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254 pA83,15(h)(3) CLEAN BED/BATH LINENS iN F264] F254,SS=K
§8=E [/GOOD CONDITION
' On 8-22-12 when it was brought to our
The facllity must provide clean bed and bath attention that some of the linen was tormm  {9-20-12
linens that are In good condition. and stained, all the linen was removed
from the hallways and inspected. Any
: line d to be tom or stained was
This REQUIREMENT s not mt as evidanced e o and scplaced srth now Tinen,
Y :
Based on obssivations, record review, residant ; .
and staff interviews, the facility falled to provide Afit} reSgi;mfhhadnthee%o:{?g;?;g beirhe
linens In acceptable condition for use by residents atlected by e] a].cg e £ ly :
as evidenced by stalned and torn linens found on remainder of all linen in the facility was
the linen shelves in the linen room and on 4 of the inspected prior to being used. All stained
4 hall iinen carts In the facllity. Findings include: or torn linen was removed from use and
‘ replaced with new linen
Upon review of the resident councii minutes for
the 03/27/12 councll mesting, it was noted that All faundry personnel have been
residents were complaining of running out of in-serviced as of 9-6-12 on the importance
washcloths and towels. of inspecting all linens for stains and
tears as they are being folded. Those
DUI]HQ an inteNieW with Nurse Alde #1 (NA#1 ). linens founi; to be Stagined are to be
on 08/22/12 at 3:30 PM, she staled the tinens rowashed to see if the stains can be
esgecla!ly the washeloths and towels were removed. If the stains cannot be
stained to the polnt that she would not use them removed they are fo be discarded
on her residents. She stated she would throw All i Y tob d. &
them in the trash, NA#1 commented that she torn finens ar to be Iemov; om
had purchased washcloths from her own funds use and discarded and/or used for
for use on the restdents because of the condition cleaning rags.
of the facllity ' s iinens, NA#1 stated the linens _ _
were stalned due to the bleach line not feeding Nursing Staff were educated regarding
into the washing machines. the process for removing linen from use
if it is stained or torn. ‘This education
During an observation of the facllily ' s was completed on 8-27-12,
Jaundryfiinen room on 08/22/412 at 3:50 PM, ltwas
noted that linens were beling folded by laundry The Laundry Supervisor will audit the
room staff (LRS#1). When quesqoned as to the linens in the laundry room to check for
inspaction process for the facillty * s clean linens, torn or stained linen weekly for 3
she stated as she folded the linens she inspected months to enstre that no stained or torn
LASBORATORY DIRECTOR'S QR PR WDERISUPE%R REPRESENJATIVE'S SIGNATURE = AE {X6) DATE:
o @2 LA [/ /12,

. Any.deficlency stalement ending with an asterlsk (*} denotes a deficlency which the Instilullon may be excused from correcling providing {t Is determined thel
other safeguards provide suificient protection to the patlents, (Sea Inskuctlons.) Excep! for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whather or not & plan of correciion is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documenls are made avallable lo the faclily. |f deficlenclas are clied, an approved plan of correction is requisite to continued

program pardiclpation,
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“| the linens that were folded and ready for

‘sheets,

- | towels and 3 torn towels, 15 stalned washcloths
| The HS inspected linens on the 400 hall linen cart

1 sheets,

them for sfains and torn areas. The LRS#1
stated If any were stalned or forn, she had been
instructed to discard those and not send them ot
into clreulation on the halls. Upon inspection of

distribution out onto the halls, it was nofed that
there were 6 slalned towsls, 3 stained wash
cloths and 2 stained bibs.

The Housekeeping Supervisor (HS) Inspected
tinens on the 100 hall linen cart on 08/22/12 at
4:00 PM, There were 16 stained lowsls and 1
torn fowel, 6 stained washcloths and 4 stalned
fitted shests and 1 torn filled shest.

Thé HS Inspected linens on the 200 hall inen cart
on 08/22/12 gt 4:30 PM. There were 9 stained
towels and 3 torn towels, 6 stained washcloths, &
stained plliow cases, 4 stained bibs, 9 sfained fiat
sheets and 1 torn flat sheet, and 4 stalned fitted

The HS Inspecled lInens on the 300 hall linen cart
on 08/22/12 at 6:00 PM. There were & stalned

and 9 torn washcloths.

on 08/22/12 al 6:26 PM. There were 10 stained
towals, 5 stained washcloths, and 2 stained fiat

On 08/22/12 at 5:40 PM, after the inspection of
the 4 linen carfs in the facility, the HS reported
that he should have been checking the linens.

