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F 000 | INITIAL COMMENTS F 000 Preparation and/or execution of this Pian of
Correctlon does not constitute an admission
A slandard health survey was conducted on or agreement by Christian Care Center of
10/28-30/14. Deficlent practice was identifled Lancaster of the truth of the facts alleged or
with the highest scope and severity at "D" level. concluslons set forth In the statement of
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL deficlencles. Christian Care Center of
ss=D | NEEDS Lancaster files this Plan of Correction solely
The facility must ensure that residents receive because It is required to do so for continued
proper treatment and cere for the following state jicensure as a heaith care provider
‘I*F;ec:?' services: andfor  for  participation In  the
njections;
Parentaral and enteral flulds; Medicare/Medicaid program. The facliity
Colostomy, ureterostomy, or llacstomy care; does not admit that any deflciency existed
Tracheostomy care; prior to, at the time of, or after the survey.
Tracheal suctioning; The facility reserves all rights to contest the
?::fg::‘e’%xm' survey findings through informai dispute
Prosthesés. resolutlon, formal appeal and any other
applicable jegal or  administrative
proceedings. This Plan of Correctlon should
I‘;‘s REQUIREMENT Is not met as evidenced not be taken as establishing any standard of
Based on observation, interview, record review, care, and the facillty submits that the actlons
and review of the facillty's policies and taken by or in response to the survey findings
procedures, it was determined the facllity falled to far exceed the standard of care. This
maintaln a sterile field during tracheostomy {an document Is not intended to walve any

opening surgically created through the neck into

the trachea {windpipe) to allow direct access to defense, legai or equitable, in administrative,

the breathing tube) care and suctioning and failed clvil or eriminal proceedings.
to ensure adequate oxygenation was provided
during trach care for one (1} of nineteen (19) Christian Care Center of Lancaster
sampled residents (Resident #8). believes its current practices were in
“The findings include: [ compliance with the appiicable standard
' of care, hut that in order to respond to
Review of the facility's policy titied " Tracheostomy this citation from the surveyors, the
Care for disposable Inner Cannulas and
Non-Disposable Inner Cannulas,* dated facility is taking the following additional
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE _ TINLE {X0) CATE

s f e A ot s (fashy

d : ) denotes a daficlency which the instilution may ba axcused from comecting pruvﬁlnn it is datarmined that
other safeguards provide sufficient proteclion o patients . (Sea Instructions.) Excepi for nursing homes, tha findinga siated above arn disciosable 80 days
follawing the dats of survay whather er not a plan of comsclion Is provided. For nursing homes, the above findings and plans of corection are disclasable 14
days lollowlng the date these documents ara made avaiiable to the fackity, If deficiencles are cited, an approved plan of correction Is requisite o continued

program panicipation,
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Novembaer 2008, ravealed staff should don sterile
gloves and matntaln sterile tachnique throughout
tracheostomy care.

A review of the facility's policy titied "Suctioning,”
dated September 2013, revealed a sterile
cathster container should be opened avolding
contamination.

Areview of the faclilty's refarence material titied
*Tracheostomy Care," dated February 2014, from
Med-Pass Heaton Resources, revealed sterile
gloves must bs used for trach care, Further
raviaw of the facility's reference material titled
“Suclioning the Lower Alrway (Endotracheal or
Tracheostomy Tube),” dated October 2010, from
Med-Pass Heaton Resources, revealed sterile
technique must include maintaining a sterile
dominant hand for suctioning. Additionally, staff
should monitor the resident's pulse and oxygen
saturation during suctioning.

An interview conducted with the Director of
Nursing (DON) on 10/30/14 at 3:45 PM, revealed
slaff parforming {racheal suctioning and trach
care should malntain a sterile fleld. She stated
contamination of the sterlle fisid would Include an
increased sk of infaction for the resident. In
additlon, the lack of exygen during suctioning
could polentlally cause Hypoxia.

A review of the Lippincott Manual of Nursing
Practice 10th Edltion, dated 2014, identified
Hypoxia es Insufficient oxygenation at the cellular
lavel due to an imbalance in oxygen delivery and
oxygen consumption.

