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N 646| 1200-8-6-.06(3)(k) Basic Services Ness | N6dd
. _ 1-10-2016
(3) Infection Control. How the corrective action(s) will
be accomplished for those
(k) Space and facliities for housekeeping i
equipment and supply storage shall be provided residents found to have been
In each service area, Storage for bulk supplies affected by the deficient practice.
and equipment shall be located away from patient
care areas. The building shall be kept in good B wing shower room cabinet was
repair, clean, sanitary and gafe at all timas. locked on 12/8/15. Disinfectant
cleaner in C wing shower room
was locked on 12/8/15. Bleach
This Rule is not met as evidenced by cleaner removed from Room 207
Type C Pending Penalty #18 and locked on 12/8/15. Dakins
Tennessee Cade Annotated 68-11-804(c)18: removed from Room 266 and
Cleaning supplies, toxic substances and locked up on 12/8/15. Tiles in the
equipment shall be secured at all times to prevent B Wing Shower room and the
e o room off of it were repaited on
12/21 /15, The black gubstance on
Based on observation and interview, the facility top of the walls and ceiling were
failed to ensure safe storage of toxic chemicals in cleaned on 12-7-15. The faucet in
2 of 8 (B wing shower and C wing shower) and 2 C wi .
wing Shower Room was repaired
of 129 (Room 207 and 266) resident rooms.
( ) on 12-28-15. Feces on the trash can
The findings included: was cleaned on 12-8-15. The clear
a5 stors curing il o bag of dirty clothes was removed
- Observations during Intial fouf Of on 12/8/15. The disinfectant
beginning at 9:30 AM, revealed the following: )
ginning g cleaner was locked up on 12/8/15.
a. B wing shower room - unlocked cabinet with Room 124 was deep cleaned on
disinfectant cleaner in a spray botlle. 12/16/15 and 12/23/15. Room 194
b. € wing shower room - disinfectant cleaner
sitting on heating ventilation air conditioning unit. was deep cleaned on 12/14/15.
c. Room 207 - foaming bleach cleaner sitting on Room 182 was deep cleaned on
the back of the toilet. 12/16/15. Room 186 was cleaned
d. Room 266 - Dakins sitting on bedside table 12/28/15 and again on 12/29/15.
between the beds. " l
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N 845| Continued From page 1 N 645 This room was what was causing
Inferview with the Administrator on 12/10/15 at the offensive odors on D hall. 15.
8:06 AM, in the B wing chower room, the An outside contracted company is
Adrainistrator was asked if it was appropriate to coming on 1-1-16 to pressure wash
for chemicals to be unattended in the common il shower 100mS
areas or resident rooms. The Administratar :
stated, "No, it's not.”
' How the facility will identify
other residents having the
potential to be affected by the
Type C Pending Penalty #19 , same deficient practice.
Tennesses Code Annotated 68-11-804(c)19: All residents have the potential to
The nursing home shall be clean and sanitary be affected.
and in good repair at all times.
Rased on policy review, observation and What measure will be put in
interview, the facility failed to ensure the place or systemic changes made
environment wasg safe and sanitary as evidenced 1o ensure that the deficient
by files broken or missing, black and brown ctice will
substance on the walls and ceiling, leaky faucet, practice not recur.
faces on the edges of the trash can, clear trash ) )
hag with dirty clothes on the floor, disinfectant 100% of Certified Nursing
cleaner siiting on the heating, ventilation and air Assistants, licensed nursing staff,
conditioner (HVAC) unit, dirty grout, dirt puild up aun .
on wheels of a shower chalrs and foul offensive } . dtry/housek:icfpn-{g s]faiff, and
odors in 2 of 8 (B wing shower room and C wing mamtenance staff will be -
shower room) shower rooms, 3 of 8 (memory serviced on the Storage of Supplies
care unit hall, 100 hall, and D hall) halls. Policy, Maintenance Work Order
: Policy, and the Cleaning and
The findings included: T ) >
he findings included Diginfecting Environmental
1. Review of the facility's "Cleansing and Surfaces Policy by 1-10-16. The
Disinfection of Environmental Surface” pmii?yb Director of Nursing or designee
documented, " Environmental surfaces W | be Adimini ot .
cleaned and disinfected according (o current CDC ( fgqmirgsn'atsmﬁ;,f?ssmant Director
[centers of disease control] recommendzations for 0 ma 1 _DeVCI()pment
disinfection of healihcare facliities and the OSHA Coordinator, Maintenance
[ucct_lpationai safety and health Director, or Unit Managers) will
gfiiglgzgatlmlﬂioodbome Pathogens conduct the in-servicing, A Shower
Division of Health Care Facllittes Room Audit and Room Rounds
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N 645 | Continued From page 2 ness | avdit will be GOI‘}Pleth by.ﬂle
Director of Nursmg or designee
Review of the facility's '7-Step Daily Washroam (Ammamr,'A881stmt Director
Cleaning” poliey documented, . Clean and 1 of Nursing, Mainfenance Director,
Sanitizi tSlr;)h; and Tr.;tl::d Usa; Gergnici(d}? fo cief(ain ot Unit Managets) 2x/week X 4
the sink o be sure it is disin ected... Clean an eckly x 4 weeks
; . en w x 4 weeks,
Sanitize Commode - The commode includes the weeks, th v x 2 lY ting for
tank, the seat, the bowl and the base... Spot then monthly X % 100 B Y
clean the walls... Use proper rnop and germicide distepalr, cleanliness, and storage
solution to disinfect the floor... Be sire to run mop issues.
along edges and never push dirt into corners. =
». Obsetvations during initial tour on 12/8/15 and How the facility will onitor .
beginning at g:30 AM revealed: corrective actions fo ensure the

