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F 000 | INFTIAL COMMENTS

A standard health survey was conducted on
08/30/15 through 07/02/16. Deficient practice
was [dentified with the highest scope and severity
at "D" level,

An abbraviated standard survey (KY23455) was
also conducted at this ime. The complaint was
unsubstantiated with no deficient practice related
to the allegation.

F 248 | 483,15(c)(1) REASONABLE ACCOMMODATION
ss=p | OF NEEDS/PREFERENCES

A resident has the right to reside and receive
servicas In the facllity with reasonable
accommodations of Individual needs and
praferances, except when the health ar safety of
the individual or other residents would be
endangered,

This REQUIREMENT is not met as svidencad

Based on observation, interview, record review,
and facllity palicy review it was determined the
facility falled to snsure one (1) of twenty (20}
sampled residents (Resident #1) received
sarvices wilh reasonable accommodations for
individual needs. Observation on 06/30/15 during
the svening meal revealad Resident #1's msal
tray was served on the overbed table; however,
the table was too high for the rasident to see the
food on the tray and the resldent hed difficully
feeding himselffhereelf,

The findings includa:

F 000 Facility does not believe and does not admit

F 248 deficiencies to which it responds, is not

The Terrace Nursing and Rehebilitation

that any deficiencies existed, either before,
during or after the survey. The Tercace
regerves the right to contest the survey
findings through informal dispute resolution,,
formal legal appeal proceedings, or any
administrative or legal proceedings. This
plan of correction does not constitute an
admission regarding any facts or
circumstances surrounding any alleged

meant to establish any standard of care,
contract obligation or position. The Terrace
reserves all rights to raise all possible
contentions and defenses in any type of civil([
or criminal claim, action or proceeding.
Nothing contained in this plan of correction
should be considered as a waiver of any
potentially applicable peer review, quality
assurance or seif examination privileges
which The Terrace does not waive, and
reserves the right to assert in any
administrative, civil or criminal claim,
action or proceeding. The Terrace offers its
responses, credible allegations of
compliance and plan of correction as part c:t'i
its ongoing offorts to provide quality of care
to our regidents.

2N
LABT!E?( DIRECTOR'S PWWM SIGNATURE

Any daficlency statement snding with l!n ustariak () danctes e deficiancy which the institution may be excused from comecling providing it is detenmined that
other safeguards provide sufficlant protection to ihe patlenta, (Ses nstructions.) Bxcapt for nursing homas, tha findings stated above are disclasablo 50 days
following the date of survey whether of nota plan of corection Is provided, For nursing homas, the abova findings and plans of correclion ara disclosablo 14
daya faliowing the dala thess documents are mads avallable to the facillty, If defidencies are clied, an appraved plan of corection [a requisiie to continued

program:participation.

