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910 SURMARY STATEMENT OF DEFICIENCIES 5 | '
PREFIX (EACH DEFICIENCY WUST BE PRECEDED BY FULL PREEIX | PROVIDER'S PLAN OF CORRECTION o=
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG | CROSSREFERENGED 10 THE ARPROPRITE | - BATC
DEFICIERCY)
F 164 | 483.10(e), 483,75(1)(4) PERSONAL £ 164
§8=0 | PRIVACY/CONFIDENTIALITY OF RECORDS Residents #6 and 9 will have
The resident has the right to parsonal e d privacy and respe::ct an_d be
confidentiality of his or?mr per:gonal an%"mun i |treated with consideration, 6-25-
records, respect and full recognition of | 2010
Personal privacy includes accommodtions, their dllgmty_and |{1dW|duaIIy ;
medical reatment, writter and telephone including privacy in treatment
communications, parsonal care, visits, and and in care for their personal
heetings rgfq famiy and r?ﬂs)ic:ent groups, but this needs. All staff will be in-
e facility to provide a privaté :
oo for aoah residene T 0 provide 2 private serviced by the DON and or
\ the Administrator 6-25-2010
Except a8 provided in paragraph (e)(3) of this on resident's rights: the right
sector, e resident may approve or refusa the to have personal privacy and
release of personal and clinical recards to any ! : - .
individual outside tha facility. E confidentiality of his or her
) personal and clinical records.
::3 éﬁ‘;“r‘s ”?é“ ‘c‘l’ mfuse release of personal That personal privacy
| and cilvical records does not apply when the ; ;
| resident is transforred to another health care mc!u_des accommoda’qons,
' institution; o recond release is requited by law, medical treatment, written and
The faciity v telephone communications,
. the faciity must kegp confdential all information a isits. and
conlained in the resident’s records, regandiass of persqnai care, V!S| ’
the form or storage methods, except whes meetings of family and
release Is raquired by transfer to anather resident groups, but this does | :
healthcare institution; law: thind party payment not require tha facility to :
contract; or the resident. . ) :
provide a private room for :
each resident. The facility
I;is REQUIREMENT is not met as evidenced must keep confidential all
Based on review of the "TENNESSEE CNA |nfqrmat'|on contained in the
[Certifiad Nursing Assistant] Candidale resident's records, regardless
“aé’f’b“ﬁé' relvlew of the facility's resident bill of of the form or storage
nghts, medical record review and obsarvalions, it | methods, except when i
was detsrmined the facility falled to onsure that | oo P by transfer
full visuatl prmcy was pl'EMded duriﬂg supmpubic release IS reguire v ransre .
A hde P0C LS W2y e to another healthcare L Liretd
Jm&ﬁ oR PROXDERFSUPPUER REPRESENTATIVES SIGRATURE institution;law;third party e DATE
Z Wr MMM% payment contract or the &, 2
Ay Séhciency statement ending wih an astedsh (*) tenoles a daficiancy which the lastiution miresident,
“qr safogunnds provida sutficent protection to ﬂin patients, {See msm?cmr:s] Em:l lunrm::"nrl l;?o 90 cllha:is
wing th data of survey whether of net » pinn of correction is providad, For nursing homes, & — ootk abie 14

vy foliowing the date thess documents aro mado 2vgiable 1o the tecitty. If deficiancins aro cited, an appmva';pun of comrection is requisite to conlinoudd

poogEant parteipation,
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[ 257 1) i SUNMMARY STATEMENT OF DEFICIENCIES [In] PROVIDER'S PLAM CF CORRECTION X4
PAEFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG l REGULATORY OR LSC IDEKTFYING INFORMATION] TAG CROSS-REFERERCED TO THE APPROPRIATE DATE
DEFICIENGY)
164 i - - -
Co"un;e:a':?;u?f:d:wmn admiristration of F164) Al residents will be provided
cathet mins nao .
insulln foc 2 of 14 (Residents #6 and 8) sampled privacy for all personal care _and/
residonts. or procedures by staff as evident

v Ithat staff will close the door
completely and/or pull the

The Mndings included:

1, Review of the "TENNESSEE CNA Handbook, | privacy curtain compietely.
Version 4.0, OCT [October] 1, 2009 page 10 The DON and/or her designee
documented, "Skill 7-Catheter Care ...4. Provides | will make monthly rounds and

for resident’s privacy pulls privacy curtain. record their findings for

2. Review of th facility's resident bil of rights compliance, (the date and
dm'ggmw- -9, Eﬁ‘faw and respect.. You L [results). If staff member s found
i 8l trealed with consideration, respect, and ! i i

, full recognition of your dignity and individually, + [not to be in compliance d writt

. personal needs.” if i [reprimand will be given.

