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1 i :
F 000 | INITIAL COMMENTS | F 000’
! ; :
| A recertification survey and com plalnt | ,
| Investigation #33297 and #3339 were completed | ! ‘
P on April 1416, 2014, at Beverly Park Place i i .
! Health and Rehab. No deficiencies were cited |
 related to complaint investigation #33297 and ‘ '
: #33398 under 42 CFR PART 482, Requirements 1 {
i for Long Term Care Facilities. : 3
F 3151 483.25(d) NO CATHETER, PREVENT UT], ! F 315 I
$8=0 RESTORE BLADDER : P F315: ) i 05/07/2014
H .‘ i 1. Resident # 107 was assessed by the Medical ]
; . . . | Dirgctor on 04/16/14 with no negative I
! Based on the resident's comprehensive auicomes. Resident's family was natificd |
| assessmant, the facillty must ensure that a ‘ on 04/16/14 by 1 icensed Nurse. Cerrified |
| resident who enters the facility without an | Nursing Assistant #1 was in-serviced by |
I indx_velling catheter is not catheterized unless the i the Director of Nursing on ¢atheter care on
: fesident's clinical condition demonstrates that | L 04416714,
 catheterization was necessary; and a resident : .
| who is incontinent of bladder receives appropriate Resident #376 was assessed by the Unit :
t treatment and services to prevent urinary tract I Manageron 04/14/14 with no negative :
! infections and to restore as much normal bladder [ ‘ outcomes. The Nurse Practitioner was .
| function as passible notified on 04/14/14 with a new order
i . ; " noted to discontinue foley cathetcr.
i i ; Resident is scHf-responsible and was
! \ , { ' notified of hew order on 04/14/14.
. This REQUIREMENT is not met as evidenced | | Lcensed Nurso and Unit Manager were in-
i by ' : scrviced on order and diagnosis
Based on medical record review, observation, ! : reqeirements for a foley catheter by the
review of facility policy, and interview, the facility ! Director of Nursing on 05/05/14,
falled to perform appropriate catheter care for : : ) i .
. one resident (#107) and falled to obtain a ; 2. A [00% audit of all residents with a foley
 physician's order for a urinary catheter for one . catheter—to assess for signs and symptoms
i resident (#376) of three residents reviewed for : %ﬂgﬁ%ﬁgpﬁ;ﬁ;‘ﬁg}:ﬁg;{ rtﬂh:nagers
urinary catheters of thirty-four residents reviewed. - on 04116114, No resideats were identified
: ! having heen affected.
The findings included: ! bt !
) » A 100% audit of all residents with a folzy .
Resident #107 was admilled {o the facilily on catheter was completed hy a Registered
; . p glster
August 9, 2014, with diagnoses including Benign Murse on 05/05/14 to cnsute appropriate
Prostatic Hypertrophy with Chronic Indwelling
LARQRATORY DIRECTOR'S OR PROVIDER/SUPEPLIER REFRESENTATIVES SIGNATT.EE TITLE (45} DATE
7y : Bl miodiaton 5- -l

L] statement anding with an asterlsk (*) denotes o defictancy which (ha institution may be excused from comeciing providing it 15 derarmined thal
ﬁ&’éggfeﬁﬁg"m provide suﬁ‘lclgnt protaction to the patlents. (Saa Instructions.} Excepl far nursing homes, tha findings stated abgve ara disciosabla 50 days
follawing the date of survey whether or ngt a plan of correction is provided. For nursing homaes, the above findings and plans of correction ara disciosabla 14
days follawing the date these documeants aro made aveliable to tha fachity. I daficiancies are clted, an approved plan of comeacton is requishe to continued

program paflicipation.
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F 315 Continued From page 1 C F 315 '

: . ) o . | order and diagnosis. No residents were

i C'a'thetgr Use, Kidney Failure, Debility, and Liver | identificd as rilving been glfeeted,

: Cirrhosis. r .

