Bl/31/2814 1B:23 LBER3BA3EY

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

JJ O JORDEN GERIATRID P&3E BR/31

PRINTED: 12/30/2013
FORMAPPROVED
OMS NG, 0938.0391

88=p | PROFESSIONAL STANDARDS
, The services provided or arranged by the faciiity
must meet professiona! standards of quaiity.

: This REQUIREMENT is not met as evidenced

. by

© Based on observation, Interview, record review,

P and review of the facility's policy, it was

 determined the faciitty failed to ensure services

. provided met professional standards of quality for
ane {1) of eighteen (18) sampled residents

“{Resident #2).

. Resident #2 had a Physician's Order for oxygen

s at two (2) liters per minute via pasal cannula;

¢ however, observation on iritial tour on 127410413 at |
, 2:45 PM and again at 515 PM ravealed the :
resident's oxygen was at five (5) liters per minute,

; The findings include:

* Review of the facility's, "Oxygen Therapy” policy,
i undated, revealed the purpose of the policy was
, the flow of oxygen was to be started and

' regulated as ordered by the Physician,

| :
. Raview of Resident #2's medical record revealed |
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185131 B WiNG : 12/12/2013
NAME OF PROVIDERN DR SLPPLIER ' STIREET ADDRESS, CITY, STATE, ZiP CODE
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T SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDERS PLAN OF CORRECTION { £
PREFIX | {EAGH DEFICIENGY MUSY BE PRECEDEND BY FuLL © OPREfMY (EACH CORBEGTIVE ACTION SHOULD B8 COMPLETION
TAG REGULATORY O 1LSC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED TQ THE APRROPRIATE DATE
DEFICIENSY) :
F 000 | INITIAL COMMENTS E {}Q(}f PICLAIMER: THE COMPLETION AND SUBMISSION
or  PIS PLAN OF CORRECTION BOES NOT
! e e : CONITITITE AN ARMISSION TRA'T ”?LFTﬂ;ggﬁ\
. R AGREES WITH THE DEFICIENCIES A5 §TA v
| A Standard Recertification Survey and an A e brw it P OM LI ING: THE AN
3 i i i ORRECTION RECAUSE [T 1§ REQUIRED BY
| Abbre:v!zftecf Survey investigating KY#QOQ;?OSE ?'iﬁ‘ 0! ,\anwes: N iy PadTTy
were initiated on 12/10/13 and concludedion RESERVES VHE RIGHT 1O ’rm;c r;mg;mn AC‘EG?'F-
: nf i i : : CNCLYUEING ALL LEGAL MEANS NECUSSARY. ThH
121 213, Ueficiencies were Gited mthﬁthfa : T A amOES ABGUT TITE ACCURACY OF
i highest scope and severity cited at an "E”, THIS INFORMATION.
| KY#00021033 was unsubstantiated with rio
" deficiencies cited. | . of
3 AN X . . The oxygen flow rate for resident # 2 was st &Y% /
E 281 ‘48‘320(&){3)([) SERVICES PROVIDED MEET i 281, at 2liters por minnte vin pasal cannin on 1£/

12/10/13 ns ardered by the physician, The
resident was re=etineated by the nursing staff
alrout the visks of adjusting oxysen fow rate
or 1271443, The plan of care war updated for
resident # 2 ou 12/14713 to inchsde: provide
frequent monitoring of oxygen flow rate by
nursing staff during rounds throughot esch
shift,

The axypen flow rate for alf veshdonts ;
rrealving oxyptn was axsessed on 12/12/13 te
engure that the oxysen Row vxte was set as
ordered by the physician,

Tie pursing stalf was in-serviced by the St |
Bevalopment Conrdinstor on 01/03/14 aud
(1/06714 on monitoring oxygen flow retes as
srdered by the physician.