; The tag will be monitored by
. 3. Medical record review for Residant #8 . i
| documenled an admission date of 4/30/10 with a Quality Assgrance Committee
diagnoses of Afzheimer, Dementia, Acute Renal monthly until next survey.
Failura, Hypertension and Supra Pubic Catheter.

Observalion in Resident #6's room on 6/8/10 at
2:20 PM, revesled Nurse #1 failed fo pull the
curtain or close the door during Res|dent #6's
suprapubic catheter care,

4, Medical record review for Residant #9
documented an adimission date of 50010 and o
readmission dalo of 5/20/10 with disgnoses ot
Obesity, Urinary Teact Infaction,Venous

. Insufficiency, Ampulation of 2 toes right foot,
Psychosis, and Infravenous Antibiotic Therapy.

Observations in Reskdent #9's room on &/8/1C at
11:30 AM, Nurse #1 administrated insulin
subcutaneously inte Rasident #9's left arm. Nurse
#1 faifed 1o cloge the door or completely close the

1
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oD ! SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORREGTION o)
PREFIX ° (EALH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE QATE
. DEFCIENCY)
F 164 | Continued From page 2 F164 - ' |
privacy curtalp to provide pﬂ\“ac‘}' for Resident ¥9. ' The resident has the rlght to have
F 474 | 483.10(k) RIGHT TO TELEPHOMNE ACCESS F174j |reasonable access to the use of a =5
§8=D | WITH PRIVACY telephone where calls can be % 16 |
i ing overheard.
The resident has the right to have reasonable made wzth;)lut belr;‘g
access to tha use of a telephone whero calls can | A new cordless p On‘? was'
be made without being overheard, purchased for the resident’s use.
This phone will reach the
This REQUIREMENT is not met as evidonced resident's rooms for a private
by: conversation. If needed, a private
, Based on (he group interview and a staff member area will be provided at the
s interview, it was determined the facility failed to : i ' est. The facili
provide telephone access whoro conversations ! reSldemS. requ te ph ty
could not be averheard or interrupled for 3 of 7 has acquired a separate phone
alert and orienled residents atiending the group line.
mealing. This project is finished 6-22-2010 | [6/22/
2010
The findings inciuded:
The group interview was conducted In Room 107
on 8/8/10 at 10.:30 AM, with 7 residents that the
faciiity had klentified as being alert and oriented.
Three (3) of the 7 alert and oriented residents
stated that they use the phone al the nurses'
station to make phone calls, The three resident's
felt that thelr conversations were not privala and
that sometimas their conversation was interrupted
by the fax machine.
During an infarviény in the conlerence oom on
6/8/10 al 8:10 AM, the Social Wotker/Activity
Oirector confirmed that tha phona the resident's
. used at the nurses' stalon was hooked up to a .
| fax machine, The phone that the resident's would ; :
» be using was hocked up to the pharmacy's fax
Land that the fox was hardly ever used, ;
F 225 | 483.13(c){ )i (iH), (c){2} - (4) F 225
§5=D | INVESTIGATE/RERORT
mmm&n&my Pruvices Versions Obaolety Evank 10 BAGH 1 Pociiey (0. TNADDA IT continuation shoed Paga 30113
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mistreating residents by a court of law, or have
had a finding entared into the State nurge nide
registry concerning abuse, negiect, mistraatmant
of residents or misappropriation of \helr property;
and report any knowladge H has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility stalf to the State nurse aide registry
or licensing aulhorties.

The facility must ensure thal all alleged viclations
involving mistreatment, neglect, o abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately o the odministrator of the facility ang
to ather officials in accordance with State law
through establisheq procoedures (including to Lhe
State survey and certilication agency),

! The facility must have cvidenca that all alieged

) violations are thoroughly invastigated, and musi
prevent further potential abuse white the
investigation {s in progross.