Record review revealed the facility admitted
Resident #8 on 08/27/12 with diagnoses that

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH %8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROES- COMPLETION
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DEFICIENCY)
F 328 | Continued From page 1 F 328| Corrective Actlons for Targeted Residen

Nurses assigned to care for Resldent #8 on
10/30/14 through 11/4/14, to include LPN 41,
were educated on setting up a sterlie feid,
malntaining a sterie fleld, donning steriie
loves, and pguideiines for maintaining
xygenation and re-oxygenation while
ndotracheal suctioning by the Director of
ursing. This educatfon occurred from
0/30/14 and was compieted on 11/4/14 by
he DON to ensure Licensed Staff was
ducated,

identificatlon of Other Resldents with
Potential to be Affected

esidents requiring tracheostomy care have
e potentiai to be affected by this practice.
esident #8 is currently the only resident with

tracheostomy tube In place. Potential
dmissions of resldents with tracheostomy
ubes will be reviewed by the Director of
ursing during the Pre-Admission Process. All
urses will be educated regarding
racheostomy care to Inciude maintaining
ompliance with endotracheal suctloning, by
he DON per a skilis checkiist annuaily.

Systematic Changes

e above educatlon was provided for licensed
urses by the DON from 10/30/14 through
1/4/14 regarding proper trachecstomy care,
ocusing on maintalning a sterile fleld and
dequate oxygenation/re-oxygenation of the
esident during the endotracheal suctioning
rocess.
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F 328 | Continued From page 2 F 328 Systematic Changes Cont.
Includad Anoxic Brain Injury, Systemic
Inflammatory Responsejszadr:rs;\a (SIRS), Heart In addition, on 11/12/14, the Owner and
Fallure, Sepsls, and Tracheoslomy requiring Licensed Respiratory Therapist froem an area
supplemental oxygen. Resplratory Care Company provided an in-
service for licensed nurses, to inciude the
Review of a physician's order daled 09/24/14, Director of Nursing, Asslstant Director of
revealed Resident #8's physician ordered Nursing, and Unit Supervisors, regarding the
continuous oxygen at 28 percent via a trach proper guldeilnes for setting up a sterile
mask, and trach care and suctioning every shift field, maintaining a steriie field, donning
and as needad. sterlle gloves, and guidelines for maintaining
oxygenation and re-oxygenation while
Observation of tracheal suctioning and performing endotracheal suctioning.
ig?;me;%!g:yganr:ﬁy:‘; E‘;:'nd::; ’It'ar;:r:lcal During thelr Orientation Perlod, newly-hired
Nurse (LPN) #1 fafled to malntain a sterle field gi“'s"" ] fbeNed“I‘ate" by ;t;e G o
during tracheal suctioning by reaching off the e o ursing  regarding proper
sterila field to obtain items that were not sterile. guidelines for endotracheal care, focusing
An observation revealed she continued {o use the on malntaining a sterlle fleid and
contaminated glove to perform tracheal oxygenating/re-oxygenating the Resident
suctloning and allowed the sterile catheter to during the endotracheal suctloning process.
contact a non-sterile field on two passes into the
trach. Additionally, shae falied to provide
supplemental oxygenation between passes of the Monltering
catheter to prevent hypoxia and falied to monitor
an oxygen saturation level throughout the Nurses performing endotracheal care for
procedure. Resident #8; focusing on malntaining a
sterile field and oxygenation and re-
::LZZ:::::?\L-:BNn’:: a::;:’g:g;;;:is AM, oxygenation during the suctioning process,
maintain a sterile field or contaminated the WG o S LUl s e JOAL He L
catheter and did not realize she falled to provide weekly for 4 weeks and then monthly.
oxygenalion throughout the procedure. She Results of these Observation Audits of
stated she was aware that suctioning a resident endotracheal  care/suctioning  wiil  be
withdraws the oxygen from the resident's lungs presented by the DON to the monthly Pl
and that contamination of the sterile fleld could Committee for review and
cause Infaction to the resident. recommendations until desired threshold of
100% compllance is met for 3 consecutive
An interview conducted with tha DON on 10/30/14 months; then quarterly.
at 3:45 PM, revealad Resident #8 was at high risk
FORM CMS-2567(02.95) Previous Vorslons Obsclete EventI0:RZOG11 Faciity ID: 100740
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environmant and
to help prevent the development and transmisslon
of disease and Infaction.

{a) Infection Control Program

The facllity must estabfish an Infaction Control
Program under which it -

(1) Investigatas, controls, and prevants infactions
in the facility;

(2) Decldes what procedures, such as Isolation,
should be applied to an Individual resident; and
(3) Maintalns a record of incidents and corractive
acllons related to infactions.