The Nursing Supervisers will monitor ail
residents recelving oxyaen througheut each
shift tn eosors the fow eates are set 4§
preseribed by the physician,

The DOM or ADON will manitor residents
receivig axvgen during monthiy surveillanes
reunds 1o ehsuve sxysen is being administored
a5 ordered by the physician, The DONw
ADON eneh month will randomly sample five
pereen( of regident’s phyvsician prders to
cnsiee that care is provided ns spesified by
the physician (seo monitoring ool A). )
Findings will be repovted to the Performuinee!
Improvement Commitice quarterly for &

- ‘
IMDHR}WIW%FW% REPRESENTATIVE'S SIGNATURE

munths,
TTLE y‘ﬂ?
WA N //7'

&ny deficiancy sfatema:%fé;nq With an astarisk ("} derotes & deficiency which the Institution may be axcused from correcting praviding it Is gifermined that

her gafoguards provid

ufficient profedtion to the pafients, (See Insiruetions,) Except for nursing hames, the firdlings sated above are gisclosstle 90 days

fﬂllawif’%ﬁ the date of survey whether or nat a plan of coreclion 5 providad. For rursing homes, the sbove findings and plans of corection are disciossbls 14
iaye folowing the date these documents are mads availabis to the f=ciiity. If defickencies are clted, an approved pian of coreotion Is regulsite to contnued

ogram participation,
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! diegnoses which included Chrorle Obstructive

i Pulmonary Disease (COPD). Review of the

~ Cuarterly Minimum Data Set (MDS) dated

CHW14/1 3, revesled the facility assessed the

i resident to have a Brief Interview for Mental :
. Status (BIMS) of a fifteen {15) which indicated thiﬂ
r:as:dent wes cognitively intact. :

i Rewew of the Comprehensive Plan of Care dated
D301 3, revealed Resident #2 had a Care Plan
“for altered respiratory stetus secondary to COPD, |

| Review of the Care Plan revesled Resident #2

. turned the oxygen up. Continued review of the

, Care Plan revealed the goal statet the resident

twas not to exhibit signs and symptoms of

respiratory digtress, Further review revesled the
 interventions inciuded administerdng oxygen per

“currernt Physiclan's Orders, and educating the

resident as needed with the dangers of mcréa*«zlng

¢ histher oxygen.

Review of the Physiclan's Oreers dated

December 2013, revealed orders for oxygen at

ey (2) liters per nasa! cannula, for oxygen
aaturation lovels less than 8% % {elghty-nine

! percant).

" Observation of Resident #2 on initial tour on
12103 gt 2:45 PM, revealed the resident was

; rgceiving oxygen per nasal canmula (NC) at five
(8) liters. Another observation on 12/10743 af
5115 PM, revealed Resident #2 had oxygen per |
NT at five (5) lters. Interview with the resident at
the time of the observation, revesled hefshe
tumed the oxygen up to five (&) lilers on hig/her

- awn,

- Interview on 12/10/13 at 5:17 PM, with Licensed
i Practical Nurse (LPN) #3, reveaied Resident 52 |

LOUISA, KY 41230
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PREEDX {EACH DEFICIENCY MUST HE PRECEDED BY FLILL PREEX (EACH CORRECTIVE ACTION SBHMOULED BE - COMPLETHN
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NAME OF PROVIDER OR SUPPLIER
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SUMMARY STATEMENT OF DEFICIENCIES

Kaym
éﬁ&?lx | (EACH DERICIENGY MUST BE PRECEDED BY FULL
TAG REGUATORY OF 1L5C IDENTIFYRG INEORMATION)

F 281 Continued From page 2
| was receiving oxygen at five {5) liters per NC;
however, had orders to hiave oxygen at two (2)
‘lters. LPN #3 stated she was unaware of
: Resident #2 turning the oxyaen up on hisfher own
Inthe past. Continued interview with LPN #3

i {4) times a day to ensure it was set at what was
. trdered; but, was unaware of when she had lsst
checked Resident #2's oxygen,

Interview on 1211213 at 4:30 PM, with the
Director of Nursing {OON) revealed staff needad

#2s reach; and, needed to monitor the oxygen
 rrode closely. She stated her expectation was
FPhysiciang’ Orders were to be followed,

F 3231 483.25(h) FREE OF ACCIDENT

$8=E HAZARDS/SUPERVISION/DEVICES

. The facility must ensure that the reskient

" a3 is possible; and each resident recaives
: adequate sugervision and assistance devices tp
| prevent accidents,

