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F 000 INITIAL COMMENTS £ oooF 000

‘: Without admitting or denying the validity i

i A Recerification Survey was initiated on ?f E!}?_Citaf“;‘om’ ?myidcnce P?_iwlion . | f

! " 08/12/14 and concluded on 08/14/14 with provides the following Plan of Correction, |
' s deficient practice identified at the highest Scope This plan of corvection is prepared and ,
, and Severity of an "E" executed because it is required hy the |

F 3231 48325(h) FREE OF ACCIDENT : F 323 %}r{)vi&ions of the state & federal i
sg=£ | HAZARDS/SUPERVISION/DEVICES X regulations and not because Providence i
 The facility must ensure that the resident :Pavi‘ﬁon agress wétrh‘ the alieg&fion:: and {
3 RS SUSUTE that Weresieent citations listed on this statement of ; 3

: »n\tirﬂﬂm%NL iemdlﬂ.g a‘.:: Ti 5? o abufdﬁﬁf NEZarss deficiencies. Providence Pavilion : ’

8% 15 possible; and each resident receives ‘ et ; £ i 3

- adequate supervision and assistance devices to [maintains that the alieged deficiencies do |

' neevent accidents, ; not, individually or collestively, |

; ' Jjeopardize the health and safety of the |

f !

residents, nor are they of such character as |
-to Hmit our capability to render adequate

1

o ‘care as prescribed by the regulations, This IJ
: This REQUIREMENT s not met as sviderced -plan of correction shail operate as !
bgésed on observation interview, record review | ‘Providence Pavilion's written credible E
sation, ind ;, record review ; - o ]

s and review of the facility policy, it was determinad aliegation of compliance, - f
the facilily failed to ensure the residant ' [ " . . : |
‘environment remained free of accident hazards By submitting this plan of correction, |
- as was possible for residents. Observation en ' Providence Pavilion does not admit to the i
| 08/12/14 revealed the housekeeping closet door , accuracy of the deficiencies, This plan of !
- on the Providence Hall, which contained two (2) - correction is not meant to establish any  © g
' chemicals, a two (2) inch puity scraper and a mop | i standard of care, contract, obligation, or I
- bucket full of 2 chemicat, was propped open with ; position, and Providence Pavilion |
! i !

- reserves all rights to raise all possible
e : . contentions and defenses i any oivil or
he findings include: PV S S ' o
criminal claim, action or procesding.

" a wooden stok,

- After requesting 2 poficy on chemical storage the , . o .

' faciiity provided it's Occupatioral Safety and : | Providence Pavilton asserts it willbe in
Health Administration (OSHA) Manual, which © substantial compliance with 42 CFR Part
contained a policy titled, "Hazard | 483 subpart B on September 10, 2014, :
Communication/Materfal Safety Data Sheets®, ' : |
- undated, that revealed cleaning agents, blsaches, |

: —— : ;
- (X8) PATE

e e s e e

ABORATORY D};EEGTO?}E QR P{R@Q{ISER!SUF?UER REPRESENTATIVE'S SEG?QATURE TITLE
- o 378 fr
R E ”«-.“._....}{ i ?{:;\7 £ x_f,‘& E %f“’ i,,"r ‘éti.z éz{iﬁ,"{' Qg‘gf{é g’j ::,g H ;:;;
carrecting providing it is determined thi

Any deficiency statement ending with aa K ("} denctes a deficienay which the institution migy be excused from
other safeguards provide sufficient prodection to the patients. {See Instructions.) Excapt for nursing homes, the findings staled above are discinsabie 90 days
feflowing the date of survey whather or not & plan of corection is pravided. For nursing homes, the above findings and plans of comgction are disclosabis 14
days following the date these documents are made svailable o the facilily, i defisiencies are cited, an approved plan of correclion s recuisite to continyed

