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F 000 | iNITIAL COMMENTS Sl #1 Resident #1 faclal halr was
removed /shaved on September
A standard health survey was conducted on 18, 2014
09/16-18/14. Deficlent practice was Identifled J .
ity at "E" level,
e #2 On Friday September 19, 2014,
An abbreviated survey (KY22175) was also a complete 100% audlt was
conducted at this time. The complaint was performed by the Administrative
uidr::;:::lﬁ.-;t:nﬂaled with no deficient praclice assistant  on  all  residents
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 identifying any hyglene needs
§5=D | INDIVIDUALITY including facial hair removal.
The facllity must promote cere f&r rtesldle?:: ina #3 On September 22, 2014, the
manner and In an snviranmant that malntains or .
enhancas sach resident's dignily and respect In facllity’s Director of Nursing
full recognition of his or her Individuatity. revised the shower sheets that are
utilized by the SRNA's to Include
ENT s not met id d the removal of facial hair for both
I:.ls Lol 3 ot et as evidenca male and female resldents.
| Based on obsetvation, Interview, record review, The unit managers will review
and poliey review it was determined that the shower sheets dally far compliance
facility falled to promote care thal
maintained/enhanced dignity and respect for one with shower: am: personal hvglem:
(1) of saventeen (17) residents (Resident #1). Including  facial halr remova
Observations made on 09/16/14 at 1:01 PM and {shower sheets) on all female
330 PM, otn 0[?:1;“4 at B:|29d ﬁRM. I.:.lnd :;1 b rasldents as neaded.
09/18/14 at 2: revealed Residen ada
heavy growth of long black hair under his/her The RN Staff Development
chin. Coordinator educated all clinlcal
staff on September 22, 2014 thru
The findings include: October 3, 2014 on the revision of
Review of a facility policy tiled “Quality of Life- the shower sheets and staff re-
Dignity" (dated 2001) with & revision date of educated that removal of facial
August 2009 revealad residents shall be treated hair Is a part of shower andfor |
with dignity and respect at all times. According to bath hyglene !
facliity policy, “treated \,ilh dignity” meant the 0
LABORATORY G 'S I:WIDERI' PLIER REPRESENTATIVE'S SIGNATURE @) DATE
z i K _ /ﬂ )/|/\ 10/03/2014

defidency statament ending with an estarisk (") denoles & deficlancy which tha inelilulivn may be excusad from comacling provluha‘lt {3 dalarmined thal
‘::;lyer :a[agu?rds provide wﬂwr:gnl protection to lha palients, (Sea Instnuclions.) Except for nuraing hames, the indings steted above ars disciosable 80 daya
lollawing the date of aurvay wheiher ornol a plan of coneclion Is provided, For nursing homes, lhe above findings and plans of comection era disclosabls 14
days following the dale these documants are mada aveiable o Ihe facdity. IFdellciencles are dd, an approved plan of corraclion Is raguislie to conlipued

program participation.
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resident would be assisted to maintaln and
enhance hisher self-esteem and salf-worih.
Further reviaw of [acility policy revealed staff was
to groom residents as they wished to be groomead
(halrstyles, nalls, faclal halir, etc.)

Review of Resldent #1's Admisslon Record
revealsd the facillly admitted Resldent #1 on
05/20/13 with diagnoses that included Dementia,
Hypertension, Depression, and Glaucoma.

Review of Resident #1's moat recent
Comprehensive Care Plan dated 05/30/13, with a
revislon date of 11/19/13, revealed staff was lo
check residents (including women) for facial halr,
and remove the hale *as neaded,” and provide for
privacy and promaote dignity.

Revlew of the mast recent Quarterly Minimum
Data Set (MDS) assessment dated 08/11/14
revealed Resldent #1 was sseessed fo have a
Brief Intorview for Mental Status (BIMS) score of
12, which Indicated the resident's cognilion was
moderately impaired,

Observalions mads on 09/16/14 at'1:01 PM and
3:30 PM, on 09/17/14 at 8:29 AM, and on
09/18/14 at 2:04 PM, revealed Resident #1 had a
heavy growth of thick biack halr under hisfher
chin.

Interview with Resldent #1 on 08/18/14 at 2:04
PM revealed that the growth of hair on hisfher
chin "bothered” him/her and stated it had been
"quite some time” since anyone had removed the
hair from hisfher chin. Resident#1 stated that If
halshe could remave the hair he/she would, but
the resident was unable to remave the hair
"anymora."

#4 The staff nurses and the Unit
Managers wiYl review the shower
sheets daily and will go to observe
the resident to ensure the
showers and personal hygiene
Including shaving of facial halr has
been performed after the shower.
These shower sheets will be turned
Into the DON dally for review and
follow-up. The CON will report
findings of the daily shower and
personal hygiene Including faclal
halr removal monitoring to the

Quality Assurance Committee that
meets monthly for !
recommendations and follow-up. /

#5 October 4, 2014 |
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CHARLESTON HEALTH CARE CENTER

F 241 | Continued From page 2 F 241

Interviaw with State Ragisterad Nurae Alde
(SRNA) #4 or: 09/18/14 at 2:20 PM revealed
resldents should be shaved I they had unwantad
facial hair. Further Interview with SRNA #4
revealed she had not Identified that Resldent #1
had faclal halr that neaded ta be removed,

Interview with Licensad Practical Nurse (LPN) #2
on 08/18/14 at 5:03 PM revealed she was the
Unit Coordinator on rasldent Unit A, and that she
assesaed residents on the unit on a dsily basis
when she conducted "rounds” ta make sure
residents did nof have any unwanted feclai halr,
but had not identifled that Resident #1 had faclal
halr present.

Interview with LPN #4 on 09/18/14 at 5:13 PM
revealed she was the Minimum Data Set/Care
Plan Coordinator and conductad "rounds” on a
random basis to ensura that interventions on tha’
resident's care plan were being followed.
According te LPN #4, she had ot identtfled that
Resident #1 had facial hair that nesded to
removed.

Intarview with the Director of Nursing (DON) on
09718114 at 5:41 PM revealed the
interdisciplinary tzam met on a daily basls to
ansure thet care plan interventions were followed
The DON also revealed she conducted "rounds®
on a random basia along with unit managers and
conducted "spot checks™ to ensure that care plan
intervantions were followed. Further interview
with the DON revealed that she had not identified
that Resldent #1 had faclal hair that needed to be
removed.