! This REQUIREMENT is not met as evidenced
by
Based on chaervation, interview and review of
| the: fadiity's "General Safety Mandbook”, it was
. determined the facility failed to provide a safe
"environment as evidenced by & space heater
I plugged into an electrical outiet in beauty shop on
initial four on 12/10/13 at 2:30 PM, The space
' hester remained piugged into the electrical outlet |
¢ during an additional towr on 12194113 8 4:30 PM,

'revesled she checked the oxygen three (3) to four

"to move the oxygen concentrator out of Resident

; envirenment remaing as free of aecident hazards |

BWING ., : 12/12/2013
STREET ADPRESS. CITY, 8TATE, 7iP CORE
270 & BLAYTON LN
LOWISA, KY 41230
0 : FROVIDERS PLAN OF CORRESTION : (s
PREFIX {EACH CORRECTIVE AGYTION $H0OULD BE COMPLETIGH
TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
i DEFIGIENGCY:
oy
F 323

The spase henter obeerved in the beruty shop ol
was removed on 12/11/13 by the o
Eavironmenta! Service Director, / ‘{
Snlsequently, the Envirenmental :

Service Dircetor mapected sl the sther areas

of the facility on 12711713 to ensure no other

spines heaters weore present

On 12720413, 122114, and 1/3/13 the

Stall Development Coordinator held -
seevion meetings with #il of the staff on sll
shifte and rotations to reinforee and relterate |
the fachlity policy/prohibitlon enneeroing :
sptee heaters in the fncilisy.

: On 1/7714 the beantician whe is & contract |

; service emplayee was In-serviced by the Siaff

) Development Ceordinator regarding the
prohibition of space henters in the fanility.

FORM CMS256.7(72.90) Pre vious Varalors Otisglete Evant i DHEL 14

Facitity i3 100438 i cortinuation shest Page 3 of 18



A1/31/2814  16:23 BHEEIBAAGY

DEPARTMENT OF HEALTH AND HUMAN SERVICES

JJ JORDAM SERIATRIC

PAGE 88531

PRINTED: 12/36/2013
FORM AFPROGVED
ONMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES : o
STATEMENT OF DEFIGIENGIES PROVINE RS oL (2 ML TIPLE (o ¥ :
AND P an OF CORREETION. a sozgﬂﬁcﬁggipﬁifge%w : F;jfj;i\gl“ﬁ ONSTRUGTION B o eere T
185131 L8 WING _ 12/12/201%
NAME DF FROVIDER OR SUPPLIER BTREET ADDRESS, GiTY, STATE, ZIP CODE ;
J J JORDAN GERIATRIC CENTER 470 E CLAYTON Lt
LOWUISA, KY 41230
‘ ! SUMBARY STATEMEN : SR OVIDRR: | OF CORRECTION y
#)F({ggc ; (EACH DEFlﬁlﬁﬁﬁigﬁgsgg ggggg;ggggilﬂ m]é}trux rgrgr? ‘égggﬁscz?rl{\?g AEE‘{—T?ED{;? gﬁg;:%haﬁ com?ﬁgm&
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F 3231 Confi f
;; Confined From page 3 F3z3] To ensure fatare eompliance with the facility
i prohthition of use of space henters, the :
: The findings include; Environmental Serviee Biroctor added on :
| 178714 = check-gfT duriag her monthiy
| Review of the facility's, "General Safety inspection rounds to ‘mmf“’ D e, ": "
" Handbook” dated 05/01/2010, revealed the faclity e e remaved Imedistoly. Each
‘ Coufd Ifm!t the ﬂumbﬁ.’r Qf aCCidentS by ”ﬂ."}mlﬁ)\f!ﬁg ‘ !liﬁ;‘ﬂ? the Eﬂ"il"ﬂ“ﬂ!cnfﬁl Bepvices fHrector
; unsafe conditions and unsafe acls”. Further ' wsex x mronitoring ool duving the
review revealed the use of portable space f envirormentsl rounds 10 ensure that residents
' heaters was prohibited except in emergencios, environment remains as free of vecident
i ; razards sy ic posstbie (xee monitoring fool B
| Cbservation on initial tour on 12/10/13 at 2:30 : : The resiits of those surveillanee reports will
: P, revealed the beauty shop on the west hall : be provided exch quarter o the Performaiice
" had a portable space heater plugged into an ' ! Fmprovement Comnuttee for 6 months. 1f
| electrical outlet. Further ohservation on 12/11/13 : m}ﬂ;mmpli:m::r is identified by thg:{ "
- &t 4:30 PM, revealed the portable space heater Perfurmance liprovemen cammines he
continued to be plugged into an electrical outlet in | SN AL
 the beauty shop. ; mnnitoring nud re-ovalnste uotl covsintent
‘ : : compliance s ek i
FInterview with the Beautician on 12/11/13 at 5:36 ;
. PM, revealed the hester was in a cabinet in the ;
" beauty shop when & resident complained of being | f
‘celd. The Beautician stated she plugged the ;
| heater in after the resident's complaint. The i
, Beautician stated she had not had any training on |
" safety within the facility. She indicated she was a |
‘convract employee. Further interview revealed |
| sha would consider the space heater 3 safety
issue, as it could fall over and start a fire.
" interview with the Maintenance Director on -‘
V121113 at 5:00 PM, revealed the portable space
: heater should not have been in the facility as they
, were a safety hezard. The Maintenance Director
- stated safety rounds were performed; however,
i the space heater had not been identified during
" the safety rounds,
F 328 ' 483.25(k) TREATMENT/CARE EQR SPECIAL Faz2g:
ss=0 NEEDS