program participation.
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L e SUMMARY STATEMENT OF DERICIENCIES 0 PROVIDER'S PLAN OF CORRECTION |
I erery (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EATH CORRECTIVE ACTION SHOULD BE ¢
| Tag REGULATORY OR LSC IDENTIFYING INFORMATION, C o TAG CROSE-REFERENCED TO THE ARPROPRIATE |
i DEFICIENGY) ;
{ ; f
fg F 323 Continued From page 1 £ 303 F-323 Free of Accidents 5/10/14 E
] insecticides, poisons, and dangerous or Herards/Supervision/Devices iI
= Aflammable materials were 1o be stored in a locked Providence Pavilion does ensure that the i
i s storage area to prevent residents from an resident environment remains free of ;‘
f - accidental injury. Additional review revealed -accident hazards as is possible; and each I
[ 5Eafage areas were o ramain locked unless 2 ‘resident does receive adequate 3
- stalf member was present. : .. , . I
| ‘ Supervision and assistance devices to i
E Goservation on 08/12/14 at 410 PM, ravealed the prevent accidents. F
i Chousekeeping closet door on the Providence Hall, | |
} _room #4489, was propped open with 3 wooden i, The Housekeeping closet door i
! thandled stick. Quservation of the closet revealsd | was immediately closed {afier a 1
lf  Twa (2) chemicals were slored in this room: one pericd of being opened that was g
(1 c:anzster.m‘ Emerald #4172 Ffigor Cleaner and less than 30 seconds). The !
_one (1) canister of 3M Quat Disinfectant cleaner Housekeeping director was in the |
‘and a mop bgcket Fantaﬂmmg the fioor cieaﬂer, vicinity of the opened door and at §
. sccording to inferview with the Housekeeping . " , i
+ Director. Furiher cbservation revealed a two (23 all times the area was under his f
inch putty scraper on top of the housekeeping sense of hearing, thus 2 staff g
_ ‘cart sfored in the closat, member was present and was l‘
{-* profecting residents from any f
f Hinterview, on 08/12/14 at 4:12 PM, with the potential accident, !
, Housekesping Director, during the time of |
{ gng;\ha;jggzjsizj Wg housekeeping closet 2. No Residents listed in the 2567 : f
’ : nould have been closed and locked. The (residents with dementia/ and/or 5
, ! Housekeeping Direclor stated the czqset door . intellectual/coonitive disability & }
! : should not have been propped open because of that could m ouve independ -e-ztf y J
, : the chemicals in the closet. He stated the o , p ‘My
: . Cognitively impaired residants whs wandered the were found to be affeu‘fad‘by the | |
' factlity could get in the closet which could be : deficient practice; no residents f
potentially harmful fo the residents. Further " ere in the hallway at this time.
Lirnterview revealed he had propped the closet
- door open to mop up a spill; however, indicated The facility will prevent similar
: he should not have d{)i’h’:‘: this as the chemicals issues occurring by
: should ha:va been behind 2 locked deor for the implementation of the following
P esidents’ protection. practices, noted in section 3.
- Review of the faciiity's Census and Condition
: farm, dated 08/12/14, reveaied of the facility's
| + twenty-five (25) residents with Dementia and/or |
If continuation sheet Page 7 of 10
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| |
. . - 3 st nediately ;
| F323 Continued From page 2 393 3. The Administrator immediate |
! : , j reviewed the procedure of storing |
| Inteliectual or Developmental Disab fity, teanty chemicals befind a locked door
% (20) of the residents could move independently ~ },‘”mi’:a” Lo ¢ REE G !
! - about the faciiity. Review of the infarmation with the D‘_rec't“’;ﬁ !
: pmv:ded by the facility ravealed the twenty (20) Housekeeping, The '
residents in ed Resi dents #1, ?@badeﬁf ﬁﬁ and Administrator also emphasized to |
- Unsampied R@sedems AR C, {), F.G K, L ithe housekeeping director that no ;‘
CMUN, O, P QR Tand U, Review of the sticks are to be used to prop open g
i | infermation provided by the facility and record doors, i
j - review canfirmed the Census and Condltion i
! ' Information. The Director of Housskeeping j
l H ¥ ‘, gﬂ’ LA }
| ' Review of the Material Safety Datz Sheet (MSDS) immediately: A of snv arick ;
! -for the Emerald #412 Floor Cleansr, dafed : - Dgggas‘f orany stek I
| G1/u1/&8 revealed the product if ingested might (or device that could 5
i  be Irritating to the mouth, throat and be used to prop open |
E : czastroimes. nal system, and vomiting and the door), !
; | diarrhea were expected with & large dose of the i
| - chemical. Additional review of the MEDS b re-educated |
; s oy < ' . ~
I : rmvbaidec to aveid \{?“Lc v‘»hhu the we@ and fé:v . housskeeping staff on }
] o 3 310 S S e 3L s .
| usE 3 eqU"st@ VENTHETGH whan Using the procuct the p{}h{:y tha{ all f
§ 3 oy = !
{ . Review of the MSDS for the 3M Quat Disi memant chsmfoalis et be |
i Cleaner, dated 02/01/12, revealed the lrrmedza*e : stored behind a |
| s potential health effects included mild sye frritatt fon locked door, and i
| i contact with the product occurred, such as ;
| redness, pain and tearing. Cantinued revie i
5‘,’3’:52 earng. tontinued review ¢) Re-educated
 revealed if inhaled symptoms might include . epr
| coughing, sneezing, nasal discharge, headache housekeeping staff
. and nese and throat pain.  Further review of the that no doors are to «
- MSDS revealed In ingested symptoms might be propped open.
Cinchde abﬁomma! pain, stomach upset, naises, 5
- vomiting and diarthea, and medical attention was The housekeenine director
o be sought if ingested. Lhenousekeeping dire :
: immediately removed all j
| interview on 08/12/14 at 445 PM, and 08/14/14 chemicals (and tols) from the .
- at 11:35 AM, with the Director of Nursing {DON} housekeeping closet on the |
: by . - -
H revegled the housskesping closet door should rﬂt Providence unit, |
- have been propped open because it was :
[ - potentially harmiul for residents as chemicsls : . f'
Event [ BKMEH Faciity #3 100268 ¥ continuation shest P Fage 3 of 10
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1
?
F
i
I
f
[
|
i