Odwinishadn at)is
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F248| o 483.15(e){1) RESONABLE
interview with Director of Nusing (DON) on DU LI G
07/0115 at 3:15 PM revesled there was no policy Tt is the policy of The Terrace Nursing and
Pertaining to meal ray setup. ' Rehsbilitation Facility that a resident has the’
Madical ecord review for Resident #1 revealed rightto re.side and receive services mthc .
the faciiity admitted the resident on 0B/04/14 with facility with reasonable accommodations of,
diagnases that Included Chronlc Obstructive individual needs and preferences, except
Pulmonary Diseasa, Coronary Artary Diseass, when the health or safety of the individual o,
Hyperlipldemia, Renal Artery Stenosis with stent other regidents would be endangered.
placament, Dementia, and Benign Prostatic
Hyperplasla. Review of the annual Minimum Resident #1 ig alert and oriented to his/her
Data Set (MDS) assessment dated 06/22/15 person, place and time of day. Resident is
revealed the facility assessed the resident's Brief able to express self and make needs known.
Intendew for Mental Status (BIMS) scome to be 9, Resident #1 eats in bed per own request.
Indicating the resident had moderate cognitive Resident #1 feeds self meals and refuses
impairment. Further review of the MDS revealed
the facllity assessed the residsnt to raquire help from staff other tha for meal tray sot
extensive assistance with all ADLs except eating, up. Resident #1 i3 ablo to physically move
in which the restdent was independent requiring over bed table by self to auit solf. Resident
assistgnce with setup only. #1 has attention secking behavior related to
& caro and meals and it is so documented.
Obsarvation on 0830118 at 5:20 PM ravaaledm Reaident #1 weight is stable without 2
sludent Nurse Aide (NA) #7 carried Resident #1's - .
dinner tray ta his/her roorm, set itup on the significant weight logs.
overbed tﬂble. and raised the helad of ml::n?td#gﬂr 1. Resident #1 was offered and then
Resident #1 {o a 46-degree angle. Res| s .
had a wedge beiween his/har kneea that causad 2 ;?ﬂpoﬁ‘:::d n b::l fg;ge m:fd.it
the knees o b elevated off the bed. NA#Y - July 6% through July 23" &n audit was
positionad the overbed table above Resident#1's dm'“’ by the Director of Nursing, the RN|
knees and lowered it as far is it would go. The unit coordinator or the RN weekend
table wes positioned right above the reaident's * house supervisor to assure residents thati
knees with the ovarbed table at eya level with need assistance in meal positioning
Resident #1. Tha privacy cuirtain was pulled y wete positioned according to each
bsiween Resident#1 and hisfher roommate, a P A . "
Cestified Nursing Assistant (GNA) #4 was feeding ’:.i‘w“ ‘d“alm vfﬁ;ﬁi‘;ﬁd:impmm“ or
Resident #1's roominate. Obsarvations further Fa
revealed Resldent#1 attempted to feed
himseltfherself, but had difficulty reaching the
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food and did not eat anything from the tray.

Intarviaw with Resident #1 on 068/30/15 at 5:25
PM ravealed staff sat his/her tray up high "all the
time.” Resident #1 stated if the staff wauld help
him/her eat, he thought he/she would eat more.
Resident #1 stated hefshe could not see or reach
all of the food on the tray due fo the table being
so high.

Interview with NA #7 on 07/02/15 at 3:25 PM
revealed she served Resldent #1 the avening
meal tray on 068/30/15 and thought the resident
would probably have had difficulty reaching all of
the food. NA#7 stated she should have gottan a
Caertified Nurse Aide to assist in repositioning
Resident #1 In bed more. NA#7 sald showasa
student nurse aide and that a Certified Nurse
Aide was supposed to supervise her at all times.
NA #7 stated the CNA that was supervising her
that day was feeding Resident #1's roommate
during the evenlnq meal service.

Interview with CNA #4 on 07/02/15 at 2:45 PM
revesled the over bed table should have been
lower for Resident #1 to easily reach and see the
food. CNA#4 further stated that she did not
chack on NA #7 to make sure the tray was sat up
correctly, but that a GNA should have since NA #7
was a student.

Interview with Registerad Nurse (RN) #2 on
07/02/15 at 3:00 PM revealed she was the nurse
assigned to Resident #1 during the evening meal
on 06/30/15. RN #2 stated the overbed table
should have been lower so that Resident #1 could
reach the food betier. RN #2 stated a CNA
should have been supervicing NA #7 when setting
up frays.
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F 248 Conlinued From page 2

F 24813, On June 30% and July 3" nurses and

nurse aides were in-serviced by the
Director of Nursing or the QA Nurse on{
positioning of residents for meals,

4, On July 6% a weekly audit was
implemented by the Director of Nursing
to monitor resident megl tray
positioning/set up. The audit will be
done weekly and continue for three

- months, If no discrepancies or concerns
are identified then the audit will then be
done monthly.