He stated staff had been Instructed to Inspect the
linens as they fold them. The HS stated staff
should be pulling ahy dingy, torn or stalned linens

resident use. The Assistant Director of
Nursing (ADON) and/or designee will
also audit the linen on the hallway linen
carts weekly for 3 months to ensure that
‘no tom and/or stained lnen is on the
linen carts for residents use, The results
of the weekly audits will be discussed
during the Interdisciplinary Team
meeting weekly times 3 months,
Negative findings will be addressed if
found,

Results of the audits will be brought to

the monthly Quality Assessment
Performance Improvement (QAPI)
Conmmnittee meeting x 3 months to
evaluate the effectiveness of the plan,
Additional interventions will be developed

And implemented as determined necessary
by the Committee to ensure continued
compliance.
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HS reported that finens that were sfainad would

{ monthly basis from the laundry service. He
“andfor torn linens should not be out on the floor,

-1 than sending them to the laundry to be washed.

] assossment, the faclity must ensure that a

{ Indwelling catheter Is not catheterlzed uniless the
resldent's clinical condition demonstrates that

Continued From page 2

when folding to prevent unacceptable linens from
haing sent out for use. He also commented that
the torn linens wers used as ¢leaning rags. The

ustially be rewashed in an effort to remove the
stains. If the stains remained after the
rewashing, those linehs were elther used for
cleaning or dlscarded. He stated housekeeping
and laundry services were contracted, The HS
stated new iinens arrive at the facilily on a

comimentad 500 - 600 washcloths and 700 towels
were received on a monthly basis and stained

The HS stated that staff were using the linens to
clean up residents and discarding them rather

During an interview with NA#2 on 08/23/12 at
9:63 AM, she stated aides discard the extremely
stained washeloths into the trash, She stated
stalned linens or not having enough washcloths
was aiways a problem.

483.26(d) NO CATHETER, PREVENT UT},
RESTORE BLADDER

Based on the resident's comprshensive

resident who enters the facility without an

catheterization was necessary, and a resident
who Is Incontinent of bladder recelves appropriate
treatment and services to prevent urlnary tract
infections and to restore as much normal bladder
function as posslble,

F 264

F 316

FORM CMS-2687{02.90) Provious Verslons Obsolete

Event ID:GXOH1

Facllity 1D; 922802

1f continuallon sheet Page 3 of 16




. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/13/2012

PARTI FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
y _ A BUILDING
. 345332 B WING 08/23/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
S S 2601 DOWNING STREET SW
2 BRIAN CGENTER HEALTH AND REHAB WILSON, NG 27695
*4) Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- F-318 Continued From page 3 F 316{F315,55=D _
This REQUIREMENT s not met as evidenced Resident #168 was reassessed on 8-23-12 55515
by and placed on a scheduled toileting program.
- Based on obssrvation, record review and .
resident and staff Interviews, the facility failed to Aliresidents have the potential to be
assess 1 of 1 sampled residents (Resident #168) affected by the alleged deficient practice.
for scheduled toileting who would benefit from The Director of Nursing (DON)/designee
biadder re-training. Findings include: will reassess all SNF residents bladder
function using the “Bladder Training
Resident #168 was admitted to the facility on Evaluation” tool by 9-14-12. Any resident
3/29/12 with cumulative diagnoses of dififculty found to need bladder retraining will be
walking, blindness In one eye, and anemia. started on a bladder-retraining program.
Resident #168's Admisslon Minimum Data Set : :
(MDS) dated 4/5/12 showsd that Resident #168 e et ;Zig’ffggg)
was cognilively aware and occaslonally the Stalt Development - e ontion of th
incontinent of the bladder. Reslident #168 needed on 9-7-12 regarding notification of the
the extensive assistance of 1 person for toileting. Director of Nursing (DON), Assistant
Resldent #168 did not rejsct cars. Director of Nursing (ADON) or Staff
Development Coordinator (SDC) of any
-1 A review of the Initial Bshavioral resident’s decline in urinary continence.
Medicine/Psychlalrlc Assessment dated 4/27/12 This will be communicated using the
.1 showed a refarral due to Resldent #168 being “In-House Communication” form. The
depressec and not motivated after belng admitted Director of Nursing Assistant Director
for post knee surgery rehabilitation. The of Nursing or Staff Development
ﬁg%eﬁsz)n of the]clin[c‘i?r: was fﬂ;at Res!;:ienit) l Coordinator will complete a “Bladder
ad no previous history of depression bu - ion”
ok motivetion, Resident #160 expressed a Training Evaluatiox” for the noted change.
ack of interest but altended all activities. .
: ; . Those residents who have been evaluated
Zﬁ;ﬁ:& 1#168 was dlagnosed with depression.in and deemned appropriate for a bladder
' ' retraining program will be placed on the
Resldent #168's Quarterly MDS dafed 7/17/2 program. A “Bladder Training Evaluation
indicated that resldent #168 was cognitively form will be completed quarterly to note
aware and was frequantly incontinent of the improvement or decling in resident’s
bladder, Resldent #168 needed the sxlensive bladder function. In addition, all new
assistance of one person for tolleting. Resldent admissions will have a “Bladder Training
#1638 did not rejsct care. Evaluation” form completed and the
FORM CMS-2667(02-99) Pravious Vorsions Chaolele Event 1D:GXDIT1
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-1 A review of the undated Admission Evaluation for

