such as isclation,
; hould be applied to an individual reeident: and
' (3) Maintains a record of incidents ar d corrective
- actions related t¢ infections.

i (b) Preventing Spread of Infection

i (1) When the Infection Cantrol Progreim

- determines that & resident needs isol stion to

- prevent the spread of Infection, the fzcllity must
_isolate the resident,

" (2) The facliity must prohibit employe: s with a

; communicable disease or infected sk n lesions

- from direct contact with residents or teir food, if
j direct contact will transmit the disease,

| (3) The facility must require staff to wiash their

| hands after each direct resident conts ¢t for which
- hand washing is indicated by accepte 1

+ professional practics.

i (¢) Linens
i Personnel must handle, store, process and

: transport linens g0 as to prevent the ¢ pread of
" Infaction,

|

i This REQUIREMENT is not met as e /idenced

" by:

- Based on observation, Interview and acllity
policy review it was determined the fauility falled

; 10 ensure Infection control policies we'e

i Implemented and followed by staff. O ygen tubing

| was found draped on the floor; nasal ¢ annulas

! were found on tables, wrapped arounci oxygen

* tanks and left uncovered. Face masks for the

PROVIDER'S PLAN OF CORREGTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
| Fdd] s

1. Room 301 was mopped with a
clean mop head and clean mop water
on 7-6-11 by the housekeeper.

The room for unsampled resident A
was deep cleaned on 7-11-11 by a
housekeeper. The oxygen cannulas,
oxygen tubing, mini-nebulizer face
masks, nebulizers and/or suction
catheters were replaced and stored in
plastic bags while not in use by the
Unit Managers on 7-6-11 for Resident
#3 and npsampled residents C, D, E,
F,G,I, O and L. The pill crushers on
the 200 and 300 hal) cart were cleaned
on 7-6-11 by a licensed nurse. The ice
chest and ice scoop was cleaned on 7-
6-11 by the dietary staff and then
stored in a covered container when not
in use.

2. The Administrator and
Housekeeping Supervisor completed
rounds of the facility to include
resident rooms on 7-18-11. Overbed
tables in use in the center were
cleaned by housekeeping staff on 7-7-
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F mink-nebulizers were uncovered anc not in use. A
 suction catheter was found on a becside table _
“uncovered, An over the bed table wiis taken from i
-aresident's room solled and placed n the ‘
: telavision area where residents were present. A

, wheelchair was found with food crunibs and flies

1 were present. A housekeeper mopped a floor with
| heavily solled water. Pill srushers on medication

| carts were soiled, The floor in Room 314-2 was

+ covered with plastic bags some of wiich

. contained opened food and a slice o bread was
 faund under the bed, The ice scoop :or the ice

- cart was storad in an open bin.

! The findings include:
i

1 1. Review of the facility's Procedures for Infection
| Control in Housekeeping, undated, révealed mop
, water should be changed often to prevent

- cloudiness and sedimentation decrez sing the

| effectiveness of the germicide. Residant rooms
-would be cleaned daily to Include all iorizontal

: surfaces and bathrooms,

| Observation of Housakeeper #2, on ¢ 7/06/11 at
[ 11:15AM, in the hallway outside Roor1 301

. revealed her removing a mop from ths bucket on
 the housekeeping cant. The mop was placed in

" the wringer then faken into Room 304 and used

i to mop the floor. 'The water was black in color

| and totally opaque. She replaced the mop into the
| water and continued to clean.

- Interview with Housekeeper #2, on 07/06/11 at

11:30PM, revealed the mop water anc' mop head |

|

were-very dinty. She stated she had just changed
; the water three (3) rooms ago which vias the
; facility policy. She stated the water shuld have

AND PLAN OF CORRECTION t IFt NN R:
DENTIFICATICN NUMBE A, BUILDING
c
182090 B WING 07/06/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF GODE
7300 WOODSPOINT DRIVE
BRIDGE POINT CARE ANI? REHABILITATION € ENTER
. FLORENCE, KY 41042
XD | SUMMARY STATEMENT OF DEFICIE VCIES | D i PROVIDER'S PLAN OF GORREGTION . (X8
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| DEFICIENCY)
[ ] - g
| . 4 Tloors in the center w :
F 441! Continued From page 12  Faanl 2 ' o1e swept

and mopped on 7-7-11 with clean mop
water by housekeeping staff, The
‘Ombudsman was notified by Social
Services and visited the resident in
room 314-2 on 7-21-11 to assist the
center with deep cleaning room 314-2
due to the residents continued refusals
to cooperate with housekeeping staff
and the resident's room was
decluttered on 7-22-11 by the Social
Services Director. Room 309-2 had
clutter removed from her window sil]
and deep cleaned on 7-26-11 bya
housekeeper. Rooms 102-2 and 321-2
were deep cleaned on 7-15-1] by a
housekeeper. Rooms 302-1 and 306-2
were deep cleaned on 7-15-11 by a
housekeeper. The family of residents
in 319 were notified on 7-19-11 by
Social Services 10 assist the center in
removing clutter from the resident
rooms.