F 323 Continued From page 3 =

Fast,
SS::D

ware sfored there, Com inued interview revesiad

i gll chemmicals shouid be behing ‘auto-closing”
tocked doors, enswring they lock immediately :
~when closed, The DON stated the housakeeping .

'atany time, because residents coud gat

not have been proppe&‘ open
tin thers

cioset door shouid

. which could have a negative outcome if they
 secessad the chemicals StCFE&Cf there. Further

intarview revesled she not aware the closet

“door was propped open whm she and the

aware" of her sur romdmg

Surveyor had walked past the propped open
door. The DON reporied she neesded to he "mors
and "zny staff :
needed o beon bezghfe*wea alert” in regards o
*ua residents residing on the unit who had
diagnoses of "mental retardation”, a3 some of

them moved independently around the unit

interview with the Adm
CB10 AM and 08714014 5t 301

IEEIESt a {:5 13]4;1 "'
5 PM rwea ted the
chsekeepma Director had informead im of the

: housekeeping closat door having on fy be cpen for
thirty {30) seconds, and "was that a Dig deal?”

i The Administrator revealad ¢

he poficy for securing .

_chemicals was for the chemicals fo be storad : ;

| behind a locked door. Further interview reveais

o Eon

- ihe housekeeping closat door shouid not have
‘been propped open due to resident safety:

however, he didn't "think” thiny (30} seconds wa

rany concerm.

(48285 INFECTION C

-
Y
B
[

ONTROL, PREVENT

SPREAD, LINENS

' The faciiity must establish and maintain an
HInfection Contrel Program dasigned to provide 2
safe, senitary and comforiable environment and
Flo heip prevent the development and transmission’
: of disease amd infaction.

The housekeeping director
immediately began 2-hour
audits {ummﬁi ousekeeping
hours) of sll housekeeping
closets 1o ensure that thage
doors are closed
{Housekeeping door audit).
These audits will be continued
as stated in section 4.

Fhe Director of Human
resources” has re-educated all

rovidence Pavilion %Eaff{_‘:n the
proper storage of chemicals and
that any dangerous cnemzca.l_h
substance, or faol must be stored
out of & residents reach. This

education will be completed on or

before September 19, 2014,

i order to ensure compliance

The director of housekeeping will |

conduct audits of housekeeping
doors daily for 3 weeks, two
times weekly for 3 weeks, one
times weekly for 3 weeks, and
then one (1) time monthly for 2
months to ensure that doors
remain locked per policy.

Results of the housekeeping door

audit will be submitted to the
Providence Pavilion Quality

Assurance (Q/A) committes, with

the committee determining the
need for further monitoring,

FORM CMS-256T(02-98) Pravious Versians Obsolsta

Event I BRMDTT

Facifity i 100266
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3T Providenes Pavitiomraiteges
F 441 Continued From page 4 Foads compliance as of September 10, ‘
' 2014,

“{a) Infection Conire! Program

. The facility must establish an Infection Control

' Frograrn under which if -

(1] Investigates, conirals, and prevents infections
Cin the facility; :
- (2) Decides what procedures, such as isoiation,

- should be applied to an individual resident: and

| {3} Maintains a record of incidents and correative

" actions related io infections.