F 270 | 483.20(d), 483.20(k)(1) DEVELOP F 279
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$8=E | COMPREHENSIVE CARE PLANS

A facillty must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of cara.

The facility must develop a comprehenslive care
plan for each resident that Includes measurable
objectives and timetables to meet a residont's
medical, nursing, and mental and psychosocial
neads that are identifled In the comprehensive
assessment.

The care plan must deacribe the services that are
1o be furnished 1o aftain or maintain the resident's
highest practicable physical, mental, and
paychosocial welkbelng as required under
§483.25; and any services that would otherwlsa
be required under §463.25 but are not provided
due to the resident’s exercise of rights under
§483.10, Including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview, record seview,
and policy review it was detarmined the facllity
falled to ensure & comprehenslve pian of care
that adequately addressad care needs for three
(3) of sevenieen (17) sampled residents
(Residents #1, #4, and #8). Resident #1's
diagnoses included Dapression; however, facliity
staff falied to ensure the resident's diagnoses of
depreselon had been addressad on the resident’s
comprehensive care pian. Resldent #4 and
Resldent #8 were observed to have indwelling
urinary catheters in place; however, review of the
resident's comprehensive care plan revealed the

M) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P

PREFIX (EACH DEFIGIENCY MUGT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE col

TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 279 | Continued From page 3 F 279

#1 On September 19, 2014
the Care Plans for Resident #1
was updated to include a
diagnosis of depression on 9-
18-14; and the Care plans for
resident’s #4 and #8 were
updated and revised to
include approprlate standard
of care interventions for an
indwelling Foley Catheter.

#2 On September 30, 2014,
the MDS nurses and the
Director of Nursing performed
a complete 100% audit on all
Foley catheter care plans to
validate appropriate catheter
care interventions; and a
100% care plan audit on all
residents prescribed with an
psychoactive medication to
valldate appropriate care plan
development; in addition, all
resident care plans have been
reviewed for all care areas
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) [ ea— s o triggered by the Care Area
ontinued From page FZ
ts
facility failed to address cara needs ralatad to use Assessments (CAA) and Care
of the cathaters. Area Triggers (CAT) process
S — and updated as needed which
© .n ngs Includa: was completed on October 3,
Review of the faclity policy tiled "Cara 2014,
Plans-Comprehensive,” (dated 2001) with &
revislon date of Cctober 2010, revealed the
facility's Care Planning/interdisciplinary Team, In #3 On September 15, 2014
coordination with fha resident, hisfher family, or the Director of Nursing
representative (sponsor), daveloped and : d d ied th
malntained a comprehensive care plan for each reviewed and revise €
resident that identified the highast level of Facility policies on Indwelling
functioning the reskient may be expected to
attaln, Further review of the facllity policy Foley Catheter per the nursing
revealed areas of concem that were triggsred standard of care for
during the resident assessmant would be appropriate  Foley catheter
evaluated before interventions were added to the
care plan. 1n additian, the policy revealed care care and interventions.
plan interventions were deslgned after carelul A new system has been
| consideration of the relationship between the
resident's problem zress and their causes. developed by the Consultant
Corporate Reglstered Nurse
Revisw of the facllity policy titled "Cathster Care, on October 3, 2014 which
Urinary” (revised October 2010) revealed statf
was to secure the catheter lo the upper thigh, validates that all CAT areas
with a leg band, to reduce friction and movement has a care plan developed
Gl from the Admission MDS
1. Review of Resldent #1's Admission Record Assessment, Annual MDS
revealed that the facliity admitted Resident #1 on Significant
05/20/13 with diagnoses that Included Dementia, Assessment and  Signt
Hyperienslon, Depresston, and Glaucoma. Change MDS Assessment. The
e . t MDS Coordinator and Director
eview of Resldent #1's most recen
Comprehensive Care Flan dated 05/30/13, with a of Nursing will validate from
revision data of 11/19/13, revealed tha facillty the CAT list that all care areas |
failed to develop interventions that addressed the
resident's dlagnosis of Deprassion.
FORM CA8-2507(02-68) Provious Vorslona Obsalels Event ID:MGHO1 PaciBty J0: 100037
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revealed Resldent #1 was assessed fo have a
Brief Intarview for Mantal Status {BIMS) score of
12, which indicated the residant's cognition was
moderalely impairad. Further review of the
Quarterly MDS revealed the facllity had assessed
Residant #1 to have minimal depression.

Review of Resident #1'a most recant Physiclan's
Orders daled 08/20/14 revealed on 08/04/14, the
resident's physician had prescribed Escilalopram
(ant-depressant medication) to treat the
resident's depression.

Interviaw with Licenséd Practical Nurse (LPN)#4,
wha was also the MDS/Care Plan Caordinator, on
00/18/14 et 5:13 PM revealed she and the Unit
Managers developed resident care plans.

Further interview with LPN #4 revealed she had
initiated Resldent #1's care plan and had not
identified that Resldent #1 did not have any care
plan intervantions in place to address depression.
LPN #4 steted that intervenlions to address
Resident #1's depression should have been
addressed an the cara plan.

Interview with the Diractor of Nuraing (DON) an
09/18/14 at 5:41 PM revealed the Interdisciplinary
team reviews resident care plans. In addition, the
DON stated she makes random "rounds® along
with the Unll Managers, and also conducts
perfodic "spot checks* to ensura that care plan
Interventions are In placa. However, tha DON
acknowledged she had not identifled thal the care
plan for Resident #1 felled lo include
interventions to address the resident's

deprossion.

with the MDS Coordinator and
Director of Nursing regarding
the RAI process and Care plan
development by the
Consultant Corporate
Registered Nurse on October
3, 2014,

All physician orders will be
reviewed daily along with lab
results and care plans
updated as necessary by the
MDS Nurses and  Unit
Managers.