5. Corrective actions were completed on,
July 24, 2015. :

07/24/15
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Intarview with the Diractor of Nursing (DON) on
07/01/15 at 3:15 PM revaalad that Resident #1's
overbed table "probably should not have bean
that high" and that somebody should have been
looking at NA #7°s work.
F 282 | 483.20(k)(3)(7) SERVICES BY QUALIFIED F282
s5=n | PERSONS/PER CARE PLAN 483.20(k)(3)(ii) SERVICES BY
' QUALIFIED PERSONS/PER CARE PLAN
The services provided or amranged by the facility N
must be providad by qualified persons in It is the policy of The Terrace Nursing and
accordance with each resident's written plan of Rehabilitation Facility that the services
care. provided or arranged by the facility must be, -
provided by qualified persons in accordance,
This REQUIREMENT Is not met as evidenced with each resident's written plan of care.
by: . :
Based on ohsarvation, Interview, record review, gﬁ:?;ﬁ:ﬁ;:ﬁ?é:ﬁ:ﬂ: of
and facliity poficy review it was datarmined the s in wh I. hair
facillly failed to provida care in accordance with Rogident #9 is independent in wheelc
the Comprehensive Plan of Cara for ane (1) of mobility. Resident #9 exercises rights to
twenty (20) sampled residents (Resident #9). ramove oxygen cannuls at will, Resident #9
Resident #9's Comprehensive Cara Plan is able to apply and remove oxygen cannu
contained care plan interventicns thet Included independently. Resident #9 has experien
oxygen as ordered; however, obsarvations on no respiratory distress from removing the
Ic:‘ﬂu’aggra;:s%ﬁ:g: L D oxygen cannula PRN. Ongoing monitoring
. of resident’s O2 Sat during Juge 30% — July
The findings Include: 2™ was at 98% at room air. Resident #9 has
overall noncompliance with care identifie:
Review of the facllity's policy titled "Using the on the care plan.
Care Plan," datnd 08/01/13, revealed daily care
and documentation must be consistent with the
resident's care plan. Further review revealed
changes In the resident’s condition must be
repartad fo the Nurae Assessment Coordinator 50
that a review of the resident's assessament and
care plans can ba made.
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Retanw of Reskdent Aot medical ecud revesfed I Resident # asscssed for ,
eview of Residen . .
the facility admitied Resident #9 on 08/17/14 with ﬁg":ﬁ.’ymfimm of respiratary distress.
diagnoses of Severa Alzheimer's Disease, galive for any signs/symptoms for "
Hypertension, Muscle Weakness, Ostecarthritis, respiratory distress, O2 Sat checked and
and Cardiovascular Disease. Review of the found te be normal at 98% on room air.
Minimum Data Set (MDS) dated 05/08/15 Physician called and order received to
revealed Residant #8 was unable to be change oxygen order to PRN.
interviswed due to baing sevetely cognitively 2,. _ On July 7% or 8* all residents with
ge::;mci.#lé'unhe: ra;rivit;w 3;:19} MDS r:vealed " oxygen orders were audited by the
ent #8 required the use of axygen. Director of Nursing and/or the RN unit
Review of the Comprehensive Caro Plan, coordinators to assure the oxygen order
updatsd on 08/12/15, revealed Resident #3 was matched the care plen and matched
at risk for altered cardlac output and required tha resident compliance with the order. Ng
use of axygen. Review of the physician orders discrepancios or concerns were found.
revealed axygen was to be administered at 2 3. OnJuly 3" nurses and nurse aides were .
liters par minuts (LPM) via nasal canhula, in-serviced by the Dirsctor of Nursing _
Observations of Resident#0 on 0B/30/15 at 11:20 on the nefhd to assure mmﬁm are
AM, 3,05 PM, 4:05 PM, and 5:46 PM, and utilizing their oxygen as ordered by
07/01/15 at 8:65 AM, 10:10 AM, and 10:55 AM, their physician. Physician orders and -
revealed Resident #9 was sitting In a wheelchair resident care plans will be updated by
in different areas of the facility without oxygen in the nurse to reflect resident’s current
use by the resident. neads.
. 4, OnJuly 7" an Oxygen Audit was
In_tarviaw with Unit Coordinator #1 on 07/02/15 et implemented by the Director of Nursing
1:40 PM revealed she was responsible for to assure residents’ d
updating the care pians when new orders wers OXygen orcers
written, She further revealed staff doss QA matched the care plans and matched
(Quality Assurance) an axygen when a resident resident compliance with the ordérs.
has an order for oxygen weekly. No problems The audit will be conducted twice
had heen Identified with staff not followlng the weekly for three months, Ifno
care plans and providing oxygen for residents. discrepancies or concetns are identified
Interview with Licensed Practical Nures (LPN)#1
on 07/02/15 at 1:50 PM revealed she had nolicad
Resldent #8 had not bean wearing hislher oxygen ’
but had assumed the oxygen was orderad on an
FORM CMS-2557(02-89) Provious Varlons Dbsolola Event ID:WXIR 1 Faclily 0; t00737 It continuation sheet Page 5 of 13
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F 282 | Continued From page 5 F 282 SR
then the audit will then be conducted
as needed basis. She further stated she had not monthl
saen Resldent #9 in any respiralory distrass, 5 R :
5. Corrective actions were completed on 70815
Interview with the MDS Coardinator an 07/02/15 Tuly 8, 2015. _

