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F 000 | INITIAL COMMENTS

No deficiencies were cited as a result of the This plan of correction constitutes a

complaint investigation. Event 1D VMJO11. ‘f’}'rgttae][‘a;g‘f}gagi‘;”;ﬁg;}?gg’?gfci’{]is an
F 441 | 483.65 INFECTION CONTROL, PREVENT : F ] e o tone ot coratitate o
§5=D | SPREAD, LINENS admission or agreement by the

provider of the truth of the facts alleged

The facility must establish and maintain an or the correctness of the conclusions set

Infection Control Program designed to provide a forth on the statement of deficiencies.

safe, sanitary and comfortable environment and The plan of correction is prepared and

submitted solely because of requirements

1o help prevent the development and transmission
under state and federal law.

of disease and infection.

{a) Infection Control Program
The facility must establish an Infection Controt s

Program under which it - Residents affected by practice:
{1} Investigates, controls, and prevents infections Nurse #1, Nurse #2, and CNA #1 were
in the facility; educated on June 9, 2011 regarding 7/01/11

performing correct infection controt

2} Decides what procedures, stich as isolation, : - :
(2) P practices regarding hand-washing and

should be applied o an individual resident; and

: (3} Maintains a record of incidents and corrective glove usage. _
actions refated to infections. Nurse #1 and Nurse #2 were educated !
on June 9, 2011 regarding performing
(b} Preventing Spread of Infection acceptable infection control practices
(1} When the Infecticn Control Program during treatment procedures,

determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

Residents having the potential to be
affected by practice:
‘Current residents have the potential

(@) The fgciliiy m'ust prohib}t empioyegs W"_h a to he affected. Nursing staff education
communicable disease or infected skin lesions regarding performing acceptable Infection
from direct contact with residents or their food, if control practices during resident care will
direct contact will transmit the diseass, be completed by 7/1/11. Education on
(3} The facility must require staff o wash their infection control practices specific to
hands after each direct resident contact for which glove usage during resident care and

wound care has heen added to the general

ing is indicate
hand washing is indicated by accepted orientat[on of new nursing employees.

professional practice.

{c) Linens
Personne! must handle, store, process and

LABORATORY DIRECTOR'S/OR PROVIDER/SUPPLIER REPRESENTATIVE'S § THRE ‘ HILE (X€) DATE
%@/&J Ao At paigintrotor 23/

Any deficiency slatement er!die(g with an asterisk {*) deéotes a deficiency which the instlution may be excused from correcling providing it is determined that
other saleguards provide sufficient protection to the patients. (See instructions.) Except for nursing fonmes, the findings stated above are disclosable 90 days
following the date of survey whether or nola plan of correction is provided. For nursing homes, the above findings ard plans of correclion are disclosable 14
days following the date these documents are made available to the facility. [f deficlencies are ciled, an appiroved plan of correction Is requisite to continued
program parlicipation.
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F 441 | Continued From page 1 F 441
transport linens so as to prevent the spread of )
in{eclfon P P This plan of correction constitutes a
. written alleégation of cornpliance,
freparation and submission of this plan
of correction does not constitute an
admission or agreement by the
This REQUIREMENT ia niot met as svidenced provider of the truth of the facts alleged
by: Or the corrgeiness of the conclusions set
Based on observations, record raview and staft farlh on the statement of deficlencles.
interviews the facilily failed to ensure that staff :Sg ngl't'::(?fs g;:er[;c;régg l:epggpﬂ;w and X
N . . u requirements
remove their glovos gnd wash their h‘ands prior to under state and faderal law.
handling ¢lean supplics for 2 of 3 reaidents
obsarved receiving care (Residont #82 and 141)
und failed to remove soiled gloves afler
incontinent care prior to applying barrier cream
far 1 of 2 residents observed to recaive System changes;
incontinent care. (Resident #67). The findinge Staff will be educated during generai
include: arientatlon regarding infection contral
practices related to resident care.
1. Resldent #89 was admnt!ed to tha‘facilily on The Clinical Compatency Coordinator
112111.1 and had a diagnosis of Hemiarthroplasty andfor designee will randomly obgerve
Left Hip. nursing staff providing resident care with
acceptable infection control techniques daily
On 6/8/41 at 11:30AM. Nurse #1 was observed to for two weeks, then 3 times per woek for
provide wound care for a pressure ulcer on lhe 2 weeks, then 2 times per week for
resident s loft heel. The nurse was observed to 2 weeks then monthly thereafter,
don gloves and,;;Iean the wnurlwddwng salli}e Maintain complisnce:
soaked gauze. The nuree apphga a dressing and The audits performed by the Chnical
wrapped the hael wilh gauze. The nurse then Compeatency Coordinator andfor deslgnee
applied skin prep to the resident " s right heel and will be reviowed by the Performance
put socks on the resident ' s feet The Nurse was Imbrovemenr/Quality Improvement team 7/01/11
observed to coliect the unused dressing supplies o identify trends in practice and any
and place in a plastic bin while wearing the same changes in protacol. The audits will be
gloves womn o provide wound care. The nurse g:}oa‘;fwtlfgptﬂfvgﬁfgﬁ’fg ?;;L’Pepc"o"'emew
then removad her gloves and washed her handa. ¢ rmonthly for 3 months and then quarterly.
In an interview on 6/8/11 at 12:56 PM, Nurse #1 ;
stated that she should have removed her gloves
and washed her hands before handling the clean
FURM CMS-2587(02-89) Frovious Versionx Obsoleto Evenl IR VMJO11 Facifity 1D 523332 If continustion sheel Page 2of 6
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dressing supplies. The Nurse stated that each
resident was assigned a bin for dressing supplies
and the bins were stored in the medication room.

