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SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENGY MUST BE PACCRBED S syt PREFX {EAUH CORRECTIVE ACTION SHOULD Be COMPLENON
‘AG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE CATE
# DEFICIENCY)
F 2801 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 )
- - Preparation and/or
552D | PARTICIPATE PLANNING CARE-REVISE cpP cxecution of this plan
The resident has the right, unless adjudged ﬁﬁiﬁﬁ'zﬁféﬁm
incompetent or otharwise found to be - or agreement by this
incapacitated under the laws of the State, to provider of the facis
participate in planning care and treatment or alleged or conclusions
changes in care and treatment. , set forth in the
. stalement of
A comprehensive care plan must be developed deficiencies. The
within 7 days afier the completion of the Plan of correction is
comprahensive assessment; prepared by an . prepared and/or
interdisciplinary team, that includes the attending executed solely
physiclan, a segistered nurse with rasponsibility because i is required
for the resident, and other appropriate staff in by the provisions of
dlsciplines as detesmined by the resident's needs, {‘dml ".“d’;”' Stete
and, o the axtent practivable, the parlicipation of av. ?L‘s p'en :’{ :
the resident, the resident's family or the resident's xfmi&i‘:{f ation
logal rapresentative; and periodically reviewed of complianee &
and revised by a team of quailfied persons after . )
each assessment,
eﬂnb—""‘“ " £ - -

! ) d\é\\\ £-17-4

This REQUIREMENT s niot met as gvidenced

by: ?@ Q{l i
Based policy review, medical secord review and N 4
interviaw, it was defermined the facilty faied to | ¥
revise the comprehensive care plan to address
. ...f-pain forq Of-10(Resident #6) sampled-residents, | . - e AT

The findings inciuded:

Review of the facility's "Care Plan Goals and
ObJectives” policy documented, °.., The purpose
of this procedure is to complete care plans while
incorporating measurable gnals and objectives
thot assist in leatiing 1o the resldent's optimal
0l Yy et Arwcy

LABORATOR éDTOR'S PROVIDER/SUPPLIER REPRESENTATIVE'S SIBNATYRE TILE {Xe) oaye
: MM{NSMP* 2N

Any gelicloncy stalsmant endlng with an asterisk {*) denoles a daficloncy which the institullon may ba excusad from comoeling providing it Is dlutor‘mlnod that
olher safeguards provide sudficlent protection to the palionts. (See Instructlons.) Excopt for nursing homes, the findings stated above ane disetosable 90 doys
oflowing the dote of sutvey whother of not o plan of corraciion [s providad. For nuraing homes, the above findings antf plana of cotrection ar dlsclosable 14
days following the data thasa dnrvmpnts aro moda suallabin to the facifly, i deficlyntles aro ciled, an approvad plan of compction Is raqulishe 1p continusd

progrem participalion,
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445273 B e 07/2012011
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X4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORARECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOWLD BE COMPLETION
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F 280} Continved From page 1 F 280 F- 280 s/s=D
level of functioning... 1. Care plan goals and
objectives are defined as the desired outcome for I Resident #6
a specific resldent problem...* has a care plan in place
to address pain.
Medical record review for Resident #6 H. Residents
gocumented an admission date of 6/23/11 with have been assessed for
diagnoses of Pain, End Stage Renal Disease, pain and havea Cagﬂ
Type 2 Dlabetes Mellitus, Neurogenic Bladder, plan in place to a:l r;:ifc
Hyperlension andiPsychosis, Review of the P:::j;“d“““g‘”“"“ hé 8-111
physician's orders datad 7/4/11 documented, e Licensed
"...Duragesic-100 {fentanyl) -Schedyle It fiim, nu}sing have been re-
extended release; 100meg {micrograms}/ [per) hr educated on revising
[tow); transdermal once a day every 3 days.., care plans to reflect
Roxanol (morphing) - Schedule I concentrate; resident current neads.
20mg [milligrams)/m} Imiiiliters}; amt (amount: v, The
0.25- [to] 1m!; oral evary 4 hours - PRN [as Director of Nursing,
needed]...” Review of the care plan dated 7/12/14 MDS Coordinator
tevealed no documentation to addrass pain, and/or Desfgnee will
) Lo complete random andits
During an interview in the Minfmum Data of care plans for pain
Systems (MDS) coordinator's office on 7/19/11 at management 2 times a
8:00 AM, the MDS coordinator was asked to week for 4 wecks,
review Residant #6's care plan for pzin therapy, weekly for 4 weeks,
The MDS coordinsitor stated, "...! don't see pain then monthly for‘z} .
addressed on the care plan ora paln care plan...” m‘;’?:l’s' .‘;cg“’r':‘f;m'”:d
F 282 | 483.20(k)(3)(i)) SERVICES BY QUALIFIED F 282 a1 the Quality Assurance
§$=0 | FERSONS/PER CARE PLAN meelings for revisions
. . here necded.
[ The setvices provided or amanged by the facility | ‘C; e Completion _
| MUSEDE Proviged by quante persons in Datc: Avgust 17, 2011
accordance with each resident’s written plan of
care.
This REQUIREMENT Is not mef as evidenced
by:
Basad on polley review, medical record review,
observation and interview, it was determined the
FORM CMS-2687{02.00} vaﬁu Vaorslony Obsohta Event |D:1KJ51 Foclity 10: TH1002 If continuation sheet Pogs 2 of14
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facility faited fo follow the care plan Intervention L. Resident #3 is