dated 3/29/12 showed that Resident #1686 was

-1 Areview of the Urinary Output by Shift from the

- . | provided was that Resident #168 was frequently
conditions Resident #168 was not a good

A révlew of the Urinary Output by Shift from the

1 Approaches listed observing for Incontinence

Bowel and Bladder Training sheet showed that on
admisslon Resldent #168 was not Incontinent.

A review of the Nursing Admisslon Assessment

continent of urine on admission with occasional
incontinence.

assessment period of 3/29/12 through 4/5/12
showed Resldent #168 as baing continent of
urlne 16 times and incontinent of urine 2 times.

A review of the Quarterly Bowel and Bladder
Training shest dated 7/6/12 showed that Resident
#168 was incontinent. Under Evaluation; the box
for unabie to participate in B/B (bowel and
bladder) program was checked. The reason

incontinent of bladder and only had 1 continent
eplsode. it was determined that due to medlcal

candidate for bladder tralning.

assessment period of 7/10/12 through 7117112
showed Resident #168 as being continent of
urlhe 3 times and Incontinent of urine 21 times,

A review of Resident #168's Care Plan dated
7/17112 showed 1 continent episode and 18
incontinent episodes during the look back psriod.

episodes at regular and frequent inlervals and as
needed and providing perineal care dally and as
needed. The hoxes for prompted voiding per
established toifeting plan and schaduled volding

the resident is an appropriate candidate
for a bladder retraining program.

Systemic measures implemented fo ensure
the alleged deficient practice does not

recur include: The DON and/or designee
will audit all residents who are on a bladder
training program weekly x 4 weeks and
then monthly x 2 months for any
improvement/decline in urinary continence.
The results of the audits will be reviewed
during the Interdisciplinary Team mesting
weekly times 4 weeks and monthly times

2 months. Negative findings will be
addressed if noted.

The Director of Nursing/designee will
bring the results of all audits to the Quality
Assessment Performance Improvement
(QAPI) meeting monthly times 3 months,
The results of the audits will be reviewed
by the QAPI Committee to determine the
effectiveness of this plan, Additional
interventions will be developed and
implemented as determined necessary

by the Committee to ensure continued
compliance.

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
" PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FUILL PREFIX {FACH CORRECGTVE ACTION SHOULD BE COMPLETION
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¥ a6

~ { and were not approaches that were heing used.

‘A raview of the Kardex dated 8/23/12 which was

" approximately 3 months and that there had been
't no-change in her urlnary status.

Ty an Interview on 8/23/12 at 3:10 PM MDS Nurse

JIn an Interview on 8/23/12 at 3:37 PM Resldent

Continued From page 5
per established tolleting plan were not checked

Ateview of the Physlcian Order Shest for August
2012 listed oxybulynin chloride (& medication
taken for bladder spasins with a common side
effect of urinary retention) as one of Resident
#168's medications.

provided to the Resldent Care Specialists (RCS)
dally, showed that Resident #168 was not
continent and was not on a tolleling program.
Resident #168 needed the assistance of 1 person
for transfer/ambufation.