#4 The MDS Coordinator and
Director of Nursing will
review the CAT list that all
care areas triggered from the
MDS assessment have been

addressed on the care plan
for all Admission, Annual and
Signiflcant change
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have been addressed on the
F 279 | Continued From page & F279
care plan.
Raview of the moal recant Quartarly Minlmum Education was completed
Data Set {MDS) assessment dated 08/11/14
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F 279 '
Continued From page & F219)  assessment as scheduled per
2. Review of the medical record revealad the the RAI manual.
facllity admitted Resldent #4 on 06/14/08 with The MDS Coordlnator will
diagnoses hat included Coronary Artery Disease, )
Degeneralive Disc Disease, and Urinary report findings of the care
Ratention. plan audits consisting of

Resldent #4 was chserved on 09/16/14, at 12:30
PM, to be lying in bad with an indwelling urinary
catheter bag, which contained straw colored

monitoring of all CAT areas
which includes Depression,
are belng care planned. The

urine, attached to the bed frame. Further dit it il b
obsarvation on 09/17/14 at 10:10 AM, revealed audit  results wi .
catheter care was provided by facility staff. submitted to the Quallty
However, the catheter lubing was observed to be

unsecured as directed by tha facllity Foley Assurance Committee that
catheter care policy. meets monthly for

. recommendations and
Review of the quartarly MDS assessment dated

07/05/14 revealed ihe resident required the use follow-up.

of intermittent catheterization for urinary retention.

Raview of the comprehansive care plan revealed #5 Completion Date:
the facility developed a care plan fo address the Octaber 4, 2014

use of the urinary calheler on 03/26/14 and
ravised the care plan on 09/02/14, Furiher review
of the care plan revealed staff had developed
Interventions related to tha catheter that included
monlloring the residant for signs/sympioms of
urinary tract Infoction (UTI) end providing catheter
care as ordered. However, there was no
evidance the facility had developed a care plan to
ensura the catheter fubing was secured to
prevent tansion or possible injury fo Rasident #4,

3. Review of the medical record revealed the
facility admitted Resident #9 on 08/05/14 with
dlagnoses that Included Congenital Stenosls of
Aortlc Valve, Hypertension, Diabetes Mellitus, and
Urinary Retantion.

FORM CMS-2567(02-09) Previaus Versions Obaalale Evanl (: MGHO Facllly ID; 100057 If confinuation aheat Page 7 of 26
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Review of lhe resident's admission MDS
assessment completed on 08/12/14, revealed
staff assessed Resident #8 to require the uze of
an indwalling catheter for urinary control
secondary to urinary retentlon.

Review of the comprehensive care plen for
Rasident #8 revealed the facility devaloped & care
plan to address the resident'a need for the
calheter; however, there was no evidence the
facility developed an intervention to secure the
catheter tubing to prevent tension or pulling on
the cathetar,

Observation of Resident #8 on 08/17H14, st 8:35
AM revealed catheter care was provided for the
resident by facility direct care staff, Howevar, the
catheter tubing was not secured to the reeldent's
lag to prevent pulling and possible trauma or
Injury to the resident's urinary tract from the
catheter tubing.

Intarview conducted with Licensed Praclical
Nursa (LPN) #4 on 09/18/14, at 5:10 PM related
{o the use of indwelling urinary catheters for
Resldents #4 and #8 revealed she was
responsible o assiat with the development of the
comprehensive care plans for residents, LPN #4
stated care plan concerns should be developad
as a result of data collected for the MDS
assessment, LPN #4 siated a care plan should
have been developed to include an Intervention to
oncura the Foley catheter was secured 1o prevent
poasible injury to the residents.

Interview with the Director of Nursing {DON) on
09/18/14, at 5:40 PM, ravesled she was also
involved with the development of resldent care

FORM CMS-2567(02-99) Previcus Versions Ohsolela Event ID:MGHO11
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The servicas provided or arranged by the (acility
must ba provided by qualified peraans In

accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
hy:

Based on observation, (nterview, record reviaw,
and raview of facility policy, the faclllty falled to
engure care plan intarventions were implemenied
for three (3) of seventeen (17) samplad residents
{Residents #1, #3, and #5). Resldents #3 and #5
were assessed to require the use of an Indwelling
catheter with care plan Interventions to securs the
catheter tubing 1o prevent tension; however,
observations revealed the cathster tubing was not
socured during catheter care obsarvations for
Resldents #3 and #5. In additlon, the facllity
falled to ensura Resident #1's care plan
interventions were implemented related to
grooming and the applicalion of TED hoses.

The findings include:
Review of the facility's policy entilled *Care

Plans-Comprehansive" (dated October 2010)
revaaled care plan Interventians would be

Resident #1 has TED hose on as
ordered by the physician, and
faclal hair has been removed

and the care plan is belng
followed; Residents #3 and #5
has been assessed and
appropriate catheter care plan
interventlons are being
followed including to use of a
catheter strap.

#2 A 100% audit was performed
on physician’s orders and care
plans for TED hase, faclal hair
and Foley catheter
interventions and
implementation by, the Unit
Managers on September 30,
2014.
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F 279 | Conlinued From page 8 F 279
plans. The DON etaled a medical record audit
was conducted to review for problems with the
development of resident care plana and no
problems had been ldentified. However, the DON
conflrmed the care plan should have been
developed to Include an Intervention to sacure the
catheter tubing according to the facliity policy.
F 282 | 483.20(k)(3)(Ii) SERVICES BY QUALIFIED F 282 #1
ag=5 | PERSONS/PER CARE PLAN

FORM CMS-2567(02-89) Provicus Versions Obiclete

Evenl 10; MGHON

Facifity ID; 100037

If canlinuallon gheal Page 9 of 20



14:32:19 10=10-2014

[ 11 ]

3392333713

Oct. 10. 2014 2:48PM No. 0067 P 11
PRINTED: 10/08/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/AUPPLIERUCLIA 1X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMBER: A, BUILDING COMPLETED
C
185204 B.WING 00/16/2014
NAME OF PROVIDER OR BUPFLIER: -

CHARLESTON HEALTH CARE CENTER

STAEET ADDRESS, CITY, STATE, ZIP CODE
203 BRUGE COURT
DANVILLE, KY 40423

X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIUER'S PLAN QF CORRECTION o