for a chair alarm for 1 of § (Resident #3) sampled using the chair alarm as

resldents, per the plan of care. -1

1. Residents 8111
The findings Included: with chair alarms have
becn assessed and are in
Review of the facliity's "Care Plan Goals and place as per plans of
Oblectives™ policy documented, *,..4. Goals and care, .
IEl. Nursing

objectives are enterad on the resident’s eare pian

so that the disciplines have aceess to such staff has been re-

educated on placement

information and are able fo report whether or not and monitoring of chair

the deslred outcomes are being achleved... slarms. Nursing staff )
Medical record review for Resident #£3 - ?:ﬁﬁ;g;ddiﬁﬁgp?:n' T
documented an admission date of 5/3/08 with of care, !
diagnoses of Diabeles Mellitus, Blindness, . v, The '
Myparcholesterolemia, Deprassive Disorder and Direstor of Nursing,

Hypertension. The comprehensive care plan MDS Coordinator

dated 6/7/11 documented, *...Problem Start Date: and/or Designee will

712312008 At risk for falls... Approach Start Date: complete random audijts

10/29/2008 Sensor alatm to bed and o chair, . of residents with chair

Froblem Start Data: 8/5/2008 Self care deflolt alarms 2 times a week

related to cognitive deficlts.,. Approach Start for 4 weeks, weekly for

Date: 10/28/2008 Sensor alarm to bed and chair 4 weeks, then monthly

for 2 months. Results of

lo alert staff of atternpts to arise unassisied,, " €
the audits will be

The physician's orders dated 7/4/11 documented,

“...Body alarm when up in WIC [wheelchair] to reviewed at the Qual}ty
remind resident not to self transter, Check rﬁ"};’g;‘:‘w';l‘:r";‘:gs for

! " eeded,
Placementand function every shift..* ] o v Completion U

Observations In the side 1 hallway on 7/18/11 at Dater Augost 17, 2011 :
10:35 AM, revealed Resldent #3 sitting in a wic
without a ¢hair alarm In place as care planned. i

Observations in the dining room on 7/18/41 at
3:20 PN and 5:35 PM and and on 7/20/11 at
12:15 PM, revealed Resident #3 sitting in a wic
without & chair alarm In place as care planned. J