EORM CMS-Z86 {0789 Pravious Verakers Obsolata Bunnt (D DHEL 4
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{ The: facility must ensure that residents receive
i proper treatment and care for the following

. special services;

! Injections;

| Parenteral and enteral fiuids;

: Colostomy, ureterostomy, or flecstomy care;

f Tracheostomy care;

Tracheal suctioning;
| Respiratory care;

; Foot care; and

|‘ Frostheses.

- This REQUIREMENT is not met as evidenced
try:
| Based on observation, interview end review of

; failed to ensure respiratory equipment was ciean
" and stored appropriately in a marner to prevent

i sampled residents (Resident #2 and #5).

QObservation on initial tour revealed Resident #2
" had a nebulizer machine with tubing and a mask
. which was uncovered, lying on the chest of

fdr Bwers heside the bad,

. Furttier observation on initial tour revealed

f Rasident #5 had a suction machine with a

| cannister containing greenish fluid which was
s uncovered, and a Yankauer {oral sugtion)

| drawers by the bed,

' The findings include:

| Review of the facility's, "Respiratory Therapy |
Equipment” Policy, undated, revealed Medication |

| the facility's policies, it was determined the faoilt ty ;

' the spread of Infection for two (2) of eighteen ( 18) :

' catheter, uncovered, lyi ng directiy on the chest of |

SEATEMENT OF DEFICIENCIES d1 PFROVIDERISUPRLIER/ACLIA (X35 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ANE FLAN OF CORRECTION IBENTIFIGATION NUMAEE: COMPLETED
A BUILIRNG s
185139 BOWING - 12/12/2018
NAME OF PROVIDER OR SUIPPLIER STREET ADDRESS, Gi1'Y, STAYE, ZIF’.CODE — :
+4 L JORDAN GERIATRIC CENTER #70 € CLAVTON LN
. LOUSA, KY 41230
(xaviey . SUMMARY STATEMENT OF DEFICIENCIES [in} : FROVIDER'S PLAN OF CORRESTION l IRy
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PIEFEK (EAGH CORRECTIVE ACTION SHOUILD BE CHMPLETIEN
TAG | REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROB&-REFERENCEDR TQ YHE APPROPEIATE : DATE
| | PEFICIENCY) :
F3281 the nctwtiser tubing and mask for resident & |

"

2 was replaced an 12/1213. The suction
canister and suction eatheter was replaced for
resident # 5 on 124210 The respirtory
aquipment for restdent # 2 and resident ¥ 5 s
bing stored in plastie covers while not B use.