In an Interview on 8/23/12 at 10:48 Al RCS #3
stated that Resldent #168 was able to stand and
pivot with assistance into a chalr. She indicated
that Resldent #168 was always incontinent, She
stated that she had worked with Resident #168

#1 indicated that she was the nurse who had
performed Resident #168's Quarterly Bowel and
Bladder tralning assessment. She stated that
Resldent #168 was not a candidate for Bowel and
Bladder training due to blindness and depression.
She stated Resident #168 was also taking
oxybulynin (for bladder spasms) and had bladder
Instabillty. MDS Nurse #1 also Indicated that
Resident #168 was unmoflivated,

#168 stated that it bothered her {o bs Incontinent
and that it would help if staff could provide

F 316

FORM CMS-2667(02-99) Previous Verslons Obsolele Event |D:GXDIH4

Faclity ID: 922092 if conlinualion sheel Page 6 of 16



*DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/13/2012

FORM APPROVED
__GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%4) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY '
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. : A BULDING .
345332 B WG 08/23/2012

NAME OF PROVIDER OR SUPPLIER
BRIAN CENTER HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE
2501 DOWNING STREET SW

WILSON, NC 27898

{x4) 0
PREFIX
- TAG

. SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY)

{X5)
COMPLETICH
DATE

1 Fdis

#168 Indicated that she would be willing to do

indicated that Resident #168 was not on any

Indicated that a bladder training program would

- of Nursing {DON) indicated that o be on a

Continued From page 6

assistance to the bathroom every few hours,
Resident #168 stated that she had been continent
of urine when she had been admitied. Resident .
##168 indicated that a bedpan could be used at
night, and she would be agreeable to a bedside
commode being placed in the room. Reslident

hladder re-fralning so she would no longer be
incontinent.

In an interview on 8/23/12 at 4:09 PM Nurse 2

formal bladder tralning program. If on a training
program Resident #168 would be offered to be
taken {o the hathroom every 2 hours. Nurse #2

benefit an alert and oriented resident who was
admitted continent and who had bscome
incontinent during their stay at the facllity.

in an Interview on 8/23/12 at 5:00 PM the Director

bladder training program the resident would need
to be cognitively aware, physically able, and to
have had a decline In function. She indicated that
Resident #168's diagnoses would not affect her
belng put on a bladder retraining program. She
indlcated that she would have expected her
nurses to have put Resident #168 on a bladder
tralning/catch program. She would expect the
RCS to be checking Resident #168 frequently
and fo be encouraging Resldeni #168 o call them
to use the bathroom. She indlcated that the catch
program needed to be initlated for Resident #168
in the care tracker for the RCS.

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

F 315

F 371
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f 371 Continued From page 7

- | The facility must -
(1) Procure food from sources approved or
considered salisfactory by Federal, State or local
] authorities; and
(2) Store, prepare, distribute and serve food
undcer sanitary conditions

This REQUIREMENT is not met as evidenced
by
Based on observation and staff interview the
facllity failed to cover a food product to prevent
contamination froim pests and falled to ensure
kitchenware was dry before stacking it in storage.
Findings Include:

1. At 11:28 AM on 08/22/12 peach crisp in
dessert bowls on a food preparation table was
uncovered,

At 14:30 AM on 08/22/12 at least two files were
seen flying through the kitchen above the peach
cilsp.

At 11:33 AM on 08/22/12 a dielary alde waved
her hands above the peach crisp, as if she was
trying to keep flles away from the uncovered food
product,

Between 11:36 AM and 11:38 AM on 08/22/12
flies were seen landing on peach crisp In three
dessert bowls, making contact with the food
product and the rims of the howls.

Al 11:40 AM on 08/22/12 a cook used a

F 371] F371,58=E

On 8-22-12 it was brought to our
attention that a fly had landed on the 9-20-12 -
peach crisp. The Dietary Manager
immediately discarded the peach crisp.
Also it was brought to Dietary Manager’s
aftention that the pots and pans were
damp, the Dietary Manager immediately
rewashed the pot and pans and let them
air dry before use.