' i 3. Ceriificd and Licensed Nursing siail
Observation on April 16, 2014, at 8:05 a.m., | members were in-serviced by the Director
revealed the resident lying on the bed as Certified | of Nursing andfor Staff Development i
Nursing Assistant (CNA) #1 provided catheter | | Soosdinator on catheter care on 04716/14- |
ci.:cre. Continued observation revealed CNA# ! 04/25/14. :
cleaned the urinary cathster by wiping towards Li ; i ;

‘ ; sed Nurging & - :
the urinary meatus. Cantinued observation ! scfv?wd on‘g';}E%,m’s"ﬁ,?ﬁﬁ}"f;: " ;
revealed CNA ??!1 repeated wiping the catheter | Director of Nursing and/or Staff !
towards the urinary meatus, ! Development Coordinator on requircments -

for oxdet and diagnosis for a foley catheter.
Review of factlity policy, Indwelling Urinary

| Catheter Care and Rem oval, Catheter Carg, | < 4, An audit of 10 catheter care phasrvations

i undated ravealad, "...To avoid contaminating the g;” b]" “’Ld‘:%cd?g.“’f smfi Jor Unit :
Uﬁna trac.t a]‘ﬂa C[e CH ] a ) velopment Loordinator and for Uni :
from-r-j:xeuer’towarxég-the i?ir?gr;m nﬂﬂagu?;” 4 5 Munagats weekly x4 weeks then monthly |

: %2 months and/or untit 100% compliance. !
!ntBN]BW with the Infection C‘_erOI Nurse, in the f An audit of 100% of all admissians will be |
infection control office on April 16, 2014, at 2115 | eonducted in the moming meeting by the i

» p.m., confirmed the facility had failed to provide | : Dircetor of Nursing and/or Unit Managers

i approprapriate catheter care. i : for orders and diagnosis for folcy cathcters

| I i weekly x4 ther monthly x2 and/gr unti!

r 100% compliance,

| Resldent #376 was admitied to the facility on April ines wi

110, 2014, with diagnoses including Acute o Qe Seeings will be reportod to
and Encephalopathy. until QD% compliance is achieved. The

Quality Assurance Ferformance
Medical record review of the Physician's orders fmprovement Committce consists of the
revealed no crder for a urinary catheter and no Qdﬂ_“;‘-":f]a)‘_‘“s g‘fcitg °f_N‘“;}“_3t~
i i : i 4 ssistant Direetor of Nursing, Uni
ggtgg?es;s 1o support an indwelling urinary | Managers, Thetapy Manager, Staff
) . Development Coordinator, Social Serviees
. . : Department, MDS Coordinator:
Medical record review of a Phyffclan's order Mar;memé’e Director, Laundrys'bircctor. :
dated April 14, 2014, revealed *...Please remove Admissions Director, Business Officc :
catheter...” I Manager, Hovsekeeping Director, Medical
Observation of the resident on April 14, 2014, at j \
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F 315 Continued From page 2

10:40 a.m., in the residant's raom revesled the
resident lying in bed on the right side watching
television, Continued observation revealed the
resident had a urlnary catheter with a badside
 drainage bag contalning yeliow colared urine.

Review of facility policy, Foley Catheters, Care of,
» Infection Contrel and Insertion Guidelines,
revealed "_._Urinary catheters should be inserted
only when necessary and left in place oniy for as

! long as necessary, They should not be used for

i the convenience of resident care personnel...”

Interview with the Unit Manager{#1) on April 16,
2014, at 3:25 p.m., in the conferance raom
confirmed the resident did not have a supporting
diagnosis for the cathetar; and confirmed the
taciliity had falled to ensure a Physician's order
was obtalned for the catheter.

483.35(iy FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 371
88=F

The facility must -

(1) Pracure food from sources approved or ;
considerad satisfactary by Federal, State or local
authorities: and .
(2) Store, prepare, distdbute and serve food

i under sanitary conditions

This REQUIREMENT is rot met as evidenced |
by |
Based on observation, facility policy review, and i
interview, the facility failed to properly clean :
debris dust from the two fans and the ceiling from |

i

F 318

-

E-371;

1. The dust debris on the #3 walisin
refrigerator fans was removed by the i
Facilities Management Dapartmant on !
0414714,

F a71

All opened and unlabeled foad products in
the #4 walk=in freezer were removed and
digcarded on 04/14/14 by the Diclary
Dircctor.

The twe cxpired hency thickened dairy
products and anc cxpired nectar thickened
dairy product found in the Main Fleor
Nourishment refrigorator were removed '
and discarded on 4/15/14 by facility staff.