I

FORM CM5-2587(02-58) Provious Verslons Otnoioby Evont ID; 1KIS11 Foclity £D; TH1802 If contlavation shoet Page 3 of 14
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F 282 | Continued From page 3 F282
Observatlons in Resident #3's roam on 7/18/11 al
7:45 AM and on 7/20/11 at 10:25 AM, revealed
Resident #3 sitfing in a w/c without a chalr afarm
in place as care planned,
During &n Interview in the dining reom on 7/20/11
at 12:15 Piv, the Assistant Director of Nursing F-283 s/s=D
was asked if Reskident #3 had a chair alam on.
The ADON stated, *...no chair alarm on the 1. The
wheelchair, not on... yes, there is an order for a recapitulation for Closed 21111
chair alarm..." Record #10 has been
F 283 483.20(1)(1)8(2) ANTICIPATE DISCHARGE: F 283 completed.
§5=D} RECAP STAY/FINAL STATUS 1. Closed
records have been
When the facifity anficipates distharge a resident audited and have
must have a discharge summary that incluges a recapitulation of stays
recapliulation of the resident's stay; and a final fl‘;'"p"’“’d* .
surmmary of the resident's status to include ftems Resord Copereoieal
In paragraph (b)(2) of this section, at the time of Licensed mureen oy 2nd
the discharge thatIs available for release to Been rc'a;’:;ff:d ave
authorized persons and agencies, with the _ completing the >
cansent of the resident or legal representative. recapitulation of resident
] stays Jor closed records.
Iv, The
This REQUIREMENT is not met as evidenced Director of Nursing,
by: Medical Record
Based on closed medical record revisw and _ Coordinalor and/or
interview, it was determined the facillty fafled Yo . Designee will complete
== {develop-aTerapttolution of thy resliemssmytor |~ weekly audits for 4
1.0f 1 {Resldent #10) sampled resident who was weeks then monthly
discharges. audits for 2 months,
Results of the audits wilj
The findings included: be reviewed at the
Quality Assurance
Closed medical record review for Rasident #10 mectings for revisions as
documented an admission date of 1/17/11 with needed,
diagnases of CellulitusfAbscass, Dysfunction V. Completion
. Date: August 17, 2011
Event 10165511 Fl.buq LR R E——— T | Page 40014
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DEFICIENCY)
F 283 | Continued From page 4 F 283
Sinoatrial Node, Hemiplegla Nondominant Lower
Extremity Side, Venous Thrombosis, and
Hypertansion. Review of the "Discharge & fand)
Transfer-Discharge Plan of Care” dated 4723/ 1
documented, *...Discharge Date 4/23/11..." The
facillty was unable to provide documentation of a
Tecapitulation of Resldent #10's stay in the facility.
) . F-309 sfs=D
During an inferview in the Soclal Service's office
on 7720111 at 8:40 AM, the Diractor of Nursing L Resident #4 ‘-0
(DON) was asked if there was a recapitulation for is using the chair alarm
Resitlent #10's stay at the facility. The DON as per orders,
stated, "..when discharged we don't do a ir Residents
summary of thelr care,® with chair alarms havc_
483.25 PROVIDE CARE/SERVICES FOR F 309 been assessed and are in
HIGHEST WELL BEING Place as per orders,
IHL. Nursing
Each resident must receive and the facliity must ﬂgﬁ“lgamm
provide the necessary care and sarvices to sttalh onp ,
) . . and monitoring of chair
or maintaln the highest practicable physical, alarms. Nursing staff
mental, and psychosstial wel-belng, In has been  e-educated on
accordance with the comprehensive assessment following resident
and plan of cars, orders.
IV, The
Director of Nursing,
MDS Coordinator
This REQUIREMENT is not met as evidenced and/or Designee will
by complele random audits
|_Based on medical record review, observaion | of residents with chair ) N
and Intarview, it was determined the faciliy faiied alarms 2 fimes a week
o follow physician's orders for 2 chair aarm for 1 Z°L:;:?§g;ﬁg£‘
of 9 (Resldent #4) sampled residents, for 2 months, Resulis of
. . , the audits will be
The findings includag: reviewed at the Quality
. Assurance megtings for
Medical record review for Rasident itd revisions where ,,fcdcd_
documented an sdmission date of 3/17/11 with V. Completion
diagnoses of Deprassfon, Congestive Heart Date: August 17, 2011
FORM CM5-2507(02-95) Prowitts Verslons Obscletn Evenl ID: 1KJ511 Fochiy ID- TN1002 li continuation sheet Page 5 of 14
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(X2) MULYIFLE CONSTRUCTION (X33 DATE SURvVEY
COMPLETED

F 309 | Continued From page 5 F 308
Fallure, Hypertenstan and Dementia. Review of 3
physician’s order dated 7/4/1% documented,
"...chalr alarm on while up in wic [whealchaln Q
[every) Shift...”

Observations In side 1 hallway beside the nurses'
station on 7/19/11 at 7:10 AM, revealet Resldent
#4 sitting in a w/c with no chair alarm in place as
ordered,

Observations in Resident #4's room on 7/19/11 at
10,30 AM, revealed Resident #4 sitling In a wic
with no chair alarm in place s ordered.