at 2:00 PM revealed she was responsible for
develaplng the care plans and updating the cara
plans aa neaded. Howover, she was not
respansible for ansuring staff followed the care
plans.

Interview with.the Director of Nursing (DON) on
07/02115 at 3:45 PM revealed staff has moming
meetings to discuss new orders and o update the
care plans. She further stated no problems had
been Identified concaming following the care
plans.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL
s5=p | NEEDS

The facility must ensure that reskdents recelve
propartreatment and care for the following
special services:

Injectlons; .

Parenteral and enteral flulds;

Colostomy, ureterostomy, or ilecstomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory cars;

Foot care; and

Prostheses.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
and facllity policy review, it was determined the
facility failed to ensure one {1) of twenty (20}
sampled resldents (Resident #8) receivad oxygen

4-83.25(1() TREATMENT/CARE FOR
SPECIAL NEEDS

F 32g| 1t is the policy of The Terrace Nursing and\

Rehabilitation Facility that the facility
ensures that residents receive proper
treatment and care for the following specia}'
services: Respiratory care

Resident #9 has a medical diagnosis of
Severe Alzheimer's Type Dementia,
Resident #9 is independent in wheelchair
mobility. Resident #9 exercises rights to
remove oxygen cannula at will, Resident #9
is able to apply and remove oxygen cannula
independently. Resident #9 has experienced
no respiratory distress from removing the
oxygen carmula PRN. Ongoing monitoring
of resident’s 02 Sat during June 30* — July
2" was at 98% at room air. Resident #9 has
overall noncompliance with care identified
on the care plan.

]
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therapy according to physiclan orders and the 1. Resident #9 assessed for =
plan of care. Resident#9 had physiclan's orders signs/symptoms of respiratory distress.
and care plan interventions for oxygen at 2 liters Negative for any signs/symptoms for
per minute (LPM). -However, during several respiratary distress. O2 Sat checked and,
observations an 06/30/15 and 07/01/16, Resldent found to b I. g .
#9 was out of his/her room, without oxygen being 0 . . ¢ normal at 98% on r?om —
administered. Physician called and order received to
change oxygen order to PRN.
The findings Includa: 2. OnJuly 7% or 8" all residents with
:  oxygen arders were audited by the -
Interview with the Director of Nursing (DON) on Director of Nursing and/or the RN unit
0710215 at 3:45 PM revealad the facility did not coordinators to assure the axygen e
have a pollcy conceming the use of oxygen, matched the care plsn and matched 1
Review of Resldent #9's medical racard revealed resident campliance with the order. No
the facliity admitted Resident #8 on 06/17/14 with discrepancies or concetns were found.
dlagnoses of Severe Alzheimer’s Diseass, 3. On July 3" nurses and nurse aides wery
Hypertension, Muscle Weakness, Osteoarthritis, in-serviced by the Director of Nursing
and Cardiovascular Disease. Review of the on the need to assure residents are
Minimum Data Set (MDS) dated 05/08/15 utilizin : de
revealéd Resident #0 was unable to be their phgys&imnil;:?hg;;;;n or&e; :Zld
interviewed due to severe cognitive impelrment. id lana wi ]
Further review of the MDS revealsd Residsrit #0 resident caro plans will be updated by - -
required the use of oxygen. the nurse to reflect resident's current
Review of the Camprehensiva Care Plan, 4. On July 7% an Oxygen Auditwas ™
updated on 08/12/15, revealed Resldent #8 was implemented by the Director of Nursing,
at risk far altered cardiac cutput and had to assure residents’ oxygen orders
intarventions for the use of oxygen. Revisw of
the physician's arders dated 02/25M5 revealed x.t;:: the cars pl“’i::‘fh:‘“fdm
| Resident #8 was to have axygen at 2 liters per ident compliance w. ates
minute (LPM) via nasal cannula to maintain The audit will be conducted twice
oxygen saturation [evels above 90 percent.
Revlew of the oxygen saturation levels that were
petformad monthly, revealed Resident #9's
oxygen saluration level was maintained above 90
percent as ordered. '
Observations of Resident #9 on 08/30/15 at 11:20
FORM (MS-3567(02-20) Pravious Verslons Obsniata Event [D: WXIR11 Facllily 10; 100747 If continuation sheet Pags 7 of 13
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AM, 3:05 PM, 4:05 PM, and 5:45 PM, and
07/01/15 at B:55 AM, 10:10 AM, and 10:55 AM)
revealed Resident #8 was sitfing In a wheelchair
In diffarent areas of the facility without receiving
axygen.