2. Rcsideats residing in the facility had the
potential to be affected, The Dictary
Dircetor and Asgistant Administrator
completed a 100% audit of all walk-in
refrigerators, walk-in freezers and
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 one walk-in refrigerator of four refrigerator ' Fourahment refrigerators on all four
t walk-ins reviewed, failed to properly slore food resident foors on 4/15/14. The

| contalners in one of two walk-in freezers, and

i failed to ensure three dairy products were
disposed of prior to expirations dated i one of
four nourishment rooms.

The findings included:;

Observation with the Dietary Manager, on April

14, 2014, at 8:45 a.m,, in the Number 3 walk-In

refrigerator revealed dust debrlz on the two
ceiling fans and the ceiling.

Review of Dlrect Supply Instructions for the
Reach-In Refrigerators revealed *...remove lint
and dirt build-up..."

 Interview with the Dietary Manager on April 14,
2014, at 8:45 a.m., in the Number 3 walk-in
refrigerator confirmed dust debris on the two
ceiling fans and the ceiling.

2014, at 9:00 a.m., in walk-In freazer Number 4
revealed one open bag of French fries, one open
bag of potato tots, two open boxes of chicken rib
patties, and one box of rolls. Further observation
revealed the bags and boxes were epen,
exposed to air, and not dated or [abeled,

Review of facility policy, Receiving, Inventory and
Storage, updated January 2014 revealed open
containers of food must be
"...cover...date...label...”

Interview with the Dietary Manager on April 14,
2014, at 9:05 a.m., in the Number 4 Freezer
confirmed the five bags and boxes were open to

Observation with the Dietary Manager an April 14,

refrigerators and freezers were audited for
their contents being labeled, covered, and
in date, as well as, for the prescnoe of dust
debris buildup. Al walk-in refrigerators,
wilk-in freezers, and nourishment
sefeigerators were found to he in
compliance,

i3, The Dietary Director in-serviced al] Dictary
staff from 04/16/2014- 04/18/2014
regarding the Fecllity policy on proper food
starage and labeling, The Dictary Director
also ineserviced alf Distary staff from
04/18/2014- 04/21/14 rcgarding the policy
lor checking the reftigerators and Geozers
far debris buitdup. Employees hired after
04/21/14 will receive the in-service
information, which is included in the
dietary grientation proeess,

4, The Dietary Cooks will chock the walk-in :
refrigerators and watk-in freezers daily for ]
continued compliance regarding proper :
food storage, and food dating; as well as, !
cleanliness of cach unit. The Dietary Aide
responsible for stocking the nourishment
refrigerators on all four nursing floors will
check these refrigerators daily for ;
epntinued compliance regarding food and H
fluids expiration datcs. The Dictary
Director and Dictary Assistant Diccctor will
audit all walk-in refrigerators, walk-in
freezers and nourishment refrigerators
weekly for debris buildup and any opened.
undated or outdated food items. Audit
results will be reported by the Director of
Dietary once per month for thres months,
and/or until 100% compliance is met, at the
Quality Assuranse Performance
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG i CROSS-REFEREggggl'égcT%E APPROPRIATE ~~ DATE
F 371 Conti | |
C.ontmued From page 4 F 371 Records, Dietary Director, Activity |
air, and not dated or labeled. Director, and Medical Directar. |
Ohbservation with Cerified Nursing Assistant Improvcm;:nt committee mesting i
(CNA #2) of the refrigerator in the nourishment consisting of Administrator, Dircetor of
| room on the main floor on April 15, 2014, at 9:31 Nursing, Medieal Director, Therapy |
raum., revealed: Manager, Activity Director, Dietary ;
: Director, MD'S Coerdinators, Assistant
; One eight fluid ounce of nectar thickened dairy ‘ iﬁf:f:“ﬁ;’;’c’;ﬁ:;g&ll;‘;ﬁ:ﬁcs ?
! rilk with an expiration date of March 19, 2014, ] Facilitics Management Ditector, Business |
i Office Director, Housckeeping Divector .’
Two eight fluid ounces of honey thickened dairy | and Laundry Director. Pme
mitk with an expiration dates of October 21, 2013 -
and January 14, 2014, !
Review of facility policy, Record of Refrigeration '
Temperaturas, updated September 2011
ravealad, "...Nursing unit refrigeraters and
freezers and any other refrigerators /freezers
having resident foad stored in it must be cleaned,
have 'Use By Dates' on food products (not '
outdated)..."
Interview with CNA#2 on April 15, 2014, at .
9:31a.m., at the time of the observation confirmed :
the dairy milks were available for resident use '
and were beyond the expiration dates.
Interview with the Assistant Administrator on April
18, 2014, at 2:15 p.m., outside the kitchen
confirmed the facility had failed to remove the :
dairy products prior to the expiration dates. !
F 441! 483.65 INFECTION CONTROL, PREVENT F 441 | E441: . ; 05/07/2014
35=p | SPREAD, LINENS 1. Rn_:sndcnt #107 was assc_sscd by the _Mcdwal )
' . Director on 04/16/14 with no negative
The facllity must establish and maintain an l ' gﬁtgi;?gi'l ﬁi:‘ﬁﬁi::?ﬁ;? g‘,’,‘,‘t‘};’d i
Infection Control Program designed to provide a Nursing Assistant #1 was in-serviced hy '
safe, sanitary and comfortable environment and the Director of Nursing on catheter !
to hefp prevent the development and transmisslon !
i
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of disease and infection,