B Wing Sh th nunk of th deficient practice is being
a. ng Shower - there was & ¢ unk of the : ) Ao
f reshold tle in the shower, a chunk of tile off 2 corrected and will notxe

wall corner wall, There was a room off of this

shower that was being used as eguipment The Director of Nursing or

storage, the ile was punched in around the designee (Admi {atratot, Agsistant

amergency call light by the toilet and there was Director of Nursing, of

an unknown black and hrown substance on the Y . .

top of the walls and the celling. Maintenance Direotor) will present
the findings of the Shower Room

b. C Wing Shower Room - there was running Audits and Room Rounds Audits X

water in the sink with the faucet unable fo turn the ;

water off, feces on the edges of the trash can, 4 months to the Quality AsSUranco

clear trash bag with dirty clothes on tha floor, Performance Tmproyement

disinfectant cleaner sitting on the HVAC unif, . Committee (Members of the

grout dirty and dirt build up on wheels of a 6 Quality Assurance Performance

shower chairs. . . i .
Committee include: Committee

3. Observations on the memory care unit hall Chairperson — Administrator;

outside of room 124 on 12/5/15 at 2:50 PM, Director of Nursing; Asgistant

revealed a strong offensive odor. Director of Nursing; Medical

4 Observations on the 100 hall outside of room Director; Dietary Directof;

104 on 12/7/15 at 2:256 PM, revealed a strong Pharmacy Representalive, Social

offensive odor. Services Director; Activities

Observations on the 100 hall outside of room 182

Pivision of Heallh Gara Facilities
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Director, anixonmcntal DiIGC:tUI:’
Safety Representative; Infection

N 645 | Continued From page 3
on 1217116 at 2:30 P, revealed a strong urine

odot. Control chresentativdﬂtaff
Development Coordinator;

5. Observations an D hall on 12/8/15 at 7:20 AM Rehabilitation Directox; and

and 12/9/15 at 11:15 AM. revealed a strong Medical Recor ds Director.) for

offensive odor.

further recommendations and/or

6. Interview with the Administrator on 12/10/15 follow up as needed.
at 8:05 AM, In the B shower room, the
Administrator confirmed the proken tiles was not
safe. The Administrator was asked If it was
appropriate to for chemicals to be unattended in
the cormnmon areas of regident rooms. Thea

Administrator stated, "No, it's not."

interview with the Administrator, Housekeeping
Supervisor (HKS) and the Director of Nursing
(DON) on 12110115 at 8:30 AM, the HKS was
asked if he considered the shower rooms to be
clean and sanitary. The HKS stated, "No."

Interview with the Administrator on 12/10/15 at
9:15 AM, in the main foyer, the Administrator was
asked if it was aver appropriate to have odors In
t'r;? common areas. The Adminigtrator stated,

" D‘ll'

1200-8-6-.06(9)(1) Basic Services

N765

1-10-201

(9) Food and Dietetic Services.

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient pr actice.

() Food ghall be protected from dust, fiies,
rodents, unnecessary handling, droplet infaction,
overhead leakage and other sOurces of
contamination whether in storage of while being
prepared and served and/or transported through
hallways.

This Rule is not met as evidenced hy:

Divisian of Heaith Gare Facillties
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N 765 | Continued From page 4 N 768 Outdated food and undated food

Type C Pending Penalty #22 was thrown out on 12-7-15. Wet
nesting of pans was corrected on
12-7-15. Cleaning and repaiting of
the dusty and rusty ceiling lights

Tennessee Coda Annotated 68-11-804(c)22:
Food shall be protected from dust, flies, rodents,
unnecessary handiing, droplet infection, overhead

leakage and ather sources of contamination, and dusty ceilings will be

whether in storage or while being prepared and completed by 12-3 1-15. Steam
served and/or transported through hallways. tab}e will tfe replaced: by 1-10-16.
pased on policy review, observation and Hair restraints are being WorD and
interview, the facility failed to ensure food was beard guards were ordered on 12-7-
prepared and served in a sanitary manner as 15. Chemicals in the food

avidenced by outdated food, opened food without
an open date, wet nasting of pans, dusty and
rusty ceiling lights, dusty ceflings, dirt bulld up

preparation, area Was corrected on
12-8-15. Hole in the ceiling next to

under the steam table, tack of appropriate halr the ice machine was repaired on

restraints worn by staff and chemicals in the food ' 12-30-15.

preparation area. The facility had a census of ‘ -
170 with 156 of those residents receiving a meal How the facility will identify
tray from the kitchen. \

, other residents having the
The findings Included: potential fo be affected by the

game deficient practice.