Observations in the haflway outside Resident #4's
00m on 7/2011 at 7.30 AM, revesled Resldant
#4 sitting In 8 w/e with no chalr alamm in place as
ordered,

During an interview In side 1 haltway on 7/20/11
at 7.30 AM, Nurss #1 confitmed there was no
chair alarm on Resident #4. Nurse #1 stated,
“...No chalr-alarm on wie..

F 315 483,25(d} NO CATHETER, PREVENT uTl, F31s
85=p | RESTORE BLADDER

Based on the resldent's comprehensive
assessment, the facifity must ensure that 2
resident who enters the i I
indwelling eatheter is not catheterized unless the
reskdent's clinical condition demnonstrates that
catheterlzation was necessary; and a resideni
who is incontinent of bladder recelves 8ppropriale
treatment and senvices to prevent urinary fract
Infections and to rastore as much normal bladder
function as possible.

FORM CHS-2567(02-99} Provious Voralons Obsutoly Evort ID; 1KJ591 Fadhiy I; TGt If contlnuation Ehest Page 6 of 14
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This REQUIREMENT is not met as evidenced
by: I Resident
Based on review of Sorenson ang Luckmann's #7°5 foley catheter
Basic Nursing A Psychophysiologic Approach tubing is being secured
textbook, medicalirecord review, and observation, vnder whee! chair when 2 11

it was determined the facility fafled o provide
appropriate Foley catheter care and trealment for
1 of 2 (Resident #7} sampled residents observed
with a catheter and a history of Urinary Tract
Infections (UT}),

The findings Included:

Revlew of "Sorenson and Luckmann's Basic
Nursing A Psychoghysicloglc Approach, Third
Edilion,” page 1187, documented ™., the bag
[Faley catheter bag) and tublng must never touch
the floor... These sctions increase the chances
for bacteria in the drainage bag fe ascend the
tublng and possibly to enter the blzdder, Bacteria
in the drainage bag can lead to UTT and
subsequent Increased mucus preduction..

Medical record review for Resident #7
documented an admission date of 1/19/09 with
diagnoses of Spina Bifida, Newrogenic Bladder,
Renal Fallure and Brinery Tract Infection. Review
of a physician's order dated 7/6111 documented,
"Foley catheterd [number] 20 French with 30 cc

neaded]...”

Observations in the dining room on 7/18/41 at
5:30 PM and on 7/20/11 a1 7:15 AN, revegled
Resident #7 seated in a wheelchair (wic) with the
Foley catheler fubing laying on the floor under the
wit.

[cubicoenﬁmetem};—ehangemonthlyand-pmias—~ u

|

up, and not touching the
floor.

iL Residents
with foley catheters
have becn checked and
tubing is being sccured
and not touching the
floor.

m. Nursing
staff have been re-
cducated on foley
catheter tubing
placement,

v, The
Direclor of Nursing,
Assistant Dircctor of’
Mursing andfor Designee
will complete random
audits of residents with
folcy cathetersftubing
placement 2 fimes a
week for 4 woeks,
weekly for 4 weeks,
then monthly for 2
months. Resulis of the
eudits will be reviewed
at the Quality Assurance
meetings for revisions
where needed.