' The rasults of all investigations must be reporded
1o the adminisiratot of his designated '
rapresentalive and to other officials in accordance
wilh State law (including {o the State survey and

| cartification agency) within 5 working doys of the
“Incident, and if the alleged viclation is verifind

- FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES B NO. 0938-0391
STATEMENT OF DEFICIERCIES |
TS S | et [oautaLzcotamuonon B
A BUILDING
B. VANG
— 443470 06/09/2010
KAME OF PROVIDER DR SUPPUER STREET ADDRESS, CITY, STATE. ZIF CODE
ARBOR PLACE OF PURYEAR 220 W CHESTNUY, PO BOX 308
PURYEAR, TN 35251
e} 1D SUMMARY STATEMENT OF DEFICIENCIES [ 5 PROVIDERS PLAH OF CORRECTION :
PREFIX {EACH DEFIGIENCY #UST BE PRECEDED Y FUILL PREFIX EACH CORRECTIVE ACTION 3 Mﬂlm
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) f TAG céo@sn&zn&ﬂcggm THE fpi%ttjsl}?n?fm @ DATE
DEFICIENGY)
F 225| Continued From page 3 " Fa25| [The DON will report all
ALLEGATIONSANDIVIDUALS allegations of mistreatment, gi) 9’1/ 0
- s : rab includin
The tacifity must not employ individuals who have ; pgglfect or abuse ding
been found guitty of ahusing, neglecting, or injuries of an unknown source

and misappropriation of :
resident property to the ;
administrator or his/her :
designated representative and
to other officials in accordance
with State law(including to the
State survey/certification
agency) within 5 working days
of the incident,and if the
alleged violation is verified
appropriate corrective action
will be taken.

This information given by the
State survey team was printed
and also given to the
Corporate Clinical Consultant.
In-service will be given to all
staff by the DON and or
Administrator on 6/25/2010 to !
review Abuse policy with all
staff. This tag will be monitored
by the Quality Assurance
Committee monthly until the