{b) Praventing Soread of infection
L {1y When the infection Coniral Program
determings that & resident needs isoiztion o
I pravent the spread of infection. the facility must
- isolate the resident.
H{2) The facility must prohibit emplovees with a
ccommunizable disease or infenied skin lesions
from direct contact with residents or their food, i#
; direct contact will ransmit the disease,
{3} The fzcility must require staff to wash their
- nands after each direct resident contact for which
hand washing is indicated by accepted
| professional practice,

{c} Linens

. Persornel must handie, store, process and
“ransport linens so as fo prevent the spread of
- infection.

; This REQUIREMENT is not met as evidenced
by

. Based on observation, interview and review of
“the facility's policy, # was determined the faciity !
i failed {0 ensure an effective Infection Cantrol (Cy
- program was maintained for two (2) of fiteen {15) |
- sampled residents (Resident #11 and #9) and

(F-431 Infection Conirsl

19/10/14

Providence Pavilion has an established
Infection Control Program designed o
provide a safe, sanitary and comfortabie
‘enviromment and to help prevent the
‘development and transimissien of
‘disease and infection.

1
H
i

5

(a) The staff nurse was
immediately re-educated on the
proper procedure for delivering

eve medications, including the |
washing of hands and the donning
of gloves pricr to eve medication
delivery. Al nurses caring for
resident #17 were immediately re-
educated prior to their next shifts.

{h) Resident #9's toothbrush was
immediately removed from the
bathroom and the facility replaced:
it with & new labeled teothbrush,
Resident “V™ was given anew
fabeled toothbrush and new
labeled denture cup.

(a) No other residents were found
10 be affected by the deficient
practice. The facility will prevent;
similar issues occurring by '
implementation of the following
practices, noted in section 3.

E
g
j
i
}
|
%
!
!
F
?
|
!
!
|
|
l
[
;
|
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‘ _ : Y The Fapilitg will idensi o other
Fadd . Continued From page 5 Eaa1 (b).'l hie deiaijCy will identify other
residents having the potential o

“one (1) of twanty-two (22} unsampled residents
- (Unsampied Resident V} in regards to prave ﬁtmq
the development or tranamission of disease.

Coservation during medication pass on 0812/14
| ravesled a nurse failed to don gloves prigr io
instiliat

el
nf 1.

tion of eye drops for Reside

Observetion revegied unjabsled and uncovered
Hoothbrushes touchmg sach other slored in g

. plastic cup
| Resident V's shared bathroom,

in Resident #8's and Unsampled

' The findings include:

1. Review of the facifity's policy tied, “Infaction
- Control Program” dated September 2000,

reveaied the policy was to maintain an Infeciion

! Control Program designed to provide a safe

sanifary and comfortabie environment and to heip

prevent the development and ransmission of
) msease— and infection. Further review ravealsd

taff should be educated regarding the Infection

Cmtro Prograr, including Stendard Preca autions.

: Review of the fac;iify“q "Frocedure for Instiliation
" of Eye Medications” undated, revealed nursing
; staff was {0 admin nistar Dphaha mic solu?
“and around the eve in a2 safe and accuraie

fion into

manner; and hands were o be washed and

‘gloves donned for adrministration.

- Observation during medication administration on |
- 08/12/14 at 4:35 PM, revealed Registered Nurse
. (RN} #1 failed o don gloves prior to insti lmg

' Resident #11's eye drops, as per the facil

iity's
procedure. Inferview with RN #1 on 08712714 at

4135 PM, during the eye drop admi nigtration,
. revealed he/she was unaware of what the

Lak

be affeciad by the same deficient
practice by having the Director of
Nursing {(DON) & Rehabilitation
Nurse Manager (nurse manager),
and/or designee inspect all
resident rooms for proper
storage of resident items us
for oral care on or before
September 10, 2014, Any
deficiency found during this
inspection will be immediately
corrected,

ed

The facility will prevent similer
issues occurring by
implementation of the following
practices, noted in section 3,

{a) The DON & Nurse Manager,
and/or designee wiil re-educate
Providence Pavilion professional
nursing staff on or before
September 10, 2014 on the
correct procedure to follow when
delivering eye medications,
including washing hands and the
donning of gloves prior to
medication delivery,