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B8 COMPLETION

TAG REGULATORY OR LEG IDENTIFYING INFORMATION) &6 CROSS-REFERENGED TO THE APPROPRIATE BATE

DEFICIENCY)
F 282  Continuad From page 9 F282]  #3 On September 19, 2014 the |

developed based on consideration of the
resident's problem areas and thelr cauges. The Director of Nursing reviewed
palicy noled the care plan would identify the and revised the Facility policies
h'QhE;; ‘:‘tfﬁ‘ c:tfaf‘unctlonlng the resident might be on Indwelling Foley Catheter
axpa o a@taln. per the nursing standard of care
1. Revlew of Resident #3's medical record for approprlate Foley catheter
revealed the facllity admilted the resident on
02/16/12, with diagnoses thet Included Pressure care and intesventians.
Ulcers, Indwaelling Urinary Catheter, Bowel and All clinical staff was re-educated
Bladder Incantinence, and Pain. Review of the on following the -care plan
Significant Change MDS assessmant daled i . includi
05/06/13 and the Annual Comprehensive MDS nterventions  including  TED
assesament dated 04/20/14 revealed Resaldent #3 hose, removal of facial hair and
was at high risk for preaeurd uicees. Foley catheter - straps with
Review of Resident #3's care plan dated 11/21/13 return demonstrations  of
ravealed the resldent required the use of an competency for application of ],
indwelling urinary catheter o aid in tha healing of h
a Stage 4 pressure ulcer to the right hip. Staff the catheter strap by the RN
developed care plan interventions to address the staff Development Coordinator
residents catheter use that included keeping the
drainage bag below the leve! of the bladder, and which was completed an
uslng a lag band fo prevent tension on the October 3, 2014. |
catheter lublng. A new audit tool has been
Observation of Resldent #3 on 08/16/14 at 12:06 developed by the Director of
PM revealed the resident utlized an indwelling Nursing for the Unit Managers
catheter. In addition, an abservation wes
conducled on 00/16/14 at 3:15 PM of State to validate that care plan
Registerad Nurse Alde (SRNA) #6 as she interventions are belng
provided catheter care for Resident #3. Resident '
#7's catheler was obsarved aitached (o a bedside Implemented Incjudlng Foley
drainage bag; however, the tubing was not catheter straps, TED hose and |
socured to prevent tension as directed by the facial hair removal daily for all |
reskdent’s plan of caro. Resldents on each unit.
Interview conducted on 09/18/14 at 1:20 PM with
SRNA#8 revealed she had been trained to

FORM GMS-2567(02-09) Provious Versiona Cbrolelo Even! I0; MGHOM Fachlly D: 100037 If continualion sheet Page 10 of 20
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T . : On September 22, 2014, the
ke — facility's Director of Nursing
pravide catheier care and to sacure the tubing to
prevent tsnsion but she guessed she just forgot revised the shower sheets that
fodolt. are utilized by the SRNA’s to
Interview with Unit Coordinatar #1 an 00H8/14 at include the removal of faclal
1:30 PM revealed that residents with urinary hair for both male and female
catheters should have a leg sirap to secure agers
tublng lo prevent tenslon and she stated sha residents. The unit manag
made rounds to check if tubing wes secure on will review shower sheets daily
residants, She further revealed that some of the for compliance.
aldes were fairly new ta thia slde of the facility.
2, Review of Resident #1's Admission Recard #4
revealed that the facility admitted Resldent #1 on The staff nurses and the Unit
05/20/13 with dlagnoses that included Dementla,
Hypertension, Depreasion, and Glaucoma. Managers will review the shower
sheets daily and will go to observe
Review of Resldent #1's most recent the resident to ensure the
Comprehensive Care Plan dated 05/30/13 with a h o R p I h
revision date of 11/18/13 revealed an Intervention showers and personal hygiene
10 provide Thrombo Embolic Deterrent (TED) including shaving of facal halr has
hose to Resident # related to the resldenl's bheen performed after the shower.
diagnosls of Hyperiension; and an intervention to
chack for faclal halr and remove as needed and WDELUE PO LS be. turned
to provide for privacy and promota dignity. into the DON dally for review and
follow up. The DON will report
Review of Residant #1'_5 Physliclan's Orders dated findings of the dally shower and
06/19/14 revealed Resident #1 was to hava TED 1 hvei including factal
hose on daily and off at night. personal hygiene Including faca
hair removal monitoring to the
Review of the rr)u:st recent Quartarly I:Iiﬂmm Quality Assurance Committee that
Data Set (MDS) assessment dated 0
revealed Resldent #1 was asaesced to have a L monthly for
Brisf interview for Mantal Status (BIMS) scare of recommendations and follow up. |
12, which indicated the resident's cognition was The new daily audit tool was i
moderataly impaired. developed by the Director of |
Intarviaw wilh the Director of Nursing (DON} on
09/18/14 at 4:10 PM revealed Resident #1 was to
FORM CM3-2567(02.99) Previou Varsions Obaolate Evanl ID; MGHO32 Facility 10: 100037 If continuaton aheel Page 11 of 26
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have TED hosa In place; however, according to
the DON, the physician’s most racent orders
dated 08/20/14 failed to tnclude the TED hose.

Observationa made on 09/16/14 at 1:01 PM and
3:30 PM, on 09/17/14 at 8:29 AM, and on
09/18/14 at 2:04 PM ravealed Resldent #1 had
long, thick biack half present under the chin, In
addttion, observalions made on 09/16/14 at 3:30
PM revezled Resldent #1 did not have TED hose
applied as ordered by the physlician.

Interview with Stata Registered Nurss Alde
(SRNA) #4 on 08/18/14 at 2:20 PM revealed
residents should be shaved if they have faclal
hair. Further interview with SRNA #4 revealed
she had not identified that Resident #1 had facial
hair that needed to be removed.

Intarview with SRNA#5 on 09/17/14 at 4:13 PM
revesled sha had seen Resident #1 with TED
hosa on in the past and was not aware Residsnt
#1 was supposed to have TED hose on this data,

Interview with Licensed Practical Nurse (LPN) #5
on 09/17/14 at 4:27 PM revealed she had
observaed Resident #1 woaring TED hose In the
past and that nurses were Lo check to ensure that
residents have TED hose on as ordered.

Interview with LPN #2/the Unft Coordinator
(A-Hall) on 09/18/14 at 5:03 PM reveatad she
observes residents to make sure that they do not
have any unwanied faclal hair as part of dally
room rotnds, but had not identified that Resident
#1 had facial halr present. The LPN also stated
she had not ideniified the resldent was not
wearlng the TED hose as ordered.