_approprinle cotractive action must be taken, _ next survey.
This REQUIREMENT |s not mel as evidenced
FORM CMS-2567(02-9%) Previos Ve rsions bl Event iD.6800 1 Favry 1 THAGYH K continuation sheet Page 4 of 13
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X0 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAK OF CORRECTION 1x3)
PREFIX (EACH DEFICRNGY MUST DE PRECEDED 8Y FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY Of LIC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENGYY
F 225 | Continued From page 4 F 228
by: ‘ ;
Based on review of employes pergonne! files and
interviews, it was determined the facility falied to
report an alleged allegation of verbal abusa to the ;
state survey and certification agency for 1 of 3
! Certified Nurses Assistant (CNA #2) empioyee
- personnel files reviewed,
' The findings included;
Review of the personnel file for CNA #2
documented an alleged occurrence of verbal
abuse on 11/18/09 that was not reporiad to the
state. .
During an interview in the conference roomon ¢
6/8/10 at 12:50 PM, the Director of Nurses (DON)
confirmed Lhat she fiad not reported the alleged
allegation of verbal abuse, The DON giated she
- had tafked to the corporate nurse and was
- infosmed that the verbat abuse did not have to be
| feported,
F 323, 483.25(h) FREE OF ACCIDENT 323 — -
550 | HAZARDS/SUPERVISION/DEVICES The facility will ensure that the 678/
resident environment will 2010
The faclity must ensure that the residont remain as free of accident
environment remains as free of accident hazards h d is possible: and
Va3 Is possible; and each resident receives azards as IS possivie,
' adequate suparvision and assistance devices to each resident receives
. prevent accidents. adequate supervision and
assistance devices to prevent
accidents. .
The men's restroom plumbing
E;:is REQUIREMENT is not met as avidenced was re-routed to another
Based on observalion and interview, it was water heater that reduqed the
determined the facilty failed to monilor hot water temp. to a normal reading.
temperatures in 1 of 3 (Mens bathroom across Tag will be monitored by QA |,
FORM CUS-2567(02- 95 Previcun Vessions Qtolsle Evant . 880} Fociity 50 TH400) i zontinuation shaet Page S of 13
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STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X3} MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAM OF CORRECTION HRENTIFICATION NUMBER: K COMPLETED
A BUILDING
445470 i 06/0812010
NALE OF PROVIDER OR SUPPLIER STREEST ADORESE, CITY, STATE, Z3P CODE
22D W CHESTNUT, PO BOX 306
m L]
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P} 1D SUMMARY STATEMENT {4 DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION ()
PIX {EACH DEFICIENCY MUST BE PRECEDED 8 FuLL PREFIX (EACH CORRECTIVE AGTION BHOWLD BE COMPLEDOR
TAG REGULATORY 08 LEC IDENTIFYHNG IMFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE oAt
: LEFICIENCY)
F 323! Conlinued From page 5 F323;
from the conference room) common areas and . [Committee monthly until next
cnsure proper storage of germicidal wipes in 1 of surve
17 (Random Resident #4's room) resident rooms. y.
The findings included;
1. Observation in tha mens bathrcom across
from the confarence roem on 6/7/10 at 10:13 AM,
revealed (he hot water temperature in the sink
registered 126 degrees Fahrenheit (F).
Qbservations in the mens balhroom across from
the conferance room an 6/7/10 at 2:25 PM, 1
revealed the Mainienance Manager checked the .
hot waler temperature with tha facility's
thermometer along with the surveyor present. The
hot waler temperature registered 138 and 140
degrees F. The facility look immediate action to
comrect the prablem when it was brought to their
attention. There are no male residenis that use
this common men's bathroom.
Durning an interview in the main hallway on 677/10 - —
a12:25 PM, the Maintenance Manager stalad, Sani Cloth Germicidal
“I've not checked this sink [in the mens common disposable wipes on top of
use bathroom] since we've been hare..,” RR#4 were remqved by '
2. Observations In Random Resident {RR) #4's Nurse#1.The policy regarding
room on 8/7/10 at §:40 AM and 1:25 PM, the storage of Sani-CIoth
revcaledb‘a containgr of Sani-Cloth Gemicidal Germicidal disposable wipes 6/25/
: disposable wipes on lop of RR #4's television, ; e 2010
. The back of Lhe container staled, "Keep out of was lrelwsed, by th
{ reach of chitdren.” Administrator 6/10/2010.
: ' i |These wipes will be stored in
| During an inlerview In RR #4's room on 6/7/10 at X 's Med room and will
1:25 PM, Nurse #1 confirmed ihat the wipes had the Nurse's . i
been used at the time RR #4 received wound not be permitted to be left in
care, other areas of resident care, or
| |leftunsupervised. In-service !
FCAM CMS 258402-65) Provious Versions Obsokets Evers 10: 300011 Fariity will —0ot Page & of 13
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STATEMENT OF DEFICIE :
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X4} 1D AUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRE
PREFIX (EACH DERCIENCY MUST 62 : CTION o)
TAQ REGULATORY QR LSC mmnwg&?&) P?%m ' m&&nﬁ?g ;Egmuomj BETE cmm
DEFICIENGY)
F323  Continued From page 6 F 223
gfté;tfog ;ﬂﬁl{i}a{r)wew in the conference room on be given by the DON and or
wos nsked I MAM the Director of Nurses (DON) Administrator to all Nurses. 6/25/
in RR 84 germicidal wipes were to be kept Staff will si 5 12010
& room, The DON stated, "N, The taff will sign sheet for
E a3t rﬂ%ﬂ;uizgfutlg}b? keptin the n&edacation mom.” validation. The DON or her
¢} DRUG RECORDS, F 431, |designee will review polic
ss-p | LABEUSTORE DRUGS & BIOLOGICALS quar%e”y with staff afd y
The facitity must employ or obtain the services of document. Tag will be
g::t;ecr;t:deg p?armz_actlst \;hg eatablishes & system monitored by the Quality
of receipt and disposition of all i
controliad drugs in sufficient delail 1o enabie an Asgurance Committee monthly
accurate reconciliation; and dalemines that drug F431 until next survey. 6/25/
records are in order and that an account of all 2010
oonmnh'tﬂ%drugs ‘s mainiainod and periodically The Nursing Staff will be in- 6/15/
b o biol sed i |serviced by the DON and or 2010
rugs and biologicals used in tho facllity must be . |Administrator on the policy
; 8ppropriate acccssmrand cautlonary Medications 6/25/2010. This
mstrrct:?ns. #nd the expiration date when Policy and Procedure includes | |
appiicable. who has access to the |
In accardance with State and Federal laws, the Medication supply; it is only ;
facility must store all drugs and biclogicals in assessable only to licensed !
locked compartments under proper temperature nursing personnel, pharmacy
controls, and parmit only authorized personne! 1o | or staff members
have accass 10 the keys. personnel, or sta m
: lawfully authorized to !
The ':ﬁgllf“;“:%*g;“de Sega;aleg fl:cked ‘- ¢ ladminister medications. The i
perm compartments for storage of | .
conlroiied drugs fisted in Schedule II of the i Mec:.l room door, refrlgerator,
Comprehensive Drug Abusa Prevention and ' |cabinets and carts will be
g:onlrol é\ct aft En?’a alrgg ?thely drugs subject to | Hlocked when unattended by an
buse, excep en acility uses single unit ' authorized person ,
package drug distribution systems in which the . P oy . |
quantily stored Is minimal and a missing dose can This will be monitored dgily by |1
be readily detected. the DON and/or her designee | |
. and documented for '
FORM OV 25802-00) Previous Vrsions Obgoiie Evant BAKKY S Fachty compliance bt Page 7 of 13
Nurse#2 was given a written
reprimand, 6/15/2010. Future
infractions will require
disciplinary action and/or
termination.
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F 441
88=D