{(b) The DON has developed a
new policy and procedure
(P&P) for the storage of
resident’s personal rems anci

FORM CMS-2567(02-28)

Pravious Versions Obsoiete Evant 10 BRME 11
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!
|

|

}
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!

|

]

t

|

!

|

F 441" Continued From page 6
- facility's policy/procedure stated for instillation of
; gye medication. Further inferview revealed
- Resident #11 opened both of hisfher eves withou!
- assistance, and RN #1 was able to instl] eye
- medication without the tip of the aye medication
! toushing anyihing.

f
|
]
|
|
| o
} | nterview with RN #2 on 08/14/14 gt 1045 AR,
} revealed (he facility's poiicy/procedurs for
! tinstilling eve medication was for haneds 1o he
- washed prior to administration. RN #2 sigted
i - then gloves were o be donned before
5
E
|
I
|
]
i

ot
i

; administration of the eye medication,

| Interview with the Dirsctor of Nursing {DON} on
08/14/14 at 11:35 AM, revealed the corract
| procedure for instiflation of eve medication would

be for the nurse: o wash thair hands, don gioves:

Ll the resident's head hack; instill the drops o
histher eyes; remove thair gloves and wash thair

“hends, Further interview revesaled if 2 resident

. opened histher own eyes, the DON siill expected

- the nurse to wear gioves for administration of the

. eye medication. Additionally, the DON stated not
Fusing gioves fo instill eye medication would be an j

s Infection control concern,

i <. Additional review of the facility's, “Infection
* Controt Program” policy revealed the faciiity

‘the Centers for Disease Controf (COCY. The
Policy revealed the CDC might be used to
“support the 1C Program; howeaver, further review
i of the policy revealed there was no policy and

- procedure for the storage of resident

- toothbrushes and toiletry items.

‘revealed a parson's mouth was home fo millions

- would maintain an IC Program in accordance with

toothbrushes, (Resident
Personal ftem Storage Policy)

This P&P ensures that aff

: : Resident personal items are

!

f'

|

ﬁ

stored in accordance with f
appropriate infection control ;
guidelines, [
The DON & Nurse Manager, i
and/or designee will re-2ducate j I
ail Providence Pavilion Staff i
on of before September 10, ;
2014 on the information i
contained in the Resident ;
Personal Item Storage Policy f
|

7

|
. - T f
{aj The DON/Nurse Manager, |
and/or designee will audit eve lf
drop administration three times f
~ R v ]
a week for 4 weeks, two times ;
weekly for 2 weeks, and then one | ;
(1) time monthiy for 2 months. i
Results of these sudits will be ]
submitted to the Providence {3
Pavilion Quality Assurance (Q/A) !
committee, with the committee f
determining the need for further
maenitaring,

: Review of the CDC Guideiines, updated G7/10/13, _
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1
i
|
I
!
F
|
]
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;
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!
|
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!
|
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(X4 D SUMMARY STATEMENT OF DEFICIENCIES 1
PREFX [EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX [BACH CORRECTIVE ACTION SHOULD BE .
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) Tas CROSS-REFERTNCED TO THE APPROPRIATE
DEFICIENCY)
F 441 Continued From page 7 Faat (b} The DON/Nurse Manager,

~of microorganisms (germs), in bacteria, blood.
[ saiiva and oral dabtris, The Guidelines stated
. because of this contamination & comman
recommendation was o rinse toothbrushes

: thoroughiy with tan water following brushing:
however, even after being rinsed visibly clean,

| toothbrushes could ramain contaminaied with

potentially pathogenic organisms. The CDC
Guideflines recommanded tooth brushing

- Guidelines stated this was in arder o ensura
- toothbrushas were not shared and were nandisd

_properly, as the likelihood of toothbrush

f cross-contamination in those erivironments was

- very high due to toethbrushes being storad

“improperly. In addition, review of the Guidelines
revealed a small chance existed that
tocthbrushes could become contaminatad with

: blood dunng brushing, and ajthough the risk for

still minimal, it was 2 potential cause for concerr,

disease fransmission through toothbrushes was
o

. The Guidelines indicated therefore, officials in
“charge of tooth brushing programs in group
- setlings should evaluate their programs carefully. |

Observation, during the inftial tour of the facility

-en 0812114 at 1130 AM. revesled the

semib-private room 424, where Resident #6 and

Unsampled Resident V resided, in the shared
bathroom two (2} toothbrushes, one {1 of which