Nursing for the Unit Managers
to validate that care plan
interventlons are belng
Implemented including Foley
catheter straps, TED hose and
faclal hafr removal will be
performed  after  making
rounds daily and ohserving all
resident's on bath units dally.
The audits will be turned into
the DON dally for review and
follow-up. The DON wlll report
findings of the daily shower
and personal hygiene Including
factal hair removal monitoring
to the Quality Assurance
Committee that meets monthly
for recommendations
follow up.

##5 Completion Date Qctober 4,
2014
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Intarview with LPN #4/the MDS/Care Plan
Caoordinator on 09/18/14 at 5:13 PM revealed sha
conducted random raom rounds to ensure that
interventions on the resldent's care plan were
being followad and had not Identified that
Resident #1 had facial halr that needed to
ramoved.

interview with the Director of Nursing (DON) on
09/18/14 at 5:41 PM revealed that the
Interdisciplinary team meets to review care plans.
The DON ealso revealed sha made random
rounds along with the Unit Managers, and
canducted "spot checks" {o ensure that care plan
interventions wers followed. Furher Interview
with the DON revealed that she had not identified
that Resident #1 had facial hair that needed to be
removed or that the resident's TED hose were not
intact.

3. Review of Resldent #5's Admission Record
revealed the facility admitted Resldent #5 an
04/15/14 with diagnoses that Included Urinary
Tract Infaction, Uterine Cancer, Hypertenslon,
Edema, Acute Iidnay njury, Hypokalemia,
Anemia, Alkalosis, Candlduria, and Peripheral
Vascular Diseasa.

Review of Resident #5's mast recent Significant
Change Minimum Data Set (MDS) assessment
dated 09/08/14 rovealed Resldent #5 was
assessad to have a Brief interview for Mental
Status (BIMS) score of 8, which indicates the
resident's cognition was moderately Impalred.

Review of Resldent #5's most recent
Comprehensive Care Plan dated 08/21/14 with &
revislon date of 09/09/14 revealed an Intervention
for Resident #5 to have a Foley catheter as per
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Continued From page 13
facility protocol.

Observation an 09/17/14 at 1:30 PM revealed the
resldent's catheter bag was not anchored to the
rasident's leg with a leg slrap to prevant lenslon
according lo facility policy.

Interview with Licensed Practical Nurse (LPN)#2,
who is also the Unit Coordinator, on 09/18/14 at
5:01 PM revéaled she made rounds to observe
staffs performance providing urinary cathater
care and had not identified any Issuas with
catheter cara, Further interview with the A &
C-Hall Unit Manager revealed catheter bags
should ba sacured to the resident's leg.

Interview with the Director of Nuraing (DON) on
09/16/14 at 5:41 PM revealed that the
Interdisclpfinary team meeta to review care plans.
The DON also revealed =he conducted
observations of residents at random, along with
the Unit Managers, and conducts "spot checks® o
ensure Lhat care plan interventions ware followed.
Further Intarview with the DON revealed that she
had not Identifled any issuss with catheter fubing
not being securad.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recelve and the faclllly must
provide the necessary cara and services lo altain
or malntain the highest practicable physical,
mental, and psychosaclal well-being, in
accordance with the comprehensive assessment
and plan of care.