!l

The respiratory equipment for alf residoots in
the Facility was inspected on 12/20/13 1o
ensure K was clean and stored approprinfely.

The Infection Control Coordinator in-
servieed all sursiag staff on the proper
storage of respiratory equipment when not in |
wse on 1272012, B1/02/t4 and 01/03/14,

Tlee Nursing Supervisers are monitoring i
respiratory gquipment threughoent each shilt
to owsnre it is ¢loan and properly stered when -
ol in use.

The Tafection Contyol Conrdinator will
monitor rospiratory equipment during
manthly sorveiilance ronnds o ensure
equipment is clean snd stored appropristely
to provent the aprend of infection. The
Enfection Contrsl Coordinnter cack month
will use & moditoring 100l to casurt residenss *
recelved proper trestment and care for
specind services (see monitoring toel B),

Fhadings will be reported 1o the Performaned:
Tmprovoment Committee quarterly for & i
mowths, 1f non-complinnee s identificd by the
Performanee Improvement commitiee, the
committer will identify canges, develop new
corrective actions, re-cducate siafl, increase |
monitoring and re-evalnnse untl consistent
compilance is mect. !

FORM CME-2R867{08-081 Previots Versiors Cbsolate Evard 10 DHEL 19
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nebulizer masks were to be slored in & plastic
bag marked with the date, and residant's name

‘ betwean uses,

' Review of the facility's, "Suctioning” Palicy,

undated, revesaled the purpose of the procedure

_was {o provide guidealines to help prevent

. nosocomial infections assoclated with suctioning

- and fo prevent transmission of such infections to
residents and staff. Further review of the policy

revaaled it did not address the storage of

i Yankauer catheters and suction machines when

Cnot in use,

1. Observation on initial towr on 12M10/12 at 2:30
PM, revesled Resident #5 lying on the bed, and
' was unable to communicate verbally with the
“surveyor. Continued cbservation reveaied there
was & suction machine with a cannister

| containing greenish fiuid which was uncovered:

- and, a Yankauer catheter, uncovered, lving ;
, directly on top of the chesi of drawers by the ey |

2. Further observation on initie! tour on 12/10/13 |
al 2:30 PM, revesled Resident #2 had a nebulizer .
maching with tubing and a mazk which was

" uncovered, lying on the chest of drawers beside

‘the bed.

“interview on T2/10/13 st 2:45 PM, with Licensed

- Practical Nurse (LPN) #3 who was assigned 1o

" both Resident #6 and Resident #2, revealed
Yankauer catheters were lo be stored in a plastic
" bag when not in use. LPN #3 stated nebutizer

' ubing and nebulizer masks were alsa to be ’
* stored in plastic bags when not in use.

' Interview an 12/12/13 &t 3:00 PM, with the
_Infection Gontral Nurse, revesled the nebulizer

i

HRM CMB-2867(02.001 Previoys Varsions Obaalats

Evant D DMHE{t

Faciiity ity tO0ass
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F 328 Continued From page 6

' fubing and mask should be stored in a plastic bag ;
| when not in use. She further stated the Yankauer
catheter, as wall as, the suction machine shouwld

" have been covered in plastic bags when not in

use,
F 441 48365 (INFECTION CONTROL, PREVENT

ss=p SPREAD, LINENS
1

I' The fadility must establish and maimaln an

Infection Control Program designed o provide &
" safe, sanitary and comfortable environment and

i t0 help preveni the development and transmissi c::n

i of disease and infection,

L (m) Infection Gontrol Pragram
| The facility muat establish an infection Contral

- Program under which it -

' (1) Investigates, controls, and pravents infections |

Lin the facllity;

: (2} Decides what procedures, such as isclation,

should be applied to an individual resident: and

| (3 Maintaing a record of incidents and correclive

; adlions relsted o infections.

| (b} Preventing Spraad of Infection
{1) When the Infection Gontrol Program
~determines that & resident needs isolation to