V. Campletion
Date: August 17,2011

FORM CI4S-2657(02.99) Previous Yorabons Obsetolo Event ID:1RJS§4
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F 315 Continued From page? F 315
Duting an Interview in the Director of Nursing's
(DON) office on 7/20/11 at 2,00 PM, the DON
stated, "...thal is unacceptable [Folay catheter
tubing laying on the floor]...” - 371 o/s=F wv-l-1
F 371 483.35(i) FOOD PROCURE, F 37
§8=E | STORE/PREPARE/SERVE - SANITARY L " bbaT'j:wbﬂa of
carrots/cabbage was
The facility must - discarded. @
(1) Procure food from soupces approvad or :?': 3?;“::" on the
consfdered satisfactory by Federal, State or local The carbon from pans
authorities; and . was removed andfor
{2) Store, prepara, distribute and serve food pans replaced wherce
under sanitary condltions needed.
The sanitizer bucket is
being used with correct
sanilizer samount to meet
strip testing.
' The back splash on the
This REQUIREMENT fs not met as evidenced ice macf;:ﬂz is clean.
by: Thc tea holder container
Based on policy review, observation and Is clean.
interview, it was determined the faclilty fafled to The tray carts have been
Serve food under sanitary condltions as evidence .‘l’;“a“‘;" e is bei
of 3 dirty grease frap, utensils hanging over the 3 o o DA focs
compartment sink, carbon buildup on pans, not P
encugh sanitizer in a sanltizerbucket, back code puidelines for
splash on the jce machine, brown substance on thawing meat.
the tea holder, splatter Spots on the tray carls, Fried chicken on the
- ...y Chicken thawing In the sink, 2 staff member fafleg | steam lable is meeting N O
to wash his hands or ensure fried chicken was food temperature
served at 135 degrees Fahrenheit (F} or above. guidelines,
The identificd dictary
The findIngs included: employce is washing
their hands per
1. Observations during the iniifal tour of the v
kifchen on 7/18M1 at 7:30 AM, revealed the : )
faliowing; -
‘ | a. Carrols and cabbage were in the coolar and ’
FGRM CHS-2567(02-08) Provious Versions Obsolate Evont 1D 1KJST1 Faehiy 1D: TR 9032 i continvation shoet Page 8of14
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F 371 Continued From page 8 F3zf| . v W The
had brown areas all over them, reffigerators have been
b. A grease trap under the stove had a moderate “ ::.[:"fefj“dn‘;’gfs‘;”‘;:d
amount hrown crusted maferial present oo mopes, e discar
¢. A meat fork and three spoons were hanging Grease trap is monitored
above the 3 compartment sink. for cleaning nceds,
d. There was a moderate amount of carbon Cooking pans and
build-up noted on all the pans being used, baking pans have been
e. The sanitizer bucket contalned a liguid that dig checked and cleaned
nol change the eolor of the litmus strip. when nceded.
f. The back splash on the Ice machine in the Sanilizer buckets are
dining room had a gross amount of splatter checked and mect
designed clear substance, sanitation strips
g. The tea holder in the dining room had a readings.
moderate amount of brown substance an the Joe machines have been
base of the contalner, ;hecgdmaﬁd e clljcan-
€A Machkine has been
2. Review of facilit’s "FOOD SAFETY” poli checked and is clean.
documented, “...catc);ked poultry breasts SI?‘IOI.‘I:I{! be Emf: f_,;wfcdm"j have,
maintained af a temperature of 170 degrees... ey ocked and are
Cook foods_to a sgfe temperature fo kil Chicken is being thawed
microorganisms,.. per FDA food code
videlines f Wi
Observations In the kitchen on 7/18111 beginning ﬁu;:l_ Hncs for thaving
at 11:45 AM, revaaled the following: Meat items arc checked
a. Tray carts had a moderate amount of scattered and mecting temperature
beige colored substances on all four sides on the guidelines,
inslde and outside, Diclary employees are
b. Chicken was thawing In the sanitizer part of the washing their hands as
3 compartment sink. . 1 per recammended
c. The sanftizer bucket contained 3 Tquid that did | goidelines.
not change the color of the litmus paper, m Dicta
d. The fried chicken breast was noted fo have a " siaf has been re- i
temperature on the tray line of 128 degrees F, education on kitchen
e. A dietary employee pulled off his gloves, went sanitation/cleaning
outside the kitchen, came back tn, and began requirements, food
meal tray prep on the {tray line without washing his handling, temperature
hands, for foods on steam table,
thawing foods and hand
. o washing.
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Iv. The
£ 3rt | Continued F"?m pi-l‘ge 9 . F 371 Administrater, Dietary
3. During an interview in the Kitchen on 7/18/11 Manager and/or
at 8:10 AM, the Diatary Manager {DM) was asked Designes will complete
about the vegetables and the sanitizer, The DM random saniation gl
stated, *...we cut off the bad parts and must have checks 2 times a week
not had enough sanitizer in the bucket for 4 weeks, weekly for
4 wecks, then manitily
During an Interview In the Kitchen on 7911 at
11:45 AM, the DM was asked about the for 2 "&%“‘rvs;i[ l;: sults of
tamperature of the chicken. The DM confirmed the a0 ;dsa: the Quality
the tray line temperature of 128 degrees F for the ﬁ:;:::m meelings for
fried chicken wasto low. revisions as needed.
F 4411 483,65 INFECTION CONTROL, PREVENT F 441 V. Completion
88=p [ SPREAD, LINENS Date: Avgust 17,2011
The facility must establish and mainiain an F D
Infection Control Program designed to provide a R
safe, sanitary and comforiable enviroament and Lo Employss
to help pravent the development and transmission #1is washing 1h?.-iry
of diseasa and infection, hands as per
(a) Infection Gontro! Program z;?gg?s:::ﬂm g
The facliity must establish an Infectlon Control Sanitizer is being used
Program under which it - in the washing
{1) Investigates, controls, and pravents infections machines.
in the faclilty; 1L Employces
(2) Decides what procedures, such as Isolation, are being monitored and
should be applled to an individual resident: and are washing their hands
(3) Maintains a2 regond of incidents and comective I per recommended
aclions related to infections, guidclines. Washers are \
. e - cheeked and sanitizer is -
(b) Preventing Spread of Infection bcmf’-addw 10 washing
{1) When the Infection Control Program ;‘,ac e Nursing and
Getermines that a resident needs Isolafion to facility staff have bﬁc,.
prevent the spread of infection, the facillty must re-eclu{:atcd on hand
isolate the resident. washing puidelines.
(2) The facility must prohibit employses with a Laundry staff has been
communicable disease or Infected skin lesions re-educated on use of
from direct contactwith residents or their food, if J . Sanilizer in the washers.
' J
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. IV, The
F 441 Continyed From page 10 F 441 Director of Nursing,
direct contact will transmit the disease. Assistant Ditector of
{3) The facility must require staff to wash their Nursing m;d!or Dgs:gncc
hands after each direct resident contact for which ‘”'"."““"[‘.P l“f‘;“”; ;\’a“; d
hand washing s Indicated by accepted f:;gf n"g boriliatiied
professions] practice. for 4 weeks, weekly for 3110
th onth|
(c) Linens ?o:v;ii’nthz’ ey
Pamonne[must handle, store, process and The Administrator,
trensport finens so as to prevent the spread of Housekecping
infection, Supecvisor andfor
Designee will complete
random audits of
washing machine use for
This REQUIREMENT is not met as evidenced sanilizer 2 times a weck
by: for 4 weeks, weekly for
Based on policy review, obseivation ang 4 wecks, then monthly
Interview, it was determined the facility falted to . for 2 months, Results of
ensure 1 of 7 Cetified Nursing Asslstants (CNA the audits willbe
#1) prevented the potential spread of infaction by reviewed at the 9"“';.‘3'
not washing hands when sefting up trays and Assurance ""’:;’55 *
touching the environment during dining Y, ons a“éomp,,;ﬁon
abservations, The facillty failed to provide proper Date: August 17,2011
| sanitation far the residents personal elothing by ' '
fot having 1 of 3 washing machines at the proper
temperature and without sanitizer in the water.
The findings meluded:
| 1._Review of the facility's "HANDWASHING® | 4 e
policy documentéd, ™. WHEN TO WASH
HANDS... §. After having prolonged contact with