F 282

F 309

#1 Resident #1 has TED hose on
as ordered by the physician and
care planned. i

#2 A 100% audit was performed
on physiclan’s orders and care
plans for TED hose and
implementation by the Unit
Managers on September 30,‘
2014. |
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#3 All clinical staff was re-
F 309 | Continued From page 14 F 309 d
educated on following the care
This REQUIREMENT 15 ot met es evidenced plan Interventions  Including
by: TED hose by the RN Staff
Based on observation, interview, record review,
and policy review It was determined that the Development Coordinator
faclity failed to ensure residents received which was completed on
necessary care to maintain the highest
practicable physical well-being for ane (1) of October 3, 2014.
seventaen (17) sampled residents (Resident #1). A new daily audit tool has been
Resldent #1 had a care plan intervention for veloped by the Director of
Thrombo Embolic Dalstrent hose (compreseion e~ 2 v the
stockings) as ordered by the physician. However, Nursing for the Unit Managers
observation on 09/16/14 at 3:30 PM revealed to validate daily that care plan
Resident#1 dki not have Thrombo Embolic
Detorrent (TED) hose applied as ordered. Interventions ~ are  being
implemented including TED
The findings include: hose and the audits will be
Review of facility policy fitled "Care turned into the DON daily for
Plans-Comprehansive,” {dated 2001) with a review.
revision date of October 2010, revealed no
tnformation relevant to following care plan
interventions. #14 The staff nurses and the Unit
o fon mada on 09/16/14 at 3:30 PM Managers will review the shower
servation made on atd:
ravealed Resident #1 did not have Thromho sheets dally and will go to observe
Embalic Deterrent (TED) hose epplled as ordered the resident to ensure the
by the phyalclan. showers and personal hyglene
i ing of
Review of Resident #16 Admission Record | including shaving of faclal hair has
rvesled that the facillty edmitted Resident #1 on been performed after the shower.
06/20/43 with diagnoses that included Dementia, The shower sheets will be tumed
Hypertension, Depression, and Glaucoma. into the DON daily for review and
Review of the most recent Quartarty Minimum
Data Set (MDS) assessment dated 0B/11/14
revealsd Resident #1 was assessed to have 8
Brief Interview for Menlal Status (BIMS) score of
12, which Indicates the resident's cognition was
FOAM CMS-2687(02-00) Previcus Verslons Obsalels Evant ID:MGHOTY Fadmy ID: 100037 If continuallon sheet Page 15 af 26
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£ 309 | Gontinued From page 15 F 300 follow up. The DON will report
moderately impaired. findings of the dally shower and
personal  hygiene  Incuding
Review of Resident #1's most recant shaving of facial hair monitoring
Comprehensive Care Plan dated 05/30/13, with & N o " As
ravision date of 11/19/13, revealed an intervention e e Quality L]
to have Thrombo Embollsm Deterrent (TED) Committee that meets monthly
hose as ordered related to Resldent #1's for recommendations and follow
Hypartension. up.
Review of Resident #1's Physician's Orders dated The new audit tool developed
06/19/14 revealed Resldent #1 had physician's by the Director of Nursing for
orders to have TED hose applied daily and .
removed at alghl, the Unit Managers to observe
. and monitor that the care plan
Interview with Resldent #1 on 09/16/14 at 3:22
PM revealad he/she had compression stockings Interventions are belng
put an at night. implemented dally during thelr
rounds on both units for all
Interview with State Registered Nurse Alde id inchudi Fol
(SRNA) #5 on 09/17/14 et 4:13 PM revealed ehe residents  inciuding  Foley
had seen Resident #1 with TED hose on in the catheter straps, TED hose and
past and was not aware of Resldent #1 not
having TED hose on this date. faclal hair removal. The audits
will be turned into the DON
Inferview with Licensed Practical Nurse (LPN) #5 daily for review and follow up,
on 09/47H14 et 4:27 PM revealed sha had i di
observed Resldent #1 wearing TED hose in the The DON will report findings to
past and that nurses ware responslble to ensure the Quality Assurance
that resldents had TED hose on as ordered. Committee that meets monthly |
interview with the Director of Nursing (DON) on for recommendations and
09/18/14 at 4:10 PM revealed that Resident #1's follow up.
most recent physician's orders did not include the
order for TED hose due ta an oversight.
#5 Completion Date October 4,
Interview with LPN #2/the Unit Coordinator 2014
{A-Hall) on 09/18/14 at 5:03 PM revealed she
looked at residents during randem rounds to
ensure they had TED hose on as orderad, but
FORM CMB-2687(02-09) Frevicus Varslonp Otraclele Evanl ID: MGHO11 Fauimy ID: 100037 If continualion sheet Pags 18 of 26
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F 309 | Continued From page 16 F 309
had not identifled that Resident #1 did not have
TED hose presant on 09/16/14.
Interview with LP°N #4/the MDS/Gara Plan
Coordinator an 08/18/14 at §:13 PM revealed she
conducted random room rounds to ensure that
intarventions on tha resident's care plan were
being followed and had nol Identified that
Rasident #1 did not have on TED hose as
ordered.
Interview with [he DON on 09/18/114 at 5:41 PM
revealed that the Interdisciplinary team met to
review care plans. The DON also revealed that
she made random rounds along with Unit
Managers, and did spot checks to ensure that
care plan Interventions were In place. _
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 #1 Resident’s #3, #4, #5 and #8 |
s§=E | RESTORE BLADDER was assessed for risk factors of
Based on the restdent's comprehensive having an indwelling Foley
assessment, the facilty must ensure that a catheter and present
resident who entars the facilty without an h A
Indwalling catheter Is not catheterized unless the catheter strap to prevent
resldent's clinical condition demonsiratas thal pulling, pressure and potential
catheterization was necessary; and & resident
wha is Incontinant of bladder receives appropriate trauma and/or Injury to the |
treatment and sarvices to prevent urinary tract resident’s urinary tract. i
infections and to restore as much normal biedder
function as possible. #2 A 100% audit was performed
on physliclan’s orders and care
This REQUIREMENT s not met as evidenced plans for Foley catheter
by Interventions and
Based on obsarvation, interview, record review,
and facllity policy review, It was determined the implementatlon bv the Unit
facility failed to ensure services wera pravided in Managers an September 30,
a manner to restare as much normat bladder
2014,
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function as possible for four {4) of seventasn (17)
sampled resldents (Residents #3, #4, #5, and
#8). Observation revealed Residents #3, #4, #5,
and #8 had indwelling urinary catheters.
However, the facility failed to assess the risk
factors of an Indwelling catheter and (o ansure
the Indwelling urinary catheters were secure In an
effort ko prevent pulling, pressure, potential
trauma, andfor injury to the resident's urinary
tract.

The findings Include:

Review of tha facility policy ttlad *Catheter Care,
Urinary® (revised October 2010) revealed staff
was to secure the catheter to the upper thigh,
with a leg bend, to reduce friction and movement
at the insertion slte.

1. Review of Resident #3's medical record
revealed the facllity admitied the resident on
02/16/12, with diagnoses that included Pressure
Ulcer, Bows) and Bladder Incontinenca, and Pain.
Documentation revealed the resident had an
Indwelling Lirinary Catheter.

Revlew of the Significant Changs Comprehensive
Assessmeni daled 05/06/13 revealad Resldent
#3 was at high rick for pressure ulcars and
required extensive assistance of two (2) staff
persons for all transfers in bed.

Review of Realdent #3's care plan dated 11/21/13
revealed the resident required the use of an
Indwelling urlnary catheter to aid in the healing of
a Strge 4 pressure ulcer to the right hip,

Review of the Annual Camprehensive
Assessment dated 04/20/14 revealed the resident
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#3 Al cinical staff was re-|
educated on following the care
plan Interventions including |
Foley catheter straps with
return  demonstrations  of
competency for application of
the catheter strap by the RN
Staff Development Coordinator
which was completed on 1
October 3, 2014. |
A new audit tool has been l
developed by the Director of

Nursing for the Unit Managers !
to validate daily that care plan

interventions are being
implemented including Foley
catheter straps. These daily
audits will be turned into the
DON daily for review.

#4 The staff nurses and the Unlt
Managers wili review the shower
sheets daily per the shower
schedule and will go to observe
the resident to ensure the

showers and personal hygiene l
Including shaving of faclal hair has l
been performed after the shower. |
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CHARLESTON HEALTH CARE CENTER