' prevent the spread of infection, the facility must

. isolate the resident,
(2) The faciity must prohibif employess with &
| communicabie disease or infectad skin lesions

from direct contact with residents of their food, i

" direct contact will transmit the diseass,
1 {3} The facility must reguire staff to wash their

“hands after each c!mact resilent contact for wh:ch

| hand washing is incicated by aceepted
| professional practice.

i

[In3
FHRET X (EACH CORRECTIVE ACTION SHOLILD BE COMEBLETION
TAL CROBS-REFERENCED TS THE APPROPRIATE OATE
GEFIGENCYY
F 328!
F 441 The Infection Control Coordinator in-

&y
servieed LIS 12 on 12/17/13 and RN # 1 on o7 /'. y
01/62/14 concerning hand washing hygione
anst gloving techuiques te prevent the spread

of infection.

The Infection Cenwrel Coordinntor ahserved
aH treatments and sidn asvessments done by
the trentment aurseon 13737/13 fa ensure
proper hand washing hysione and gloving
techniques were followed.

The Infection Controf Coordinator ln-
serviced all staff on 01/02/14 and 0103714
concerning proper hinnd washing hyghens and
gioving techniqnes to prevent ¢he spread of
infectin.

The Nursing Supervisers are monitociog hund |
washing hygiene snd gloving technigues of the
nursing st chroaghont each shift. fn
addition the Narsing Supervisors will

: randamly maniter four nursing stalf

; mentbers during procedures and or eare each

woel t engiere proper g washing and

ploving technigue is used tn provent the

spread of infoetion. Findings wil e reported

to the Tnfection Control Coordinator {(see

: monitoring tool O

FERIM CMB-2507{02-99 ) Previous Varsions Obsolaie

Event 2 DHEL 4

Facillty iD 400435
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F 441 Continued From page 7 F 441 The Infectlon Control Conrdinator wil

I {c) Linens
: Personnel must handle, store, process and
Ctransport linens so as o prevent the spread of

. infection,

i This REQUIREMENT is not met a5 evidenced
by
: Based on observation, record review, interview,

' facility falled to maintzin an Infection contro?
| prevention program to prevent the spread of

; gighteen (18) sampled residents (Resident #3

, and #8) as evidenced by staff fallad to wash or

. sanitize their hands and apply new gloves during
* the skin assessments for Resident #3 and

| Resident #8,

| 1. Observation on 12/11/13 at 9:45 AM, of

. Resident #8's head 1o foe skin assessment,

* parformed by Registered Nurse (RN) #1 and

‘ Licensed Practical Nurse (LPN) #2. revealed both
| of the nurses wers observed to start the skin

, broceeded to Residert #8's perineal and rectal
area. Continued observation revealed both

| nurses opened the resident's insortinence brief,

1 #ssessed and touched the perineal skin and
rectal skin areas. Qbservation revesled both

' nurses continued assessing other areas of

| Resident #8's body without removing their

; contaminated gloves, washing or sanitizing thair

|7 hands and donning new gloves. Further
observailon revealed after completing the skin

' assessment both rurses touched and pulled up

1 Resident #8's sheet and bianket, before removing

: their contaminated nloves and washing their

“and review of facility policy. i was determined the |

infection and communicable disease for two (2) of |

; Basessment at the top of the resident's head and

monitor hand washing hyglene and ghoving
techaigues W prevent the spread of infection
dnring monthly infottion eontesl raunds,
The Tnfection Control Coordiantor males
mouthly surveillance ronnds to help identify,
Investigate and prevent Lo the sxtent possible
,‘ the anset and spread of infections threughout
the Faciliey, The Tofection Control
) : Coordinator utilizes n monitoring fand wring
' i these surveillance rounds (se¢ monitoring oo
‘ B}, Findings will be reported to the
Performance Improvement Committee
guarterty far & months.
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! tands.

: 2. Observation on 12/11/13 at 1130 AM, of

‘ Resideni #3's heat 1o tos skin assesamend,

perfarmed by RN #1 and LPN #2, revealed both

| nurses started the skin assessment at the top of

. the resident's head and procesded to the rects

‘area. Cbservation revesled RN # 1 openet the

| resident's incontinence brief which contained i
faces. RN #1 was observed to, iouch the rectal

“area and continued the skin assessment with the -

- contaminated gloves. Continued chservation :

revealed RN #1 touched Resident #8's bilateral

_lower exiremities; removed the résident's sock;

| assessed, touched and separated the resident’s

| bilateral foes, RN #1 was then observed fo fouch .