This REQUIREMENT is not met as evidenced
by.

Based on paticy review, ohiservation and
Inferview, it was cetermined the facllity failed o |
| ensure medications were stored in locked storage

i areas at all imes {or 1 of 4 (medication stornge
- room) medicalion storage aeas.

1 The findings included:

Review of the facility's medication storage policy
documented, ".. The medication supply is
accessible only to licensed nursing personnel,
phammacy personnel, o statf members lawfully
authorized to administer medications... 3...
Medication rooms, cabinets and medication
supplies are focked or atlended by persons with
authorized access...”

Observations in the Nurses' Station on 6/8/10 at
8:00 AM, revealed the medication sioraga room
door was piopped open and left unatiended.

Nurse #2 was on the 100 hall with the medication |
cart giving medications. The medication storage
reom was not in full view of Nurse #2 at all times.

During an interview In the Nurses' Station on

6/8710 at 6:05 AM, Nurse #2 was asked,"ls lhe
medication room suppoesed to be locked alt the
time?" Nurge #2 statet), "Yes." :
483 .65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENRGIES X1} PROVIDER/SUFPLIER/CLIA (X2 MULTIPLE CONSTRUGTICN (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMEBER, COMPLETED
A, BUILDING
445470 B. VANG 06/09/2010
HALAE OF PROMVIDER GIt SUPPLIER STREET ADDRESS; CITY, STATE. ZP CODE
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%4 ID SUMMARY GYATEMENT OF DEFIENCIES D PROVIDERS PLAN OF CORRECTION ! D)
PREPFIX {EACH DEFICIENCY MUST BE PRECEDED BY EULL, PREFIX (CAGH CORRECTIVE ACTION SHOULO DE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING IHFORMATION) TAG CHOSS-MEFERENCED T THE APPROBRIATE ; pate
DEFICIENCY) 1
F 431 | Continued From page 7 F 431

Tag will ne monitored by

i luntil next survey.

Quality Assurance Commiiftee

Resident#6and #9 the staff will
F 441]|yse the established Infection
Control Program to help prevent 6/15/

The facility must establish and maintain an the development and 2010
Infection Contro! Program designed fo provide a transmission of disease and
sale, sanitary and comfortable environment and ilinfection.

FORM CME-2507(02-89) Previnus Yerslons Onsok Event 12:880111 Fasidy 10: TH4001 1if sotinuation sheet Pags 8 of 13
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X4} 10 SUMMARY STATEMENT Off DEFICIENCIES o PROVIDER'S PLAN OF :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY ' CORREGTION s
e | R on e oo | T O T O e
DEFICIENCY) .
F 441 | Continued From page 8 F 441
32?:2359 an':,t.'r'.’figﬂe"e’”"“’“‘ and transmissian The facility will maintain an
an
infection Control Program
%ghlnlt}fe?lt}on Conlrol Program ' designed to provide a safe,
Pm;fﬂ'gﬂ‘ggf;fgbl‘fh an infection Control sanitary and comfortable
(1) Investigales, controls, and prevents infect environment and help prevent | 6/25/
in the facility; the development and 2010

(2) Decides what procedures, such as isolation,
shouki be applied to an individual resident; and
(3) Maintaing a record of Incidents and corrective
actions refated 1o infections.

(b} Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isclation to
prevent the spread of infectian, the facility must
tsolate the resident,

{2) The tacility musl prohibit employees with a
commurnicabie disease or infectad skin lesicns
fraen direct contact with residents or thelr toed, if
direct cantact will transmit the disease.