(b) Praventing Spread of Infection
{1) When the infaction Control Program

o) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (EACH 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX CORRECTIVE ACTION BHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 328| Continued From page 3 F 328 onitoring Cont
for infection. She further stated the resident The PI Committee is chalred by the
requirad continuous oxygen and a failure to dministrator and consist of the Medical
ensure the provision of oxygen to the resident irector, Consuiting Pharmacist, Director of
could lead to Hypoxia. ursing, Assistant Director of Nursing,
An intarview conducted with RN #2/the aintenance Director, Housekeeping/Laundry
Administrator on 10/30/14 at 4:07 PM revesled upervisor, MDS/Care Pian Coordinator, Soclal
she expecled staff to provide special services ervices Director, Dietary Supervisor and
such as trach cere, suctioning, and supplemental ctivities Director, 12/01/2014
oxygen according fo the physician's order, She
stated Resident #8 was the only resident in the
facility who had a trach and she was not aware of
any additional tralning that the facility had
provided staff regarding trach care, Her concerns
of contamination of the sterile field included an
Increased risk of infection and the iack of oxygen
to this resldent could potentially cause Hypoxla. Fa41
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441
ss=p | SPREAD, LINENS

Corrective Actlons for Targeted Residents

Nurses assigned to care for Resident #8 on
10/30/14 through 11/4/14, to Include LPN #1,
were educated on setting up a sterile fleid,
maintaining a sterfie fieid, donning sterlie

loves, and guidelines for maintaining
xygenatien and re-oxygenatlon whiie
ndotracheal suctioning by the Director of
ursing. This education occurred from
0/30/14 and was completed on 11/4/14 by
he DON to ensure licensed Stoff was
ducated.

FORM CMS-2507(02-00) Provious Varsions Obacisle

Even (D: RZOG11

Facity Ity 100710

Page 4 of 8



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:

1111472014

FORM APPROVED
OMB NO. 0938-0381

CHRISTIAN CARE CENTER OF LANCASTER

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA %2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
185085 B. WING 10/30/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

308 WEST MAPLE AVENUE
LANCASTER, KY 40444

determines thal a resident needs isolation to
pravent the spread of infaction, the facility must
isolate the resident.

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

{3} The facility must require staff to wash their
hands after each diract rasklent contact for which
hand washing Is indicated by accepted
professional practice.

{c) Linens

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

This REQUIREMENT is not met as avidenced
by:

Based on obssrvation, interview, record review,
and policy revlew, it was determined the facility
failed to maintain an Infection Control Program to
prevent the davelopment of infaction for one {1}
of nineteen (18) sampled residents (Resident #8).
Obsarvation of tracheal (windpipe) suctioning via
Resident #8's tracheostomy (an opaning
surgically created through the neck into the
trachea lo allow diract access {o the breathing
tube) on 10/30/14 revealed staff falled to perform
suctioning under sterile conditions as required by
the facility's policies,

The findings include:
Revlew of the faciiity's policy titled "Trachaostomy

Care for disposable Inner Cannulas and
Non-Disposable Inner Cannulas,” dated

(X4}1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION (EACH x5)
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS- COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
identification of Other Residents with
F 441 | Continued From page 4 F 441 Potentlal to be Affected

esidents requiring tracheostomy care have th
otential to be affected by this practice
esident #8 [s currently the only resident with a
racheostomy tube in place. Potential
dmissions of residents with tracheostom
ubes will be reviewed by the Director o
ursing during the Pre-Admission Process. Al
urses wlil be educated regarding trachecstom
re to indude maintaining compliance wi
ndotracheal suctioning, by the DON per a skiil
heckllst annually.
Svstematic Changes

e ahave education was provided for licensed
urses by the DON from 10/30/14 through
1/4/14 regarding proper tracheostomy care
ocusing on malntaining a sterlle fleid and
dequate oxygenation/re-oxygenation of th
esident during the endotracheal suctlonin
rocess. In addition, on 11/12/14, the Owne
nd Licensed Respiratory Therapist from a
rea Resplratory Care Company provided an in
ervice for ficensed nurses, to include th
Irector of Nursing, Assistant Director o
ursing, and Unit Supervisors, regarding th
roper guidelines for setting up a sterile fleld
aintaining a sterile field, donning steril
joves, and guidelines for malntalnin
xygenation and  re-oxygenation  whil
erforming endotracheal suctloning.

uring thelr Orientation Period, newly-hire
urses will be educated by the Assistan
irector of Nursing regarding proper guideline
or endotracheal care, focusing on maintainin
steriie fleld and oxygenating/re-oxygenatin
he Resident during the endotrachea
uctioning process.
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contamination of the sterlle fisld would include an
increased risk of infection for the resident.