BTREET ADDRESS, CITY, STATE, ZIP CODE
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DANVILLE, KY 40423
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The shower sheets will be turned
F315
e e 36| o th N o for e
P : follow up. The DON will report |
Observation of Restdent #3 on 09/16/14 at 12:05 findings to the Quality Assurance |
PM revealed the resident utlliized an Indwalling Committea that meets momhlv
Eeheag for review and follow up:
On 05/16/14 at 3:15 PM, Slate Regialered Nuree The new audit tool developed
Alde {(SRNA) #6 provided Incontinence care to
Resident #3. The cathetar was observed by the Director of Nursing for
attached to a bedside dralnage bag; however, the the Unit Managers to validate
tublng was not secured to the resident's leg as that care plan Interventions
Ired per fi licy. .
required per faclly po¥cy are belng implemented
Interview conducted on 09/18/14 at 1:20 PM with including Foley catheter straps,
SRNA #6 revaaled the facility had Iralned the :
SRNA on catheter care and 1o secure the TED hose and facial hair
catheter tubing to prevent pulling or injury. removal will be performed
after making rounds daily and
Interview conducted on 09/18/14 et 1:30 PM with . b .
Unit Coordinator #1 revealed that residents with observing all resident's on both
urinary catheters should have a leg strap to units dally. The audits wiil be
secure tubing and that aides were trained to use
tham. She also staled that some of the aldes turned Into the DON dally for
wera falrly new fa this side of the facllity and she review and follow up.
ususlly makes rounds ta check to see if the The DON will report findings to
urinary catheters ware secure,
the Quality Assurance
2. Observation on 08/17/14 at 1:30 PM revealed Committee that meets monthly
Rasident #5's catheter bag was not anchored to .
the resident’s leg with a leg strap to prevent for recommendations and
tenslon according to facllity policy. follow up.
Review of Resident #5's Admission Record
revealed the facliity admitied Resldent #5 on
04/15/14 with diagnoses that included Urinary #5 Completion Date October 4,
Tract Infoction, Uterine Cancer, Hyperienslon, 2014 i
Edema, Acute Kidney Injury, Hypokalemia, 1
Anemia, Alialosls, Candiduria, and Peripheral
Vascular Dissase.
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Review of Resldant #5's most recent Significant
Change Minimum Data Set (MDS) assessment
dated 09/08/14 revealed staff assossed Resident
#5 was assessed lo have a Brel Inferview for
Mental Status {BIMS) score of 8, which Indicated
the resident's cognition was moderately impaired.

Review of Resident #5's most recent
Comprehensive Care Plan dated 08/21/14 with a
revialon date of 09/09/14 revealed an intervention
for Resident #5 to have indwelling urinary
catheter as per facillty protocol.

Interview with Licensed Practical Nurse #2/the
Unit Coordinator {A-Hall) on 03/18/14 at 6:01 PM
revealed she made rounds to observa stafi delng
urinary cathetar cara and had not ldentified any
issues with urinary catheter care. Further
Interview with the A & C-Hall Unit Manager
revealed catheter bags should be secured to the
resident’s leg.

Interview with the Diractor of Nursing (DON) on
09/18/14 at 5:41 PM revealed that the
interdisciplinary team met to review care plans.
Tha DON also revealed she made random
rounds along with the Unit Managers, and did
"spot chacks" to ensure that care plan
inferventlons ware followed. Further interview
with the DON revealed the catheter tubing should
be secured accarding lo facility policy.

3. Reviaw of the medical record revealed the
faclity admitted Resident #4 on 06/14/06 with
diagnoses that included Coronary Artery Disease,
Degenerative Disc Disease, and Urinary
Relantion.
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Resident #4 was observed on 09/16/14, at 12:30
PM, lo be lying in bed. Furiher observation on
09/17/14 at 10:10 AM, revealed catheter care
was provided by facllity taff. However, the
cathater tubing was observed (o be unsecured as
directed by the facility policy.

nterview conducted with State Registered Nurse
Alde (SRNA) # on 09/18/14, at 2:10 PM,
revealed she was aware the Foley catheter tubing
should ba sacured to prevent possible trauma to
the resident. SRINA #1 stated, "Thatis not
routinely done hare,”

4. Review of the medical record revealed the
faclity admitied Resident #8 on 08/05/14 with
diagnases that included Congenltal Stenosis of
Aortic Vialve, Hypertension, Diabetes Mellitus, and
Urinary Ralention. Review of the admission MDS
assessment dated 08/12/14 revealed Rasident #8
was assessed to have a BIMS score of 13,
indicating the resldent was cognitlvely Intact,

Observallons of Reslident #8 revealed catheter
care was provided for the resident by faciflty
direct care stalf on 09/17/14, at 9:35 AM.
Howaever, the cathetsr tubing was not secured to
prevent possible trauma or injury to the resident.

Interview with SRNA #2 on 08/18/14, at 1:55 PM,
revealed she had baen tralned to secure the
cathater tubing to the resident's leg to pravent
puiling or tension on the catheter. Tha SRNA
stated Resident #8 did not want the tubing to be
secured.

interview with Resident #8 on 09/17/14, at 12:30
PM, revealod staff had not talked to him/her
about securing the catheter tubing.
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food prepared by methods that conserve Rutritive
value, flavor, and appearance; and food that Is
palatable, atiractive, and at the proper
tamperature.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interviews, and a review
of the facliity's policies and reclpes, it was
detarmined the facility failed to serve food that
was palatable 1o residents that recelved a pureed
diet. Interview revealed eleven (11) of eighty-four
(84) residents In the facility recelved a diet that
was of pureed consistency. A palatability test
was conducted durng the lunch meal on 08/17/14
of a test tray hat contalned pureed foods and
revealed the mashed patatoes and the collard
greens were not 6easoned and tasted bland.

The findings include:

Review of the (acility's "Condiments" policy (no
date) revealed, “Tha Center endaavors to meet
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Interviaw conducted with LN #2 on 09/18/14, et
5:00 PM, revealed she was the Unit Coordinalor
and was responsible to ansure restdent care #1 The Residents that were
needs were provided per facility poiiey, LPN #2
stated she was "on the floor" and cbserved siaff severed pureed food were
performing catheter care. The LPN offered a new puree meal.
acknowledged tha catheter tubing should ba
secured to the resident's leg to prevent possible
injury ta the resident. Aty #2 All residents on a pureed
F 384 | 483.35(c)(1)-(2) NUTRITIVE VALUE/APPEAR, Figd| diet was offered
ss=€ | PALATABLE/PREFER TEMP supplement/substitute if meal
Each resldent receives end the facility provides was not consumed

#3 The Dietary Manager In-
serviced the dietary
department on September 19,
2014 on tasting pureed food for
correct seasonings and
palatabllity, in addition the
" Dletitian In-serviced the dietary
department on September 24,
2014 on food palatability and
appropriate seasonings.
The dietary manager and/or
cooks will be tasting meals
including pureed meals for
seasonings and  palatability
before serving to the residents
at each meal. i
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ss=D | SPREAD, LINENS