{3} The facility must requira stalf to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice.

(c) Linens

Person nal must handle, sfore, process and
transpon linens so as (o prevent the spread of
infection,

Zhis REQUIREMENT is not mot as evidenced
Y.

Based on policy review, medical rocord review,
observalion and interviaw, it was deteravined !he

faciltty faiked 10 ensure 2 of 4 {Nurses #1 and 4)

.

transmission of disease and |
infection.

Nurses #1&4 and CNA #1 will
have one on one in-service
instructions on 6/25/2010 on
policies listed below, given by
DON.

In-service to all staff will be
given by DON and/or ;._
Administrator on 6/25/2010 5
policy for Handwashing,
infection Control. Cleaning of
soiled Equipment, Use and
Storage of Sani- Cloth Wipes.
Dining Room Service, Use of
Glucometer and
Sanitation,Sanitation of Flex
Pen, Contact Isolation.

The DON and /or her designee
will monitor staff for compliance |
of these policies and document
at least quarterly. Tag will be
monitored by the Quality
Assurance Committee monthly

FOAM CIS-2587{02-0F; Przrios Varsiong Obaolets
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until next survey.
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nurses tnaintained progper Infection congrol
practices during a dressing change and cathetar
care; use of a glucometer and Flax Pen antior
handwashing, One (1) of 3 Ceriifiad Nursing
Assigtants (CNA 31) failed (o wash her hands
when indicated during dining observations.

The findings included:;

1. Review of the facility's "General Infection
Control® policy documented, *...4. Emphasis shal}
be placed on proper / appropriate handwashing
techniques as significant factor In preventing
infections and diseases from spreading..,
Infection Control ...2. Personal hygiene and
proper hand care shall be stressed, 3. Wash
hands before and after patient caro, before
handling clean equipment and supplies, and after
handling anything solted/contaminated, after
using bathroom, befare serving food...
€...Contaminated equipment shall be washed with
disinfectant... 9. Nursing Procedures: All
procedures shall reflect infection control

measures and lechnigues. Besidos use of slerile '

supplies and equipment, the manner in which
care and treatments are given must also be
antiseplic,”

2. Review of the facllity's "Cleaning and
Disinfecting the Microdol Bicod Giucose Metar”
policy documented, it is [name of madical
prodiscl] policy to advise healthcare professionals
fo claan and diginfect blood glueose meters
between each resident test in order {0 avoid crosa
- contamination issues... The following Germicidal

products are also accaplable disinfeciants for use

on melers. Super Sani -Clotk Germicldat Wipe ...
Sani Cloth Germicidal Bisposable Wipe..,"

Fad1
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3. Observations in Resident #9's room on &8/10
at 11:30 AM, revealed Nurse #1 placed the
glucometer and other supplies on Resident #9's
bedside table without cleaning or using a barriar,
Nurse #1 completed the sampling of Resident
#9's blood with the gluccmeter and without
cieaning the glucometer. Nurse #1 retumed the
glucometer back on the working surface of the
medication can located outside of Residen! #9's
room. Nurse #1 pracedad (o wipe tha |
contaminated glucometar with an atcohol pad and
1 ploce the wet glucomelar Into the fop right draw of
tho medlcalion cart.

i

‘4. Observations in Random Resident #3's room

‘ on 6/8/10 at 11:37 AM, Nurse #1 falled to clean

| the insulin Flex Pen prior to administering insutin,
| then placed (he Flex Pen on top of the medication
cart. Nurse #1 placed the contaminated Flex Pen
+in & container with other vialg of ingulin failing to
¢lean the Flex Pen then returned the container in
a draw of ihe medication cart.

Guring an interview in the conference room on
8/8/10 i1 3:16 PM, the Director of Nurses
confirmed that, the cleaning and disinfeclion of
the blood glucose meter, Flex Pan and othar
equipment used for residants and between
residents are to be cléangd and disinfected per
facility protocotipolicy.

5. Review of the facility's "CONTACT
ISOLATION” policy dosumentad, "Contact
Isgiation is used for resldents with a diagnosis of
an infactitn that requirés separation of clothing,
linan, and or any utensils or dressing that may
comé in contact with the source of infection...

Linens will be placed in a specified hamper in the |
resident’s room.”