" Resident #8's Bratla (reclining) chalr, the

Creatment cant which she opened and touched &

[ tube of ointment. Observation revealed KN #1

- changed her gloves; however, did not wagh her

| handa prior ta applying the new gloves. RN #1

s wirs obzerved to perform perineal care, apaly ;

- barrier cream ointment and then remove her

gloves. RN #1 was not observed o wash her
hands after removing her gloves, Further

| observation revealed RN #1 reapplied an

| inzontinence brief with her bare hands, pulled up

Cthe regident's pants; disposed of the

| contaminated gloves in the garhage bag: and,

then washed her hands. !

' Interview, on 12712013 &t 11:25 AM, with BN #1
revealed she was knowledgeabie of Lhe facllity's
| infaction control policies related to proper hand

i washing hygiene and gloving technique. RN #1

" stated she did not know why she did nal follow

| the facliity's policies, She indicated she was

; nefveus ralated to heing waiched and stiributed

' her actlons during the skin assessments to this.
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F 441 Contlnued From page 9
| :
Irterview, on 12/12/13 at 11:40 AM, with the [
; Assistant Director of Nursing (ADON) revezled all
. nursing personnel were ingtructed on the facility's |
~infection contrel policies which included hand
“washing and glaving techniques during
Forlentation and throughout the year at monthly
Lin-services, Continued interview with the ADION,
r revealed it was her expectation that all nursing
. personne! followed the faciily's infection control
| boiigies in regards to carrect hand washing sne
. Gloving techniques at all fimes during the rrsing
‘ care of all regidents. ;

i
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{K 000} INITIAL COMMENTS {K 000}
- An On-site Revisit was conducted on 03/18/14
: which found the facility was now meeting the
minimum requirements for participation in the
Medicare and Medicaid program as alleged in the
POC on 01/11/14.
LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it fs determined that
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foliowing the date of survey whether or not a pian 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 deficiencles are cited. an approved plan of correction is requisite to continued

program: participation.
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0 INITIAL COMMENTS K. 000 DICLATMER: THE COMTLETION AND SURMIRSION

OF  THIS PLAN OF CORRSCTION DOLE I;«;ﬁ‘én‘m
CONSTITUTE AN ADMISSION THAT THE 3
CFR: 42 CFR 483.70(=a) AGRELS WITH THE DRPICIENCIFS A8 YTATED IV
THE 2567 THR PALILITY 85 COMPLETENG THE PLAN
. OF CORRECTION BECALSE TT 15 REQUIRED 8Y
Building: 07 SPATE ANT) FREERAL LAW, THE FACEITY
: RESERVES THE RIGHT TO TAKE FURTHER ACTION, .
BICLYDING ALL LEGAL MEARS NECESSARY. TO
; =l 197 . RESOLYE ANV DISPUTFS ARG THE ACCURACY OF
Plan Approval: 1974 THIS INFORMATION,

- Survey under: NEPA 104 (2000 Edition) Chapter
19 (existing haalth care)

Fecility type: SNEMNF

: Smoke Comparment: 7

Fire Alarm: Complete fire aifarm with smoke

P&GE 15731

s detectors in corridors

Sprinkier System: Complete automatic sprinkler

| sysiem i

 Generator: Type I, Natural Gas

A standard Life Safety Code survey was
conducted on 121213, JJ Jorden Geriatric
: Center was found not to be in compliance with
the requirements for participation in Medicare and
-Medicaid. The census on the dey of the sUfvey
- was eighty-nine (89). The facilty is licensed for
- ONe hundred four {104) beds,

' The findings that follow demonsirae
- nancompgliance with Thie 42, Code of Fadera]
- Regulstions, 452.70(a) et seq. (life Safety fram
Fire:,
K O18: NFPA 101 LIFE SAFETY CODE STANDARD
8&sD
Dooers protecting corridor openings in other than