Intarview with Unit Coordinator #1 on 07/02/16 at
1:40 PM revealed she had noticed Resident #9
without the oxygen on while in the wheelchair, but
assumed the oxygen was ordered as neaded.
She further revealed no problems had been
identified with resldents not receiving oxygen as
ordered.

Intarview with Licensed Practical Nuree (LPN) #1
on 07/02/15 at 1:50 PM ravealed she had noticed
Resident #8 had not been wearing his/her oxygen
but had assumed the oxygen was ordered on an
as needed basla. She further stated she had not
seen Resldent #8 in any respiratory distress.

Interview with the Director of Nursing (DON) on
07/02/15 at 345 PM revealed staff had moming
mestings to discuss new orders and to update the
care plans. She further stated no problems had
been |dentified concaming residents recsiving
oxygen as orderad.

483,35(d)(4) SUBSTITUTES OF SIMILAR
NUTRITIVE VALUE

Each resident recelves and the facility provides
substitutes offered of similar nutritive value to
masidents who refuse food sarved.

F 328

monthly.

July 8, 2015.

VALUE

F 388| 483 35(d)(4) SUBSTITUTES OF SIMILAR',
NUTRITIVE

weekly for three months. If no '
discrepancies or concerns are jdentified
then the audit will then be conducted

5. Corrective actions were completed on ‘

It is the policy of The Terrace MNursing ani
Rehabilitation Facility that each resident
receives and the facility provides substitutes
offered of similar nutritive value to residen
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7/08/15

“This REQUIREMENT [s not met as evidenced who refuse food served.
by:
Basad on observation, interviaw, record review,
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and facllity policy review, It was determined the
facliity falled to ensure residents’ food
prefarences were honorad for residents that had
Identified food dislikes for one (1) of twenty (20)
sampled residents (Resident#1). Resident#1
disliked cheese; however, on 06/30/15 during the
2;00 PM snack service, Resident #1 was
observed o have a balogna and chaess
sandwich,

The findings Include:

Review of tha facility's poficy titled "Food
Preference/Diet History Record," dated 2013,
revealed upon a resident's admisslon to the
facillty, the Dietary Manager {DM) would Identify a
residenf's food preferances, food likes, and food
dislikes. The polley stated, "Obtained Information
should ba used to develop client tray cards for
meal setvice and should be updatad as

.| necasgary.”

Review of Resident #1's meal tray card revealed
that one of the rasident's disilkes was cheese.

Raview of the madical record for Resident #1
ravealed tha facifity admitted the residant on
08/04/14 with diagnoses that included Chronlc
Obstructive Pulmonary Disease, Coranary Artery
Disease, Hyperilpidemia, Renal Artery Stenosls
with stent placement, Dementia, and Benign
Prostatic Hyperplasia. Further review of the
record revealed a Minimum Data Set (MDS)
Assessment with a referenca date of 06/22/15.
The MDS revealed the resident was interviewable
with a Brief Interview for Mental Status (BIMS)
scom of 9,

Observation of Resident #1 on 08/30/15 at 2:30

F 3686 Resident #1 is alert and orientod to hissher .

perzon, place and time of day. Resident is
able to express self and make needs known.
Resident #1 has a medical diagnosis of \
Dementia and has attention sesking behavior
related to care and meals and it is so
documented. Resident #1 weight is stabls
without a significant weight loss. Residen

#1 currently has over 20 food items on
hix/her dislike list, The list is updated as |
frequeant as daily by the Director of Dielary.
because of resident changing mind about
what he/she does and doesn’t like to eat.