Record review ravealed the facility admitted
Resident #8 on 06/27/12 with diagnoses that
included Anoxic Brain Injury, Systemlc
Inflammatory Responsa Syndromae (SIRS), Heart
Failura, Sepsis, and Tracheostomy reguiring
supplementai oxygen.

A review of Resident #8's physician's orders
dated 02/25/14 and comprehensive plan of care
with a goal target date of 12/26/14 revealed the
resident required trach care and suclioning every
shift and as neaded (PRN}.

410 BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION(EACH )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHCULD BE CROSS- COMPLETION
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F 441 Continued From page 5 F 441 Monitoring
November 2008, revealed staff should don sterile Nurses performing endotracheal care for
gloves and maintain sterile technique throughout Resident #8; focusing on malntalning a
tracheostomy care. sterile fleld and oxygenation and re-
A review of the faclilly's policy tilled "Suctioning,” ;’;;“::1‘;2:;:;";3 2:: :)‘I':;L‘i';'r““f",:"‘el:"
dated September 2013, revealed a sterile v of Nursing
catheter container should be opened avoiding weekly for 4 weeks and then monthiy.
contamination. Results of these Observation Audits of
endotracheal care/suctioning will be
A review of the facllity's refarence material titled presented by the DON to the monthiy Pl
*Tracheostomy Care,” dated February 2014, from Committee for review and
Med-Pass Heaton Resources, revealed sterile recommendatlons untll deslred threshold of
gloves must be used for trach care. Furiher 100% compilance [s met for 3 consecutlve
review of tha facility's reference malerlal titied months; then quarteriy.
"Suclioning the Lower Airway (Endotracheal or The Pl Committee Is chaired by the
Tracheostomy Tube)," dated October 2010, from Administrator and consist of the Medlcal
Med-Pass Heaton Resources, revealed sterile Director, Consulting Pharmacist, Director of
technique must include maintaining a sterile Nursing, Asslstant Director of Nursing,
dominant hand fer suctioning. Maintenance Director,
An interview conducted with the Director of Housekeeping/Laundry Supgrvisor,
Nursing (DON) on 10/30/14 at 3:45 PM, revealed MDS/Care Plan Coordinator, Social Services
staff performing Iracheal suctioning and trach Director, Dletary Supervisor and Activities
care should maintain a sterile field. She stated Director. 12/01/2014

FORM CMS-2667{02-80) Previous Venions Qbsalete

Event1D: RZOG11

Facifty ID: 100719

Page6of 8



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/14/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF CEFICIENCIES {*1) PROVIDER/SUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: A. BUILDING COMPLETED
185065 el 10/30/2014
NAME OF PROVIDER OR BUPPLIER BTREET ADDRESS, CITY, STATE. 2IP CODE

CHRISTIAN CARE CENTER OF LANCASTER

08 WEST MAPLE AVENUE
LANCASTER, KY 40444

A review of Resldent #8's medical record
tévealed the resident was admilted to the local
hospital on five occasions within the past six
months with dlagnoses including respiratory
distresas, low oxygen level, and pneumonia.

Obhservation of trachea suctioning and
supplemental oxygenation for Resident #3 on
10/28/14 at 9:31 AM revealed Licensed Praclical
Nurse (LPN) #1 failed to maintaln a sterile field
during tracheal suctioning by reaching off the
sterile field to obtain items that were not sterlle.
An observation revealed she continued to use the
contaminated glova to perform tracheal
suctioning and allowed lhe sterile cathaler to
contact a non-steriie field on two passes into the
trach. Additionally, she failed to provide
supplemental oxygenation betwean passes of the
catheter to prevent hypoxia and failed to monitor
an oxygen saluration lavel throughout the
procadure,

Interview with LPN #1 on 09/29/14 at 8;55 AM,
revealad she was not aware she falled to
maintaln a sterile field or contaminated the
catheter and that contamination of the starile fleld
could cause Infection to the resident.

An Intarview conducted with the DON on 10/30/14
at 3:45 PM, revealed Resident #8 was at high risk
for Infection. The DON stated to her knowledge
tha facllity had not provided any formal training or
education to the staff regarding trach care or
suctioning.

An Intarview conducted with RN #2/the
Administrator revealed that she was previously
the DON of the facility and was not aware of any
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formal training or aducation provided to the staff
on trach care or suctioning.
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