a resldent... 6, After handling used dressings,
speciman contalners, contam inated tissues,
linen.."

Observations during the supper meal pass on
sida 1 haltway on 7/18/11 at 6:10 PM, CNA#1
entered toom #10 and sef-up the meal tray, left

FORM CMS-2567{02-00) Provious Vorsiona Obackts Evenl 10; 110511 Faclity £: TN1202 If continuation sheat Page 110714
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F 441

F 441 Continved From page 11

the room and obtaired water for room #4, pulled
the meal cart down the hall, took a tray off the
cart to room #13, set-up the tray in room #13, left
the room, pulled the cart down the hall ang went

to the kitchien to obtaln utensils for a residents
tray, CNA #1 never weshed her hands.

During an interview In the Director of -Nursing's
{DON) office on 7/20/11 af 2:00 PM, the DON
was asked about the handwashing. The DON
stated, "...itis not acceptable, we hava algehol
dispensers and boftles of aloohol gel..."

2. Observations in the washer room on 7/99/41
at 9:00 AM, revealed a low temperature washer
with a temperature of 118.4 degrees without a
sanitizer being used,

During an interview in the washer room on
7/18/11 51 9:00 AM, the Environmenta! Services

(ES) Manager was asked what was the low
temperature washer used for and does it have a
sanillzer, The ES Manager stated, *...Ws wash
{residents’] personal clothes, bibs and mop heatls
in this washer [low temperature),..*

Buring an inferview in the Social Services office
on 7/20/11 at 10:30 AM, the ES Manager stated,

483,70{h) _
SAFEFUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facility must provide a safe, funcliona),
sanltary, and comfortable environment for
resldants, staff and the pubfic,

.. |t {low temperature washer) did nothava e |
‘sanitizer..."