1. Observations during kitehen four on 121715
peginning at 10:20 AM, revealed the following:

a. 15 - 6 ounce (0z) containers of fat free All residents have the potential t0

strawberry yogurt stored past the use date of be affected.
12/41156. '
b. 36 - 4 oz containers of strawberry banana What measure will be put in

ogurt stored past the use date of 11/30/15.

‘(!‘,. A% gallon of buttermilk stored past the use by place or systemic changes made
date of 11/28/15. to ensure that the deficient

d. Twa 20 oz opened loaves of light bread without practice will not recur.

an open date.

e. Seven 20 oz loaves of light bread stored past

the use best by date of 12/5/15. 100% of dietary personnel will be
£ Two 11 oz packages of opened hamburger in-se:;viced on the dietary

buns without an open date. qanitization Policy, Employee

g. Four 11 0z packages of hot dog buns stored Hygiene an d Sanitary Practices

past the use pest by date of 11/14115.

Divizion of Health Care Faciilties
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N 765 | Continued From page 5 N 765 Policy, Storage of Pots, Dishes,
Flatware, and Utensil Policy,
Interview with the Certified Dietary Manager Refrigerators and Freezers Policy,
(CDM) on 12/715 at 10:20 AM, in the kitchen, the Food Prep Policy and the Dietary
CDM was asked about the expired foods and Copsiderations for Residents
foods without an open date. The CDM stated, I - . o
cant belleve it, that's the milkman. | have to Policy by the Registared Digotim)
wateh them [pread men] or they will bring me out ok Dietary Man.age:r by 1-10-16. A
of date stuff." The CDM stated, “I've told thern ' dietary audit will be completed by
and told them they have to date stuff when they the dietary manager twice weekly x
open it. : 3 months looking for :
5. Review of the facility's "Storage of Pots, undated/unlabeled food, steam.

Dishes, Flatware, Utensils" policy documented, table clean and free of debris
" _Pots, dishes, and flatware are stored in such a buildup, expired food, chemicals in

way to prevent contamination by splash, dust, food prep area

ts, of s... Aird Wi prep % .

pests, or other means... ATty Rete cookware/utensils/equipment not
Observations in the kitchen on 1217116 at 10:25 gstored wet, and ceiling

AN revealed the following: lights/ceiling free from dust and

a. A stack of 7 baking sheets stored wet nested Surin :
and some had flour remnants on them. rugt, and en gthereisa 3 day

b. 12 deep pans stacked wet nested. supply of emergency food on hand.
c. A hole in the wall next to the ice machine.

d. Ceiling and ceiling lights were dusty and/or
rusty.

a. Underneath the steam table had thick dirt In
the edges.

3. Review of the facliity's "Preventing Foodborne
liness-Employee Hygiene and Sanltary
Practices" policy docu mented, "...Food Services
amployees shall follow appropriate hygiene and
sanitary procedures to pravent the spread of
foodborne illness... Hair nets or Gaps and/or
beard restraints must be wom to keep hair from
contacting exposed food, clean equipment,
utensils and linens...”

Ohservations on 12/7/15 at 10:50 AM, revealed

Dietary Staff_(DS) #1 with a surgical mask on his \ \
Division of Pealth Gare Facillties
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85 i N 785 .
N 765 Continued From page 6 How the facility will monitor its

chin with facial hair on the sides of his fa;:e and
moustache uncovered,

Obseryations on 12/7/15 at 10:50 AM, revealed
DS #2 algo had surgical mask covering the facial
hair on his ¢hin with facial halr on the sides of his
face uncovered.

The CDM turned around and told the dietary staft
to "Put 2 masks on If you have to."

4. Review of the facility's "Poisonous and Toxic
Materials" policy documented, "...0Only poisonous
anid toxic materials that are required to maintain
Kitchen sanitation shall be permitted in the pot
washing and dishwashing areas, but may not be
stored or uged in the presence of food..."

Observations on 12/8/15 at 5:15 PM, revealed a
green bucket sitting under the food preparation
table with a sudsy liquid Inside.

Interview with the CDM on 12/8/15 at 5:16 PM, In
the kitchen, the CDM was asked what was in the
green bucket. The CDM stated, "It's just some
sanitizer." The CDM was asked if it was
acceptable to have & hucket of sanitizer around
food. The CDM stated, "it's just what we use fo
clean."

corrective aciions to ensure the
deficient practice iy being
corrected and will not recur.

The result of the Dietary Audit will
be presented by the Dietary
Meanager or designee
(Administrator, Divector of
Nursing, Assistant Director of
Nursing) to the Quality Assurance
Performance Improvement
Committee (Members of the
Quality Assurance Performance
Committee include; Committee
Chairperson — Administrator;
Ditector of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Directorx;

" Pharmacy Representative; Social
Yervices Director; Activities
Director; Environmental Director/
Yafety Representative; Infection
Control Representative/Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) X 3
months for further
recommendations and/or follow up
as needed.
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