The Staff Davelopment Coordinator stated in an
interview on 6/9/11 at 8:57 AM that the nurse
should have removed her gloves and washed her
hands before handling the clean dressing
supplies.

The Director of Nursing stated in an interview on
5/9/11 at 9:38 AM that the nurse should have
removed her gloves and washed her hands
before handling the clean dressing supplies.

The Administrator stated in an interview on 6/9/11
at 10:12 Al that the nurse should have
removed her gloves and washed her hands prior
to handling the clean dressing supplies.

2. Resident #141 was admitted to the facility on
5171 with diagnoses including Sacral
Decubitus.

On 6/8/11 at 3:49 PM, Nurse #2 was observed to
provide wound care for Resident #141. The nurse
was observed to don gloves and clean the wound
with saline soaked gauze. The nurse used gauze
fo apply an ointment that promotes healing to the
outer edges of the wound and then used gauze to
apply an ointment used to debride dead tissue (o
the center of the wound. The nurse then applied a
dressing over the wound. At the completion of
care the nurse handled one of the tubes of
ointment while wearing the same gloves used to
provide wound care.
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Nurse #3 stated in an interview on 6/8/11 at 4:15
PM that she should have removed her gloves and
washed her hands before {ouching clean items.

The Staff Development Coordinator stated in an
interview on 6/9/11 at 8:52 AM that the nurse
should have removed her gloves and washed her
hands before handling clean supplies.

The Director of Nursing stated in an interview on
6/9/11 at 9:41 AM that the nurse should have
removed her gloves and washed her hands
before handling cfean supplies.

The Administrator stated in an interview on 6/8/11
at 10:20 AM that the nurse should have removed
her gloves and washed her hands hefore
handling clean supplies.

3. Resident # 67 was admitted to the facility on
1243010 with diagnoses including Chronic Left
Hip Dislocation, Urinary Retention and Demenitia.

During an observation on 6/8/11 at 11:45AM,
Nurse Aide #1 entered Resident #67 ' s room,
closed the door and gathered supplies to perform
incontinence and catheter care, NA #1 washed
her hands and donned gloves. NA #1 then
performed catheter care and inconfinent care
using a washclothiand peri-wash, NA#1 was
observed 1o ¢lean between the resident * s labia
with downward motion and then preceded to
clean the catheter tubing away from the resident.
NA #1 then rolled the resident to her right side
and washed the resident ' s buttocks. She then
dried the resident. NA #1, at this point, turned
with her gloves still on and opened the resident's
drawer and pulled out a botlle of otion. NA #1
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then squirted the lotion onto her gloved, right
hand and applied the fotion to the resident' s
buttock area. NA #1 then placed the lotion bottle
back on the fop of the dresser. NA#1 then
removed her gloves and carried the bath basin to
the bathroom, re-gloved and rinsed out the basin.