=
.
=
e

required enclosures of vmiaaioypings, exits, or

ABORATORY MIRER TGRS DERSURHIER REPRESENTATVES SIGHAT LI ' e S OATE

Any Garfich taternant ending withen asterizk {*) denotes = deficlancy whlch e insthuisn may be excused from morscting aroviding 1t is dederminkd tat
w4 saf rds provide sufficient pfolecian ta the pallants, {See instrustions,) Excent for marsing homae, the findings stemd sbove ars distissahle 80 days
vllowing the date of survey wheipdr of not 3 plan of sorection ie provided. For nursing homes. the above findings and plars of comaston are distlosable 14
kay% following the date theae decuments are made avalizbie to the facllity, If deficlenciss are chad, an sporeved plan of correction is requisite o continued
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hazardous aregs are substantial doors, such 25
those consitucted of 1% inch selid-bonded core
wiod, of capable of resisting iz for at least 20
minutes. Doors in sprinkiered buiidings sre anly

' required {o resist the passage of smoke. There is

ne itmpediment to the dlosing of the doors, Doors
are provided with a meaans suitable for keeping

" the door clesed. Dutch doors meeting 12.3.6.3.6 -
are parmitted.  10.3.6.3 .

Roller latches are prohibited by CMS regulstions
in &ll heslth care facilities.

'This STANDARD is not met as evidenced by:
Based on observation and inferview, i was
determined the facillly feiled (0 ensure resident
room doors were maintzined, gecarding fo

. National Fire Protection Association (NFPA)

-slapdards. The deficiency had the potential

. affect three (3) of seven (7) smoke
cempartroents, forly eight {48) residenis, siaff

and visitors,

The findings inelude:

" Observation on 12/12/2013 at 10:50 AM, with the
Maintenance Director revealed Resident Room

123 would not latch when tested. Doors must

latch te prevent the soread of smoke and fire,
Further ebservations revasled the same for

The doers for room aumbers 108, 123, and
26 wore adiusted on 12/12/13 by
matntenance to engurs they lewched properly
to meet siandards.

o

Om 12/13/13 all doors 1o all the pabent rooms
in the facility were cxamined by the
Envireamenial Sorvice Director and
maintenance to ensure they katched properly
as wall. Any donrs found ont of comphinnce
were immcdiately adjusted on 12/13/13,

The sursing sad honzekeeplng staff were in-
servited by Staff Development-Courdinstor
on 1/8/14, and will alse be in-serviced an
171014 to abaerve and report awy patient
room doors that do not Intch property.

Going forward, the Environmontat Service
Director will exsmine each dosr in alf of the
patient rooms darieg har monthiy
surveillance rounds to ensore they biteh
properly. The menthly reports of these
resuliz will be submitiod cach guarter fo
Performance Improvement Commitics for §
menths.
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Resident Rooms 108 and 206,
- Interview on 12/12/2013 at 1660 AM, with the
Maintenance Supervisor reveslsd the rooms were i
just checked prior to survey and were checked on |
a weekly basis. Further interview revesled staff ;
had not completed any work orders regarding the - '
. doors and maintenance staff were unaware the
. doors ware not working propatly.

- Reference: NFPA 101 {2000 edition)

119.3.6.3.2” Doors shall be provided with & means

sultable for
keeping the doar closed that is acceptable to the

- authority having
; Jurisdiction. The device used shall be capabie of
- keaping

the door fully clogsed i a force of 5 bf (22 Ny is

, @pplied #t the
: tafch edge of the door. Roller latchas shall be

: prohibited on
corvider doors in bulldings not fully protectad by

. 8n approved
. automatic sprinkler system in accordance with

110.3.5.2.

Exception No. 1; Doors o toilet rooms,
: bathrooms, shower roems, sink

closeds, and similar auxiliary spaces that do nog
- contain flammable or
combustible materials.

Exception No. 2 Existing roller latches
demonstrated o keep the door
s eloged against a force of 5 1bf (22 N) shall be

permittad (o be kept in
T BETVICE,
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