¥
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Medical record review for Resident #5
documented an admission date of 4/3(/10 with a
dlqgms&s of Alzhaimer, Dementia, Acute Renal
Failure, Hyperiension and Supra Pubic Catheler,
Revigw of the Physlician's Interim/Telephone
Order dated 5/26/10 documented, "Drainago from
supra pubie catheter cultured-retumaed MRSA
[Methicillin Resistant Staphylococcal Aureus)

| -Septra DS 1 Bid [twice a day] pa [by mouth) x

{ {imes] 14 days. Contact 1solation.”

{

: Observations in Resident #8 room on /810 at

i 2:20_ PM, raveated Nurse #1 cleaned around

. Resident #6's supra pubic catheter. When Nurse
{#1 gathered 1he supplies, she placed the gloves
in her uniform pockot. Nurse #1 obtained
washcloths and kpid them in 1the bottom of the
sink to wat them. Nurse #1 then washed amund
Resident #6's supra pubic area and placed the
soiled wet washoloths on Resident #6's
bedspread at the foot of the beg without a basier,
After the catheler care vas done Nurse #1 put the
gown she had on and the washcloths in the
requiar ¢lgthaes hamper in the haliway Instead of
In an isclation container.

Observations in Resident #6 room on 6/8/10 at
2:40 PM, revealed Nurse #1 did a dressing
change on Resident #6's Jower right bultocks.
Atter the DuoDerm was applied Nurse #1 took lhe
suppites out of the room and placed the box of

: gloves on [op of tha treatment cart,

i 6. Observations in RR #1's rnom on 6/8/10 at

| 10:20 AM, Nurse #1 romoved RR #1'a socks and
| Band-Aid dressing frorn RR #1's right fcot. Nurse
| #1 disposed of the Band-Ald and removed her

l gloves. Nurse £1 regloved and cleansed the

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERACLIA CONSTRUCTOH RVEY
AND PLAN OF CORRECTION ’ IDENTIFICATION NUMSER: (2) RULTIPLE " w3 ggﬁfsumo
A BUILDBIG
B, WING
445470 06/09/2010
RAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY, $TATE, ZiP CODE
ANBOR PLACE OF PURYEAR 220 W CHESTMUT, PO BOX 306
PURYEAR, TN 38251
o) 1 GUIMARY STATEMENT OF DEFICIENCIER i PROVIDER'S PLAN OF COR ]
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL FR'I?R! ; {EACH C(?RREGTNE fgnwgﬁgggae oou‘r?:’m
TAG REGULATORY OR {.SC IDENTIFYIHG IHFORMATION) TAG CROSS-REFERENCED 70 THE AFPROPRIATE DATE
DEFICIENSY)
F 441 | Continued From page 11 F 441 |

Resident #6,#5, and #1 will be

6/25/

cared for by using established
2010

Policies and Procedures for
Infection Control ,Contact
isolation, and dressing/wound
care technique; to provide a
safe, sanitary and comfortable
environment and to help prevent
the development and
transmission of disease and
infection.

Nursing staff will be in-serviced
by DON and/ or Administrator on
6/25/2010 Infection Control,
Contact Isolation technique and
Dressing Change/Wound Care
technique. A check off sheet will
be used monthly for
documentation of proficiency of
these skills by the DON and/or
her designee.

Tag will be monitored by Quality
Assurance Committee monthly
until next survey.
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wounds wiih wound cleanser and gauze. Nurse
#1 disposed of the used gauze, Nursa #1 then
applied triple antibiotic cintment 1o her gloved
finger and applied the ointment to the wourkd
without changing her gloves. :

i 7, Obsorvations in the main dining room on
677710 at 5:20 PM, 5:25 PM and 5:30 PM,
mvealed CNA #1 washed har hands and then
tumed the Taucet off with her barge hands

Observatiens in the dining room on 87110 at 5:24
PM. CNA #1 pkked up the head cushion {rom a

resident’s gerichair Ihat had fallen ontheficor,
then sat down at the table, and preceded 1o assist
anolher resldent 10 eat without washing hes !
hands, '

8. Observation in the main dining room on 67710
at 5:30 PM, revealed Nurse #4 washed her
hands, touched the trash can with her bare hand
after throwing away tha paper lowel and
proceeded lo get mayonnaise for Resident #5.

8. Observations In the dining room on 6/8/10 at
743 AM and 7-45 AM, ravealxd Nurse #1
positioned a resident in ber whealchair, positioned
the regiient's wheelchair at the table and
proceaded Lo assist anolher resident with eating
without washing her hands.
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