1. Resident #1 removed cheese from
sandwich per self and ats the sandwich ;
Anocther sandwich was offered.
Resident refused any additional snack.

2. OnJoly 7% an andit was conducted by
the Director of Dietary of all resident
meal trays and preferences to assure
residents were receiving their food
preferences and not any food dislikes.
Mo discrepancies or concerns were
identified.

3. On June 30% nurses and nurse aides
were in-serviced by the Director of
Nursing on food preferences. On July
2™ gl] dietary staff was in-serviced by
the Director of Dietary on food
preferences and meal tray/snack
accuracy to tray card preferences.

FORM CMB-2567¢02-99) Previous Verslons Obsalete Event ID:WXSR 11
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PM revealed Residant #1 received a bologna and
cheese sandwich for a 2:00 PM snack, The
sandwich was [ying on the overbed table
uncpened.

Interview conducted with Resident #1 on 08/30/15
at 2:30 PM revealed, ¥l do not flke chease.”
Resident #1 stated he/she had informed staff
several times of the dialiite, but stated staff
confinued lo send cheese.

Intarview conducted with the Dietary Manager
(DM) on 07/02/15 at 3:35 PM, ravealed Resident
#1 should not have recalved a bologna sandwich
with cheasa on It.

Interview conducted with the Registered Distitian
(RD) on 07/02/15 et 3:45 PM revealed that the
resident had many dislikes and was very hard to
please. The RD siated the resident should not
have recetved a bologna sandwich with cheese
due fo the resident's dislike of cheese.

F 441 | 483,65 INFECTION CONTROL, PREVENT
§5=D | SPREAD, LINENS

The facliity must establish and maintain an
infection Contral Program designed to provide a
safe, sanitary and comfortable enviranment and
to help prevent the development and iransmission
of disaase and infection.

(a) Infection Control Program

The facility must establish an infection Control
Program under which it -

(1) Investigates, controls, and prevents Infactions
in the facility; g
{2) Decides what procedures, such as isalation,
should be applied to an individual resident; and

Fa3gs|4. Begimming July 6* an audit was
implemented by the Director of Dietary
to monitor meal tray/snack accuracy to
tray card preferences. The audit wiil be
conducted weekly for three months, If
no discrepancies or concems are

F 441

disease and infection.

were sanitized with bleach.

identified the audit will be conducted
monthly.
5. Corrective actions wers completed o/
. Iuly8,2015. “ lanpsns
483.65 INFECTION CONTROL,

PREVENT SPREAD, LINENS

It is the policy of The Terrace Nursing and
Rehabilitation Facility to establish and
maintain an Infection Control Program ]
designed to provide a safe, sanitary and
com{oriable environment and to help
prevent the development and transmission ot‘!

The nurse performing the cleansing of the
blood glucose monitoring device did wash
her hands and apply gloves before
pecforming the cleaning. The cleaning was
done with a bleach wips. The nurses’ gloch