{a) Infection Control Program

The facllity must establish an Infection Contral
Program under which it -

i (1) investigates, controls, and prevents infections
. in the facllity;

i (2) Decides what procedures, such as isolation,

i should be applied to an individual resident; and

: {3} Maintains a record of incidents and corrective i

. actions related to infections.

t {b) Preventing Spread of Infection

! {1) When the Infection Control Program

. determines that a resident needs isolatlon lo
prevent the spread of infection, the facility must
[=olate 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 direct resident contact for which
hand washing is Indlcated by accepted
professional practice,

{c) Linens

Personnel must handle, store, process and
transport linens so as fo prevent tha spread of
infection.

This REQUIREMENT s not met as evidancad

Based on observation and interview, the facility
failad to maintain hand hygiene after performing
urinary catheter care for one resident (#107) of

[ thirty-four residents reviewed.
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F 441 | Continued From page 5 F 441;

carc/infection-contro) to include glove
removal and hend washing on 04/16/14.

A 100% audit of all residents with a foley
catheter— (o assess for signs and
symptems of infcction— was completed by
the Bircetor of Nursing and/or Unit
Managers on 04/16/14. Na residents wete
identified as having been affected.

Certified and Licensed Nursing staff i
members were insserviced by the Director _!
of Nursing andfor Staff Development
Coordinator on catheter care/infection
control to Include glove removal and hatd
washing on 04/16/14-04/25/14,

At andit of 10 catheter care ohsarvations
will be conducted by the Staff
Development Coordinator and for Unit
Managers weekly x4 weeks thett monthly
x2 months snd/or until 100% compliance,
Results of the findings will be reported to
the Quality Assurance Performance
Improvement Comsmitize x3 monthg or
until 100% compliance is achieved. The
Quality Assurance Performance
Improvement commitiee consists of the
Administrator, Director of Nurging,
Assistant Dvircctor of Nursing, Unit
Managers, Therapy Manager, Staff
Development Coordinator, Social Services
Degpartment, MDS Coordinators,
Maintenance Director, Laundry Director,
Admissions Director, Business Office
Manager, Housekeeping Director, Medieal
Records, Dietary Director, Activity
Direetor, asid Medical Director,
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| was performed,

The findings included:

Observation of urinary catheter care on April 16,
2014, at 9:05 a.m., in the rasident's room
revealed Certified Nursing Assistant (CNA) #1
denned gloves and cleaned the resident's urinary
catheter and resident's genital area with wash
cloths. Continued observation revealsd CNA #1,
without removing the soiled gloves, touched the
resident's arm, the bed |inens, adjusted the head
of the bed, placed the bottie of perineal wash |
solution in the closet, and pushed back the I
privacy curtain,

interview with CNA #1 in the hall way outside the
resident's room, on April 16, 2014, at 9:20 a.m.,
confirmed the CNA had failed tg remove sofled
gloves prior to touching other objects in the
resident's room.

Interview with the Infection Control Nurse on Aprit
18, 2014, at 2:15 p.m., in the infection control
office confirmed the facility had failed to maintain
infection controf practices for proper hand
hygiene by not removing the soiled gloves and
washing the hands prior to touching the objects in
the resident's room after the urinary cathetsr care
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