The faclllty must estabilsh and malntain an
Infaction Control Program designed to provide a
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F 364 | Cantinued From page 22 F 354 20114 dth 5 any
the palatability of each resident.” Further review manager reviewed and revised
of the faclliiy's “Condiimants” policy revealed the the Palatability/Pureed Food
condiments (ground pepper, othar splces, salt, Prep to include the co :
sugar/sugar substitute, etc.) would be provided In P oks to
accordence with each resident’s nutritional taste all foods for temperature
raquirements. and taste, only add thicker if
Review of the facility’s recipes was conducted necessary and then go back and
and revealed the recipe for pureed mashed season accordingly. In addition,
potatoes and collard greens specified one (1)
teagpoan of salt should be added to each guantity the Dietician will taste meals
af twenty-five (25) servings. weekly for palatability and

seasonings.

A lest tray of a pureed diet was requested and
delivared in the dining room at 1:10 PM on
091714, A palstabllity test of the pureed food #4 The results of the meal
was conducted with the Dietary Manager (DM)
and the facllity's Registered Diatitian (RD). The tasting performed weekly by
pureed mashed potatoes and the pureed collard the dietitian will be submitted
greens tasted biand, and were not seasoned to the Administrator weekly
(.., salt). The RD and DM confirmed the
pureed mashed potatoes and pureed callard and results will be submitted to
greens tasted biand and were not seasoned or the Quality Assurance
Ll Committee meeting that meets
An interview conducied with the Cook at 10:565 monthly recommendations and
AM on 09/18/14 revealed she had not added follow up.
"much” salt to the pureed mashed potatoss or to
the puraed collard greens. The cook stated staff
was supposed to add selt to the foods when It #5 Completion Date October 4,
was served. The Cook stated eleven {11) 2014
residents in the facility received diets of pureed
conslistency.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
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safe, sanltary and comfartable environment and
to help prevent the development and tranamission
of disease and infaction.

{a) Infectlon Control Pragram

The facillty mus! establish an Infection Control
Program under which It -

(1) nvestigates, contrals, and prevents infections
in the facllity;

(2) Dacides what procedures, such as isolation,
should be applied lo an Individual resident; and
{3) Malntains a record of incidents end corrective
actions related to Infections.

(b) Preventing Spread of Infecilon

(1) When the Infection Conlrol Program
determines that a resident needs isolation to
prevent the spread of Infaction, the facility musat
isolate the resident.

(2) The faclilty must prohiblt employees with a
communicable disease or infected skin leslons
from direct contact with residents or thelir food, If
direct contact will transmit the disease,

(3) The [acllity must requira staff to wash their
hands after each direct resident contact for which
hand washing is indieated by accepted
praofeaslonal practice.

{o) Linens

Personns! must handle, store, process end
tranaport linens so as to prevent the spread of
infection,

This REQUIREMENT s not met as evidenced
by:

Based on observation, Interview, and a review of
the facility's laundry and linen policy it was
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over bed table for Resident #3
was immediately sanitized on
September 16, 2014,

#2 The SRNA was re-educated
on proper handling of soiled
linens and the housekeepers
sanitized all tables and over bed
tables.

#3 The RN Staff Development
Coordinator in-serviced fmmi
September 22, 2014 thru|
October 3, 2014 all clinfcal staff
on Infection Control which
included the policy on handling
soiled linen.

The Director of Nursing created
an Infectlon control audit tool
for the infection control nurse
which will be done weekly and
turned into the DON for review,
In addition; a new audit tool
was created for the Unit
managers to utilize during the
daily rounds to validate that
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determined the facllity falled to ensure soiled
linens wore disposed of in a manner io prevent
tranamisslon of infoction and disease for one {1)
of seventeen (17) sampled rasidents (Resldent
#3). Observation of catheter care for Resldent #3
on 09/16/14 at 3:15 PM revealed Slate
Reglslered Nursa Aida (SRNA) #8 placed sofled
washcloths directly on the badside table, which
was not In accordance with the facllity's policy.

The findings include:

Raview of the fachily policy titled "Laundry and
Linen," (not dated) revealed soiled linens should
be directly deposited Into a red plastic bag when
gathering solled linens from residents with large
amounts ol body fluids. The policy revealed that
golled linen shauld be congidered to be polentially
Infectious.

Review of the medical record revealed the facility
admitted Resident #3 on 02/16/12 with diagnoses
including Pressure Ulcer, Indweliing Urinary
Catheter, Bowsl and Bladder Incontinence, and
Pain. Areviaw of the quartarly Minimum Data Set
(MDS) assessment, dated 07/16/14, revealed the
resident required exlensive assistance fof bed
mobllity and taileling. Review of the MDS furiher
revealed the resident was fraquenily incontinent
of howel and had an indwelling urinary catheter.

Observation on 08/16/14 at 3:16 PM revealed
Raaident #3 was incontinent of bowel and
bladder. SRNA #1 was observed to provide
Incontinence care lo Resident #3 and placed the
soiled washcloths that the SRNA used o clsan
the rasident's bultocks directly on the bedside
table.

being performed by the SRNA's|
and nurses, which Includes
handling of soiled linen. These
daily audits will be turned into

the DON daily for review.
#4 The Infection contrel audits
performed by the Unit

Managers dally during the
daily rounds will ohserve and
monitor that infection contral
measures are being performed
by the SRNA’s and nurses,
which Includes handling of
soiled Hinen and these audits
will be turned Into the DON
daily for review. The Infection
control nurse’s audit will be
turned into the DON weekly
for review and follow up.
These audit findings will be
submitted by the DON to the
Quality Assurance Committee
Meeting that meets monthly
for recommendations and
follow up.

#5 Completion Date October 4,
2014
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Interview on 09/18/14 at 1:20 PM with SRNA #1
revealed she should have placad the solled
washclaths In a plastic beg. The interview further
ravealed that she had been Instructed how to do
incontinence care in orientstlon.

Interview on 09/18/14 at 1:30 PM with the Unit
Coordinater revealed staif should never place
soiled linen on the bedside lable. She stated staff

should place solled linen in a bag and take to the
sailed linen contalner,
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