During an interview with NA #1 on 6/8/11 at

. 12:05PM she stated that she should have
removed her dirty gloves before reaching into the
drawer for the lotion and then re-gloved with
clean gloves to apply the lotion.

During an interview with the Staff Development
Coordinator (SDC) on 6/8/11 at 1,:30PM she
stated that the nursing staff is expected to
change their gloves between dirty and clean
procedures.

During an interview with the Director of Nursing
on 6/9/11 at 9:15AM she stated that nursing
assistants should always change their gloves and
wash their hands between going from diry to
clean procedures.

F 441
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F 000 | INITIAL COMMENTS F 000

No deficiencies were cited as a result of the
complaint investigation. Event 1D VMJO11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency statement ending with an asterisk (*) denofes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facilily. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 012§ NFPA 101 LIFE SAFETY CODE STANDARD K012 Eﬁiftgfglfé;ﬁ?féﬁ%'fo?oﬁ?gﬁﬁgfs ’
58=D Preparation and submission of this ptan
Building construction lype and height meels one of correction does not constitute an
of the following. 19.1.8.2, 19.1.6.3, 19.1.6.4, admission or agreement by the
19.3.5.1 provider of the truth of the facts alieged
KN ) or the correctness of the conclusions set
forth on the statement of deficiencies.
The plan of correction is prepared and
submitted solely because of
. regulrementsunder state and federat law.
; This STANDARD is not met as evidenced by:
, 42 CFR 483.70(a)
: By observation on 6/28/11 at approximately noon | K 012
the building consiruclion type was non-compliant, | . .
- specific findings Include: paperback insulation Corrective Actioi to ensure paper
used in the outside wall soffel connecting the | backed insulation removed from
business office to the dining room above the i facility premises,
glass windows and above the fire separating wall. L
K 051! NFPA 101 LIFE SAFETY CODE STANDARD Kog1|  Facility will have all paper backed
8S=D insulation removed fom facility by
i A fire alarm system with approved compenents, contractor.
! devices or equipment is installed according to . . )
NFPA 72, National Fire Alarm Code, to provide Corrective Action for those with
effective warning of fire in any part of the building. potentinl to be affeeted,
Activation of the complete fire alarm system is by Maintenancs Director will inspect !
manual fire alarm initiation, automatic detection or facility to ensure no paper backed ;
extinguishing system operation. Pulf stations in i insulation exists. ;
patient sleeping areas may be omitled provided . L. :
that manual pull stations are within 200 feet of i | Systemic Changes to Prevent Deficient |
nurse's stations. Pull stations are focated in the | ;| Practice, ) . i
path of egress, Electronic or written records of | | Maintenance Director will inspect all ;
{ests are available. A reiiable second source of | | newly installed insulation to ensure no
' power Is provided, Fire alarm systems are paper backed insulation is installed.
maintained in accordance with NFPA 72 and
records of maintenance are Kept readily available, How will Corrective Acti
 There Is remole annunclation of the fire atarm monttored? e Action be
; system to an approved central siation.  19.3.4, | M provedt ] )
96 ] aintenpance Director and maintenance
. ! staff will ensure they are subcontracted .
! with vendors whe do not use paper 07/2()/29; 1

backed insulation.

LABORATORY D]RECTOR&O%‘:ROVIDEWSUPPUER REPRESENTATIVE'S SIGNATURE

S renss Fyetor
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Any defliciency slatement endmg{wuh an astarisk )@’encles a deficiency which the Inslitution may be excused from correcting providing it is dete:mmed thal
other safeguards provide sufficient protaction o the patlents. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 80 days