Ali residents have the potential to be
affected by the alleged deficient practice.
All dictary staff was re-educated on the
proper procedure for air-drying pot and
pans and proper procedure for covering
food items to prevent contamination, This
in-service was started on 8-22-12 and
completed on §-23-12. The Administrator
checked to ensure the fly fan was working
at the entrance door of the kitchen and that
the water bags (to prevent flies from entering
building) were still intact at the entrance
door to the kitchen and to the dining room.
The Housekeeping Supervisor washed
down the area outside the dietary entrance
door with Clorox and water,

FORM GMS-2667(02-69) Previous Verslons Obsolete Evenl ID:GXDHA
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Fan

| At 11:48 AM on 08/22/12 a distary alds began

- | 80 degrees Fahrenhelt oh the thermometer. She

Abacterla.

callbrated thermometer to check the temperature
of the peach crisp,

placing lids over the bowls of peach crisp.

At 11:50 AM on 08/22/12 the distary manager
(DM) reported the peach oirisp was golng to be
served cold the next day, She stated she would
havs concerns about serving the peach orisp
after flles landed on soms of the food product.
According to the DM, distary staff was supposed
to place sanilized trays or parchment paper held
in place by sanilized trays over food products
which were cooling or walting to be placed in
sterage in order to prevent contamination by
pests such as fliss and ghats.

Al 11:52 AM on (8/22112 the cook who prepared
the crisp stated she took it out of the oven about
thirty minutes ago. She reported when she took
the temperaiure of the peach crisp it repistered

axplained she made the crisp a day ahead, and it
was going to be served cold with a meal. The
caok commented she would have concerns about
serving the peach crlsp after flies landed on some
of the food product because the dessert would
not be heated In order to kil possible germs and

At 9:23 AM on 08/23/12 the DM stated she held
one to wo In-services for the dietary department
monthly, She reported, without looking through
her files, she thought the last time education was
provided to dietary staff about food preparation
and storage {which would have Included
information about keeplng food covered to avold

the same alleged deficient practice does not
recur include: The Dietary Manager and/or
designee will audit the pots and pans to make
ensure they are being air dried properly and
that food items which are not attended are
covered with wax paper and/or sanitized lids
4 times a week for 4 weeks and then weekly
times 2 months. The Dietary Manager will
also audit the cleanliness of the outside of the
dietary entrance door weekly fimes 12 weeks.
Negative finding will be addressed il noted.

Results of all audits will be reviewed during
the Inferdisciplinary Team meeting weekly
times 4 weeks and monthly times 2 months.

The Dietary Manager will bring the results
of all audits to the QAPI Meeting for review
monthly times 3 months, The results of the
audits will be reviewed by the QAPI

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
Continued From page 8 [ 371 | Systemic measures implemented to ensure

Committee to determine the effectiveness of -

this plan. Additional interventions will be
developed and implemented as determined
necessary by the Commiitee to ensure
continued compliance,
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- sanltized trays to keep them safe. The DM

pest contamination) was around May 2012. At
that time the DM commented staff were told to
cover food ltems with parchment paper and/or

reported when she asked the dietary alde about
waving her hands over the peach cilsp, the alde
commented she was swalling away flles which
she had seen in the Kitchen.

At 9:53 AM on 08/23/12 a dletary aide, who also
at imes performed food preparation dutles,
stated staff were told to cover food ltems after
preparing them, even when walking away for just
afow minutes, She reported she was traned to
place sanitized trays over food items to keep
pests from contaminating them.

2, During the 08/20/12 Initial tour of the kitchen,
beginning at 9:45 AM, 2 of 13 tray pans which
were stacked on top of one another ina final
storage area were wel inside. The dietary
manager (DM) stated these tray pans were
washed after the 08/20/12 breakfast meal.

At 9:16 AM on 08/23/12 1 of 3 tray pans stacked
on top of one another in a final storage area had
molsture inside of them. The cook slated these
tray pans were washed after the 08/23/12
breakfast meal.

At 9:23 AM on 08/23/12 the DM stated she held
one to two In-services for the dietary department
monlhly. She reported, without looking through
her files, she thought the last time education was
provided to dietary staff about placing
Kilchenware in storage was last week, The DM
commented ali dletary employses were present
for this In-service. She commented that dlstary

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF GCORRECTION (%5}
PREEIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY}
F 371 Continued From page 9 F 371
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Coritihued From page 10
staff were instructed to make sure kilchenware

| was clean and dry hefore placing it in storage.