The Director of Nursing and Unjt
Managers completed rounds of the
facility including resident equipment.
All nasal cannulas, oxygen tubing,
suction catheters, and face masks for
the mini-nebulizers in use for any
resident in the facility were discarded
and replaced on 7-6-11 and stored ina
plastic bag. All pill crushers were

;I
i
)
i
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g was cleaned by dietary on 7-6-11 and
F 441, Continued From page 13 F441: ice scoop stored in a covered container

+ been changed sooner. when not in use.
' Interview with the Housekesping Supervisor, on

- Q7/06/11 at 3:55PM, revealed mop v ater was

+ changed every four (4) to five (5) rocms at &

- maximum and if heavily solled. He s ated the i
- water needed a change before heavly soiled, |

4. The housekeeping staff have been
re-educated to the housekeeping
infection control procedures regarding
changing mop water and cleaning
rooms as of §-4-11 by the
Housekeeping Supervisor. Nursing
staff have been re-educated on storage
of oxygen tubing, nasal cannulas,
suction catheters, nebulizers, ice
scoops, cleaning pill crushers and

2. Observatlon of Unsampled Resident A's room,
on 07/06/11 at 8;20AM and 1:20PM, revealed
- empty used cups, partially empty cot e cans and
. plastic utenslls all around the sink. T:ere was a
. slice of bread and numerous plastic yags were on
the floor under the bed and boxes of crackers
+ and other food itemns were stored on the floor.

| There were eighl plastic bags with dc lis and food ot { Guidelines by the
'stored on the floor. The shelves, AC init, and Infection Contro Yy

t window sille were full of dolls and a flywer Assistant Director of Nursing and Unit
 arrangement was located on top of t e over the Managers as of 8-4-11.

| bed light. The ovarbed table was stic'ty and had
i tan particles on the top as well as g rartially eaten !

I

8. The Director of Nursing, Assistant

banana. Director of Nursing, Unit Managers or
; Interview with the Housekeeping Suparvisor, on - Housekeeping Supervisor wil

1 07/08/11 at 3:56F'M, revealed Reside it A was naot complete a review of resident rooms
 cooperative with allowing housekeepiag to clean | b et ) v
 the room. He stated the room was thcroughly | daily times 2 weeks and t}cxle‘n Wﬁckb

' Cleaned once a month when nursing 'vould take ! . times 10 weeks. The rounds wi

. the resident outside the room to an event. He ! t include review of storage of oxygen

. stated no other provisions had been riade to tubing, nasal cannulas, suction

“ensure the resident's roo leanad, : ;
. ensu ident M was cleanad catheters, nebulizers, ice scoops,

' 3., Review of the facility's Policy Guid alinas for i cleaning pill crushers and general
« Care of Resident Equipment, undatec, revealed ¢ . Infection Control Guidelines. A

| no information on the cleaning of pill ¢rushers summary of findings will be submiited
 used on the medication carts and no information by the Director of Nursing and

! regarding the handling of oxygen tubing, ¢ A
' mini-nebulizer equipment or suction ¢ atheters to Housekeeping Supervisor to the ,
: . Performance Improvement Commiitee
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[

F 441, Continued From page 14
 prevent contamination.

Review of the facllity's Infection Con rol Policy
Statement, dated January 2008 revealed the
{ faciiity would maintain an infection ¢ontrol
- program to provide a safe; sanitary, ind
 comfortable environment to prevent he
| development and transmission of dis ease and
"infection.

. 10:40AM, and 3:30PM, revealed Uns ampled
'Residents C, D, E, F, G, |, L, and Re sident #3

; or suction catheters stored uncovere1 and
| oxygen tubing draped on the floor.

, nebulizer sitting in & chair uncovered

| Additionally, an cxygen cannula wes vrapped
; around the back of a wheelchair with the nasal
- prongs resting against the hand grip f the

- wheelchair,

i the hallway on tha 200 wing, on 07/0¢/11 at

: erushers on the carts had a heavy bl ck sticky
: build-up all around the edges and coriers. In

» addition, there were dried dark colore 3 spills

! present.

- Interview with Registered Nurse (RN) #1, on
- 07/08/11 at 4:00FM, revealed the pill srushers

- responsible to clean the pill crushers s how
 frequently they were to be cleaned.

+ Observation of the facility, on 07/06/ 1 at 8:45AM,
- wihth oxygen cannulas, mini-nebulize! face magks,

| Observation, on 07/06/11 at 9:07AM, revealed in
| the room of Unsampled Resident O, R0om 315, a

, Observation of two (2) medication ca ts parked in

10:40AM, 2:00PM and 4:00PM, revet led the plll

- Were solled; howaver, she was not su-e who was

|' mopthl Y time 3 monthg for review and
! rther recommen datiogs,

Compliance Date 8-5.7 1
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AND PLAN OF CORRECTION IDENTIFICATIC \ NUMBER! COMPLETED
A. BUILDING
c
182090 B. WING 07/06/2011

NAME OF PROVIDER OR SUPPLIER
BRIDGE POINT CARE AND REHABILITATION C ENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
7300 WOODSPOINT DRIVE

FLORENCE, KY 41042

Interview with Licensed Practical Nu-ge (LPN) #3, |
- 0n 07/06/11 at 2:45PM, revealed she: did not ;
. know what the facliity policy was for he i
 prevention of contamination of residint
- equipment not in use, She stated the re were
: plastic bags thal came with the aquipment and
. sametimes staff placed the equipmea it in the
plastic baga.

' Interviews with Certified Nurse Aldes (CNA) #6

rand #7, on 07/06 11 at 4:20PM, reve aled the ice
* 8000p heeded tc be gtored in a covered container |
“when not in use, '

.4 Interview with the Acting Director of Mursing
(DON), on 07/06/11 at 5:30PM, reve: led the pill
crushers were the responsibillty of ezch nurse

; and were to be cleaned by each nursz. He

, indicated resident equipment such ae face masks

~and nagal canhulas should be covered when not

'in use and oxygen tubing could not b: in contact

* with the floor.
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