- lion is provided. For nursing homes, the above findings and plans of correction ate disclosable 14
@e@ :@)Ie lo the facility. If deliciencies are cited, an approved plan of cofrection is requisite 1o continued
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K051
K 051 { Continued From page 1 K 061
Corrective Action fo ensure |
smoke heads work properly as well as g
telephone dialer .
Facility maintenance staff’ will engage BFPE
to replace smoke head, pull station and
ensure phone aute dialer will remain out of
“irouble mode”,
This STANDARD is not met as evidenced by: Corrective Action for Those with Pofential
42 CFR 483.70(a) fo b‘e al‘fcctc(!.' . o §
By observafion on 6/28/11 at approximately noon Maintenance Director w[!! inspect facilily I
. : . smoke heads and pull stations to ensure that
the .ﬂre a.la[m system was non-compliant, specific they will remmain free of alarms. Ali puld
findings include; . . statlons will be inspected in order to ensure
A. The smoke head in the activitles room all are operable
sounded the building fire alarm system during the
survey. The head could nof be cleaned and reset Systemic Changes to Prevent Deficient
so il was removed. Replacement units were Practice.
ordered during survey. Maintepance Director will perform montiily
B. The telephone line component of the fire inspeetions of facility smoke heads and pull
alarm system was in a trouble condition during stations in order to ensure they remain fully
the survey. functional.
C', The pull station handle at the 1st floor dining How will Corrvective Action be menifored?
exit was broken. Maintenance Dircetor and staff will ensure
K 062 NFPA 101 LlFE SAFETY COoDE STANDARD K 062 pg[iod{c systen inspcctions are ])Ci‘[bl'med
S58=0 routinely by BFPE, Results of inspections
Required automatic sprinkler systems are will be reviewed by tire Administrator 2011
continuously maintained in reliable operating weekly x 3 months. "
condition and are inspected and tested
periodically,  19.7.6, 4.6.12, NFPA 13, NFPA
25,975 :
K 062
Correclive Aetion to ensure
This STANDARD is not met ds evidenced by: ;gﬁ;‘:ﬂj;::;ﬁ:"‘}igilst[::":e'(';'::t siems are
42 CFR 48?.70(8) ) { inspected and tosted periodicnily, t
By observalion on 6/28/11 al apprommately noon I t  Facility Maintenance Director will engage :
the following sprinkler systems items were ‘ _BFPE to procure and instal! 2 new sprinker '
non-compliant, specific findings include, gauges. Both gauges will be catibrated when
A. The facility could not confirm the sprinkler | instatled. Outside betl will be replaced also. 07/221201%
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f K062
I
K062 | Continued From page 2 K062| ' Corrective Action for Those with Potential
system gauges had ba cslebrated within ihe pas to be affected, o .
5 years - Maintenance Director will inspect sprinkler
p— PP { gauges periodically (mon{hly) and record the
,{3 ; The sprinkler systom Ce:,ﬂ ffication noted the i results of the inspection on a Performance
outside bell does not work”. i Improvement log. Sprinkler tests will include
K 067 1 NFPA 101 LIFE SAFETY CODE STANDARD i KOB7! (ests of audible alarm. . Lolo7i2212011
88=D
Healing, ventilating, and alr conditioning comply Systemic Changes to Prevent Deficient
with the provisions of section 9.2 and are instafled Practice,. )
in accordance with the manufacturer's Facility will contract with oulside vendor to
i specifications.  18.5.2.1, 9.2, NFPA 90A, inspeet sprinkler system and insure proper
19.5.2.2 ! ! function and alarm capabitity as per Life - SI'ZUI.I
T Safety Code,
How will Corrective Action be monitored?
Maintenance Director and staff will ensure i
; periodic system inspection is performed
This STANDARD is not met as evidenced by: ! routinely by both facility staff as well.as
Y y St i .
42 CFR 483.70(a) | outside vendor, Results of inspections will be
: By observalion on 6/28/11 at approximately noon reviewed by the Administrator weekly x 3 0712242014
i the Heating, Ventilating, and Air Conditlon months.
(HVAC) system was non-compliant, specific
findings include; during testing of the fire alarm
system, when testing for HVAC shut down, the TK 067 =
reiurn at nurses station #3 was not working.
Upon further .dis.cussior] the unil was under repair Correetive Action 10 ensure
and not functioning during the survey, Heating Ventilating and Alr Conditioning
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 1441 comply with provisions of section 9,2 and
S8=D are installed iy accordnnce with the
Generators are inspecied weekly and exercised { Mmanulcturers specifications.
under load for 30 minutes per month in : i Factiflly Maintenance Director has replaced
. nen i i
accordance with NFPA 99, 3.4.4.1. l upctional relay unit at Nurse Station #3, 07/04/201 1
i Corrective Action for Those with Potentinl
; 1o be affected, !
] ! Maintenance Director will inspect alt HVAC :
! - units [o ensure proper funclion and operation
! i in accordance with Life Safety Code,, all
i i matfunctioning units will be referred to
1 i ouisid 1 i
: ; uiside vendor for repair, j‘ 212212011
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This STANDARD is not met as evidenced by;