According to the DM, she or her assistant
monitored tray pans after each meal to make
sure they were clean and dry in storage.

At 9:63 AM on 08/23/12 a dletary aide stated staff
was {ralned to completely air dry kitchenware
before stacking 1t in storage. She reported the
DM or her assistant checked to make sure tray
pans were stacked dry and clean dally.
83.65 INFECTION CONTROL, PREVENT
PREAD, LINENS

The facility must establish and malntain an
Infection Control Program designed to provide a
safe, sanitary and comfortable snvironment and
to help prevent the development and transmission
of disease and Infection.

1.{a) Infection Control Program

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

(1) Investigates, conlrols, and prevents Infections
in-the faciilty;

(2) Decldes what procedures, such as isolalion,
should be applied fo an Individual resident; and
{3) Maintains a record of incidents and correclive

‘ actions related lo infections,

{b) Preventing Spread of Infection

(1) When the [nfection Control Program
determines that a resident needs isolation to
prevent the spread of Infection, the facility must
isolate the resident,

{2) The facifity must prohibit employges with a
communicable disease or infected skin leslons

f_rom direct contact with residents or their food, if

F 37t

F 441

F441, S8=D

On 8-22-12 the fan was immediately removed
from the laundry room and cleaned by
Maintenance.

All residents have the potential to be affected
by the alleged deficient practice. All linen
on the folding table that had direct contact
with the air blowing from the fan was
rewashed. All linen on the hallway linen
carts and resident rooms was removed
immediately and rewashed. The linen carts
were stocked with new linen and sent back
out o the hallways for resident use.

9-20-12
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direct contact will transmit the disease.

(3) The facility must require staff fo wash their
hands after each direct resident contact for which
hand washing s indicated by accepted
professional practice,

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
Infection,

ghis REQUIREMENT s not met as evidenced
y:

Based on observation and staff interview the
facility falled fo clean 1 of 1 fans blowing directly
on ¢lean lihens in the laundry room which
resuited in the linens being contaminated,
Findings include:

Al 3:50 PM on 08/22/12 a fan with dusly blades,
dusly front and rear grills, and strands of dust
blowing from the front and rear grills was hlowing
on-a fable of foldied linens. The linens on the

table Included towels, washcloths, sheets, bibs,

and gowns. At this time laundry room staff
member (LRS) #1 stated the linens on the table
were clean, and she had just finished removing
them from the driers and folding them. Af this
time the director of environmental services (DES)

1 reported the LRS was responsible for wiping off

the fan In the laundry room once or twice a wesk,
and maintenance was responsible for desp
cleaning the fan once or twlce a month, The DES
explained the LRS used a dry cloth to run across

the face of the fan, and maintenance took the fan

apart, hosed It down, and washed it with a

" X4)ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION 6)
PREFIX |- (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPEETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG OROSS-REFERENGED TO THE APPROPRIATE | ~ DATE
: DEFICIENGY)
| F 441} Continued From page 11 F 441

Systemic measures implemented to ensure
the same alteged deficient practice does not
recur include: On August 23" 2012 enclosed
floor fan which does not blow across the
folding table in the laundry room was
implemented. The Laundry Supervisor will
clean the floor fan once per week. The
cleaning of the fan will be documented and
the Maintenance Director and/or designee
will audit the cleaning of the fan weekly times
12 weeks. Negative findings will be
addressed if noted.

The Laundry Supervisor will bring the results
of the audits to the Quality Assessment
Performance Improvement meeting times 3
months. The results of the audits will be
reviewed by the QAPI Committee to
determing the effectiveness of this plan.
Additional interventions will be developed
and implemented as determined necessary
by the Commiftee to ensure continued
compliance.
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1 dust bulld up on the fan face and grills,
483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE

- Based on chservation, saervice tachniclan

Cont!nued From page 12

disinfectant solution, LRM #1 commented she
was probably the last one to clean the fan, wiping
the face down with a wet cloth a couple of weeks
ago. The DES stated he was not sure when
malnfenance last cleaned the fan, but the fan was
ovardue to be broken down and hosed. He
reported that a dirly fan blowing on clean linens
contaminated them, and the linens should not be
used by rasidents, many of whom had weakenad
immune systems,