F 465
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F 465 | Confinued From page 12 F 465 F-465 s/s=R.
. IR The sink in
This REQUIREMENT is not met as evidenced the shower room has
by: been cleaned.
Based on observation and intarview, 1t was The mesh back, belt and L-171-4y
determined the facillly failed {o ensure the lailel seat an the manve
environment was clean and sanitary as evidenced and green shower chairs
by black and whlte substances on showsr chalrs, have been cleaned,
presence of hair, greanish/biack substance on & The hayer Iift and
hoyer iift, brown, black and green substances on maroon geri chair have
a stretcher and yellow/brown substances on (oflet bcen cleaned,
seats in 2 of 2 {slde 1 and side 2 shower rooms) Thie stretchor has been
shower rooms. sleancd.
i1. Shower
! rooms and equipment
The findings included: havc been :I?oc}?zd and
. cicaned.
1, Observations in the side 1 showar room on . Nursing
7THBM1 at 5:45 PM, revealed eight black hairs in stafTand Housckecping
the sink, & mauve color mesh back showar chair stafT have been re-
with a large amount c_:fwhlte substance on the educated on equipment
mesh part of the chair back and smears of 2 cleaning procedures.
black substance under the toilet seat and en the V. ' The
polyvinyl chforide (PVC) pipe. An Invacare Reliant Director of Nursing,
450 hoyer ilft with 2 large amount of green/black Assistant Director of
substance in a clump and smeared on the (eft lift Nursing, Housekecping
hook thal holds the sling, A maroon color Supervisor and/or
gerichalr with @ brown substance on the right side Designec will complcte
of the handrall. A green color mesh back shower random audits of
chair with halrs In 2 yellow/brown color substance gautpment for sanitation
under the toilet seat and greeniblack substance | | \vi"ﬁfioﬁf" {orf -
[T under e seet and PVC pips, and & S6a1 belion wecks, then n{on(:;ly for
the left side with brown substance. A stretcher 2 months. Resulis of the
along the PVC pipe on the top lefi slde near the audits will be reviewed
foam pad with three black hairs and along the top 21 the Quality Assurance
slde of the bettomn left side with smeared meelings for revisions as
blaci/green substances. needed.
V. Compietion
Dbservations in the side 1 hall shower room on Date: August 17, 2011
1 7719711 at 3:15 PM, revesled 2 mauve color l
Event ID: 1KJ34 Foelily 1D: TN 1902 i continusilon shast Page 13 of 14
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F 465 | Continued From page 13 F 465
mesh back stiower chair with a large amount of '
white substance on the mesh part of the chair
back and srnears of a black substance under the
toilet seat and on the PVC pipe. A maroon color
gerichalr with & brown substance on the right side
of the handrall. A green color mesh back shower
chair with hairs in a yellow/brown color substance
under the toilet seat and greenblack substance
under the seat and PVC pipe, and z seat bell on
the left side with brown substance. A strelcher
&long the PVC pipe on the top left side near the
foam pad three black hairs and glong the top
bottom feft side smeared black/green
substances,

2, Observations in the side 2 shower room on
7118M1 at 5:40 PM, revealed a mauve color
mesh back shower chair with green/black
substences under tha {ollet seat and PVC pipe
connector. The shower chair also had a large
area of white substance on the mesh back,

Obsarvations in the side 2 hali shower room on
7018111 at 3:15 PM, revealed an Invacare Rellant
450 hoyer lift with 2 large amount of green/black
substance in a clump and smeared on the left lif
hoak that holds the sling, A mauve color mesh
back shower ehair with green/black substances
under the toilet seat and PVG pipe connettor.
- - --|Thechalralso-had-alarge-areaof-white B
substence on the mesh back,

3. During an interview in the slde 1 hall shower
room on 7/19/11 at 3:30 PM, the Dlrector of
Nursing (DON) confirmed the findings of
vhsanltary equipment in side 1 and slde 2 shower
rooms. The DON stated, ",.yes, 1 sea it.. *

|
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