42 CFR 483.70(a)

By observation on 6/28/11 at approximately noon
the following operational inspection and testing
was non-compliant. Specific findings include:
documentation for monthly load test was
conducted without recording percent rated load or
temperature rise. A load bank test had not heen
completed within the past year. ‘

NFPA 99 3-4.4.2 Record keeping. A written
record of inspection, performance, exercising
period, and repairs shall be regularly maintained
and avallable for inspection by the authority
having jurlsdiction,

| NFPA 110 6-4.2 (1999 edilion) generator sets in '
| Level 1 and Level 2 service shall be exercised at
least once monthly, for a minimum of 30 minutes,
using one of the foliowing methods:

(a) Under operating temperature conditions or at
not less than 30 percent of the EPS nameplale
rating

(b) Loading that maintains the minimum exhaust
gas temperatures as recommended by the
manufacturer,

NFPA 110 6-4.2.2 (1999 edition) Diesel-powered
EPS installations that do not meet the
requirements of 8-4.2 shall be exercised monthly
with the available EPPS load and exercised
tannually with supplemental loads al 25 percent of
nameplate rating for 30 minutes, followed by 50 ¢
percent of nameplate rating for 3¢ minutes, ;
i followed by 75 percent of nameptate rating for 60
! minutes, for a total of 2 continuous hours, (load |
bank testing)

E
|

Systemic Changes to Prevent Defieient
Practice,

Facility will contract with outside vendor to
perform periodie inspections of heating and
air conditiening units,

How will Cerrective Action be monitored?
Maintenance Director and maintenance stalf
will ensure periodic system inspection is
performed routinely by both facility staff as
well as outside vendor.Resuits of inspections
will be reviewed b the Administrator weekly
X 3 months.

K 144

Corrective Action (o ensure
Generators are inspecied weekly and
exercised under lead for 30 minutes per
month in accordance with NFPA

. Mainlenance staff will run weekly generator
tests, Generator will be perfoimed under toad
for 30 minutes monthly. Annual toad bank
test will be scheduled now.

Correetive Action for Those with Potential
fo be affected,

Maintenanee Director will record resulis of
weekly generator tests. as well as monthly
load tests, Load bank test wilt be done now
and annually.

Systemic Changes to Prevent Deficient
Practice,
The results of the weekly and momhly

. genevalor tests will be reviewed by the
Administrator and routine maintenance will
be ordered in response to the outcomes,

0712212011

5
'

g4y ip SUMMARY STATEMENT OF DEFICIENCIES i 1D ; PROVIDER'S PLAN OF CORRECTION
PREFIX | {EACH DEEICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
[ K 067
K 144 | Continued From page 3 K 144

ot
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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4} ID SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X5) '
}i?{E)FIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 4 I
DEFICIENCY) ;
K-144
How will Corrective Action be monitered?
Maintenance Direclorand staff wihi ensire
periodie system inspection is performed
routinely by both Tacility staff as well as
oulside vendors as indicated, Resulis of
inspections will be reviewed by the :
Administrator weekly x 3 mouths. 0772212011
i
! i
1
!
j | |
!
; E
| !
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K000 | INITIAL COMMENTS ' K 000
There were no Life Safety Code Deficiencies
noted at time of survey.
LABORATORY DIRECTOR'S PR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE {X6) DATE

s

i) e ,ﬁff/nm cobrihpy’ /7//5 / i

Any deficiency stalement efu{ing with an asteri(sk {*) denoles a deficiency which the institulion may be excused from correcting providing it is delermined thal
other safeguards provide sufiicient proleclion to the patients. (See instructions.) Excepl for nursing homes, the findings staled above are disclosable 90 days
following the dale of survey whether or ot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are mads available lo the facllily. If deficiencles are cited, an approveg plan of correction is requisite to continued
program participation, ’
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