At 4:07 PM on 08/22/12 the malntenance
manager (MM) stated environmental services
cleaned the fan used In the laundry room. He
reported the maintenance depariment could
clean the fan if environmental services was
unable to or if the departinent was directly asked
1o do so. However, the MM stated his
tepartment had not been asked to ¢clean the
laundry fan any time recently. According to the
MM, the laundry fan was supposed to he broken
apart and hosed down every couple of months.
However, after observing the laundry fan, the MM
reported It looked like this had not been done In
fonger than two months because of the amount of

OPERATING CONDITION
The facllity must maintain all essentlal

mechanical, electrical, and patlent care
equipment in safe operating condition.

This REQUIREMENT s not met as evidenced
by

Interview, and staff interview 2 of 2 washing

F 441

F 456
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tnachines in the laundry room were not

-} dispensing bteach which resulted in stains not
belng effectively removed from facllity linens.
Findings include:

At 3:50 PM on 08/22/12 the director of
anvironmental services (DES) stated there were
problems with the bleach not feeding into the
laundry washing machines on and off over the
past two months. He also reported there were
shorlages of washcloths over this same time
period. The DES explained he was told that
some of the nursing assistants were disposing of
the washcloths, reporting that the laundry could
not remove sialns from them, The DES
commented he thought the bleach was feeding
inta the washing machines currently because the
service technlclan made some repalrs on the
washing machines last wesk,

At 4:07 PM on 08/22/12 the maintenance
manager (MM) stated that last week the service
techniclan replaced a gasket on a washer door to
prevent leakage and replaced a check valve on
the washing machines. The MM reported no
repairs were made to the dispensing system info
the washing machines last week. However, he

1 commented he thought some of the tubing In the
dispensing system was replaced in November
2011, but it was tublng Involved In the dispensing
of the detergent. According to the MM, he was
not made aware that there were problems with
the bleach feeding Into the washing machines
untll about ten minutes ago when the DES
informed him,

Between 4:45 PM and 4:50 PM on 08/22/12 the
bleach moved in the tubing leading to both

On 8-22-12 when it was brought to our 9.20-12 .
attention that the washing machines were
not dispensing bleach they were
immediately stopped and a technician
was called to service the machines. All
linens were pulled from the hallways.
The technician arrived within 3 hours
and repaired the machines. Although the
machines were not dispensing bleach the
water temperature was 160 degrees and
the dryers were 180 degrees.

All residents have the potential to be
affected by the alleged deficient practice.
New linen was put onto the linen carts

or resident use. Once the bleach
dispensing mechanisms were repaired,
facility linen was re-washed, checked for
stains and placed in use. Laundry
personnel were educated on the bleach
dispensing mechanism, its function and
to report to the Laundry Supervisor or
Nursing Home Administrator if system
was found to not be functioning properly.

Systemic measures implemented to ensure
the same alleged deficient practice does
not recur include: On Angust 27 a daily
documentation record was posted in the
laundry room where the laundry personnel
are to record the temperature of the hot
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washing machines, but was not able to progress
far enough up the tublng to reach the dispenser
and enter the washing machines.

At 6:41 PM on 08/22/12 the service technician
reported that the tubing leading to one washing
machine needed to be primed to get alr out of the
-Jline, He stated a part of the bleach-dispensing
tubing to the other washing machine needed to
be replaced because it must have bean cracked.

-the record weekly times 12 weeks to

2l mam | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
. . PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
. water and document that the bleach is
F 456 Continued From page 14 F 456

being dispensed into the machine. The
Laundry Supervisor/designee is auditing

ensure the temperature and bleach
dispenser is functioning properly and
that the employees are documenting
correctly. Random audits will continue
to be done to ensure compliance.