FORM (3MB-2587{02-99) Previcus Viarslons Obscleta Event ID: WX3R11
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(3) Maintains a record of Incidents and corrective RN for signs and symptoms of
actions related to Infections. infection. No infections/adverse affects- !
were noted. Their assessments were .
(0) mvmﬂng Sﬁr::&zd of mfeﬁﬂon documented in their charts.
(1) n the In n Control Program o P
determines that a resident needs isolation to 2 July3 ﬁ:ougtl;h]x;? 23" audits were
prevent the spread of infection, the facility must performed by the trector of Nuraing to
isalate the resident : assure purses performing blood glucoss
{2) The facility must prohibit employses with a . monitoring were properly
communicable diseass or Infected skin leaions washing/sanitizing hands and changing
from direct contact with residents or their food, If gloves, No discrepancies or concerns
direct contact will transmit the disease. ware identified. :
(3) The faclity must require staff to wash thelr rl 5 \
hends after each direct resident contact for which 3 :1312 g!‘l\yliur;l:e_Dwect?r ;fNursmg and N
hand washing Is Indicated by accepted it LN
professional practice. proper blood glucose monitoring device
sanitation and proper hand
{c) Linens washing/sanitizing and glove changes.
Personnel must handle, store, process and Return demonstration was performed by
transpaqrt linens so as to prevent the spread of nuLses.,
Infactipn. 4. On July 6™ an andit for proper blood
glucose monitoring device use
including handwashing/sanitizing and-
glove changes was implemented by the
Director of Nursing and QA Nurse. The
This REQUIREMENT s not met as evidenced audit will be conducted weekly for three;
by: mouths, If no discrepancies or conceres. -
Based on obsetvation, intsrview, and facllity are identified the audit wiil be
policy raview, it was determined the facility falled conducted monthly,
to establish and maintain an effective infection 5. Comective actions were completed .
control program designed fo provide a safe and : Tulv 2 R NS '
sanltary environment to prevent the transmission y 24, 2015. 7124115
of disease and infaction for two {2) unsampled
residents (Residents B and C) of twenty (20)
sampled and thres (3) unsampled residents,
Observation during medication
administration/blood glucose monitoring on
07/02/15, revealed staff failed to change thelr
FORM CMS-2567{02-08) Previaus Versions Obisclete Evmot 1D WIIRTY Facilly ID: 100757 If continuallon shaet Pags 11 of 13
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gloves and wash/sanitize their hands after
cleansing the blood glucose monitoring davice,
and procesded to perform blood glucose
monitoring for Resident B and Rasident C.

The findings include:

Review of the facility's policy titled "Cleaning Your
Melsr," undated, revealed the policy did not
address wearing gloves or hand washing while
disinfecting the blood glucose maniforing device.

Review of the facility's policy titled *Hand
Hyglene," undated, revealad &taff was sequired to
wash/sanllize their hands bafore any invasive
procedure.

Observation of Licensed Practical Nurse {LPN)
#3 on 07/02/15 at 11:15 AM revealed the LPN
washed/sanitized her hands, applied gloves, and
then cleaned the blood glucose monitoring device
with a bleach wipe. LPN #3 proceeded to
perform blood glucose monitoring for Resident B
without changing gloves or washing/sanitizing her
hands. The LPN then cleaned ths blood glucose
monitoring device without changing gloves or
washing/sanitizing her hands.

Ohservation of LPN #3 on 07/02/15 at 11:30 AM
revealad LPN #3 washed/sankized har hands,
applied gloves, and performed blood glucose
monitoring for Resident C. The LPN then
cleansed the blood glucose monitoring device
without changing her gloves or washing/sanitizing
her hands. The LPN was observed to discard her
gloves and wash/sanitize her hands after the
device was cleansed,

Intarview conducted with LPN #3 on 07/02/15 at

X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
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11:40 AM, revealed she was aware she should
have changed her gloves and washed/sanitized
her hands prior to cleansing the blood glucose
monitoring device and efter performing blood
glucose testing. The LPN stated she had
attended in-services by the facility on blood
glucose testing and cleansing of the bicod
glucose monitoring device, but was nervous and
forgot to change gloves and wash her hands.

Interview conducted with the Director of Nursing
(DON) on 07/02/15 at 2:50 PM revealed she
made rounds savaral limes throughout the day to
ensure residents were being provided the care
they required. The DON stated she attended
morming mesting where resident care was
discussed. The DON stated random medication
administration observations, which Included blood
glucose monitoring, wers completad, and no
concams had been identified regarding blood
glucoge monitoring. The DON staled staff was
raquirad to change gloves and wash/sanliize their
hands after cleansing & blood glucose monltoring
device, and afler parforming blood glucose
testing.
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CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 2003

SURVEY UNDER: 2000 Existing (Short Form)
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type V (111)
SMOKE COMPARTMENTS: 3

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il Natural Gas
generator

A life safety code survey was initiated and
concluded on 06/30/15, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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BUILDING: 01
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TYPE OF STRUCTURE: One story, Type V (111)
SMOKE COMPARTMENTS: 3

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il Natural Gas
generator

A life safety code survey was initiated and
concluded on 06/30/15, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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