The Laundry Supervisor will bring the
Results of all audits to the Quality
Assessment and Performance
Improvement (QAPI) meeting monthly
times 3 months. The results of the
audits will be reviewed by the QAPI
Committee to determine the
effectiveness of this plan. Additional
interventions will be developed and
implemented as determined necessary
by the Committee to ensure continued
compliance.
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K027 | NFPA 101 LIFE SAFETY CODE STANDARD K027 K027
-88=D
Door openings in smoke barriers have at least a The smoke door at room 104 has been 12.5-12
20-minute fire protection rating or are at least tepaired and now closed upon activation
1¥%-inch thick solid bonded wood core. Non-rated of the fire alarm system.
protective plates that do not exceed 48 inches
from the bottom of the door are permitted. All other fire doors were checked for
Horizontal siiding doors comply with 7.2.1.14, proper closure when the fire alarm system
Doors are self_-closing or automatic closing in is activated and all the doots closed
accordar_mce with 19.2.2.2.6, Swinging doors are properly. No other issues were identified
not required to swing with egress and posltive with the fire doors.
latching Is not required.  19.3.7.5, 18.3.7.6, _
19.3.7.7 The Maintenance Director wiil check all
fire doors monthly during each fire drifl tc
ensure that the doors are closing propetly.
. . . Any problems will be documented with
ThES STAN DARD IS ﬂOt met as EVidenCEd by: ac[—ion taken to COTI'eCt the problem_
A. Based on observation on 11/14/2012 the
smoke door at room 104 faifed fo close upon The Maintenance Director and/or designes
activation of the fire alarm . will audit the fire doors weekly x 4 weeks
42 CFR 483.70 (a) and then monthly x 3 months during the
K029 | NFPA 101 LIFE SAFETY CODE STANDARD K029}  monthly fire drills to ensure that the fire
§8=D ) , doors are functioning properly. Results of
One hour fire rated construction (with % hour the audits will be brought to the morning
fire-rated doors}) or an approved auton:tatic fire Interdisciplinary Team Meeting cach week
extinguishing system In accordance with 8.4.1 for review. Negative findings will be
and/or 19.3.5.4 protects hazardous areas. When addressed if noted.
the approved automatic fire extinguishing system :
option is used, the areas are §eparatg—3§ from The Maintenance Director will bring the
other spaces by smoke resisting partitions and results of the audits to the monthly Quality
doors. Doors are self-closing and non-rated or Assurance and Assessment Committee
field-applied protective plates that do not exceed (QA&A) meeting x 3 months. The QA&A
48 inches from the bottom of the door are committee will determine the effectiveness
permitted.  19.3.2.1 of the audits and if the plan needs further
interventions to ensure continued compliance
This STANDARD is not met as evidenced by:

ABORATORY DIRECTOR;G PROVIDER/SUPPLIER RESENTATIVE'S SIGNATURE % TITLE [X6) DATE
¢ . ey /, -t
A /2% /. (ﬁ éﬂf It gl VL.

ny deficiency statemant ending with an asterisk {*) denoles a deficlency which the Institution may be excused from correcting providing it is delermined {hat
ther safeguards provide sufficient protection to the patients. {Sea instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
dtowing 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
ays following the dale these documents are mads avallable (o the facility. f deficiencles are cited, an approved plan of correction is requisite to continued

rogram particlpation, op
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K 029 | Continued From page 1 K 029] K029
A. Based on obs_ervation on 1111412012 there
was .both sofled linen and trash stored in the The door to the bathing area close to room
bathing area near room 405 and the door failed to 405 has been repaired and now closes and 12-5-12
close and fatch, latches properly. The voids in the ceiling
B. Based on observation on 11/14/2012 there around the pipe in the sprinkler riser room
were voids in the celting around pipe In the have been repaired.
sprinkler riser room.
42 CFR 483.70 (a) All other doors to bathing arcas and storage

areas have been checked to ensure that they
close and latch appropriately. All doors
functioned properly. All other pipes in the
facility that penetrate the ceiling file have
been checked for voids and repairs made as
necessary.

'he Maintenance Director and/or designee
will perform weekly audits x 4 weeks and
then random audits x 3 month on all
doors to bathing & storage areas to ensure
that they close and latch properly, The
Maintenance Director and/or designee will

. follow up with any contractor that performs
any type of work in the facility to ensure that
if any penetration of the ceiling are made that
they are repaired immediately before the
contractor leaves the facility.

The Maintenance Director will bring the
results of the audits to the monthly Quality |
Assurance and Assessment Committee |
(QA&A) meeting x 3 months. The QA&A ‘
_committee will determine the effectiveness |
of the audits and if the plan needs further
interventions to ensure continued compliance.

|
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