. was while and the other one {1) aqua in color,

stored uncoversd with their bristles touching in a

 plastic cup, uniabeled and undated. Continuad
- observation of Resident #9's and Unsampled

' Resident V's serni-private bathroom: an 08/19/44 :

L at 2:30 PM, 3:30 PM, 4:30 PM. 5.15 PM: an
| 0B/13/14 &t 8:35 AM, 10.00 AM, 11:00 AM, 130
PPM, 2:30 PM; and 08/14/14 at 1:45 PM revealed :

in group
- setlings should always be supervised. The -

i

and/or designee will audit five
resident rooms 3 times a week
for 4 weeks, 3 resident rooms
two times weekly for 2 weeks,

‘ and then 2 resident rooms

! monthly for 2 months to ensure
proper storage of toothbrushes,
and other residents personal
items (1.e. tooth paste; denture
cups, ete are stored in labeled
containers in regident
bathrooms or in resident
bedside tables)
Results of these andifs will be
submitted to the Providence

Pavilion Quality Assurance ((Q/A} |

committes, with the committes
determining the need for further
monitoring.

Providence Pavilion alleges
compliance as of September 10,
2014,

()

 the two (2] toothbrushes remained unchanged in

!
|
i
|
|
!
|
|
J
i
|
!
i
|
!
i
i
|
|
|
t
|
!
|
J
|
|
!
i
!
f
E
|
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F 441 Continued From page 6
appearance, stored uncoversd with their brisiles

touching in & plastic cup, uniabeled and undated.

]

|

H

|

i

|

! Review of Resident #9's madical record ravealed

» the facility re-admitted the resident on G7/18/14.

i ~with diagnoses which included Methicilin

ii | Sensitive Staphylococous aureus, MSSA, (a

i bacterial infaction), Vartebral Csteomyelitis,

! Epidural Abscess, Osteoarthritis and Debiiity.

Review of Unsampied Resident V's medical

record revealed the facility admitted the resident
on 08/08/12, with diagnoses which included

- Dementia, history of Urinary Trast infections

{UTls} and Osiecarthritis,

Inferview with State Registered Nursing Assistant
C(SRNAY#T on 08/14/14 at 1:45 PM. the residants’
teothbrushes ware to be zbefed and ket in their
 toothbrush holders, and were kept with their
persenal ftems in 2 locked drawer I the
s rasident's room,

nterview with SRNAF 2 on 08/14/14 at 1:55 PR,
revealed the residents’ toothbrush and tocthpaste
" were to be labeled with their names. and piaced
£ in & toothbrush hoider. The toothbrushes ware to
be rinsed, dried and piaced on the resident's side .
; of the bathroom, ‘

Interview with SRNA#3 on 08/14/14 at 310 FRA,
 revealed If a resident had dentures they were
“soaked in the effervescant tablets in their denture
s oup and rinsed. Howsver, SRNA £3 siated # the
resident had permanent testh the toothbrush was i
s stored in a toothbrush holder at the resident's
bedside with their name and room number on the |
i ioothbrush. :
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inferview with SRNA#4 on 08/14/14 a1 2.00 PM

. revealed Resident #8 usually kep! histher

teothbrigh in 2 cup in the bedside closet She

. fevealed Resident #9 performed his/ner own oral

‘care, but assistance was provided as needed.

| She stated Resident #8's toothbrush was not

labeled, but should have been labeled. Per

Cinterview, Unsampled Resident V had no testh,
and wore dentures, and she had noticed the

toothbrushes and toothpaste had been in the
bathroom for several days; howsver, was not

sure Who they belongad to as the toothbrushes

- and toothpaste were not lzbeled, SRNA #4

refated she should have disposed of the

- foothbrushes and toothpaste when she first saw
them and did not know why she did not dispose

Pofthem earifer. SRNA#4 staied she would

. tispose of the unlgbeled toothbrushes and

‘ toothpaste in the bathroom and label Resident

- #9's toothbrush immediately.

Cinterview with the DON on 08/14/14 at 505 P

revealed it was her expectation for all residents’

s foothbrushes and toifetries to be labeled and kent

in the resident's containers. She stated the

Tagility had no written policy or procedure for the

storage of residents' personal items ang

toothbrushes, Per interview, the DON stated it

- would be her expectation for a nursing staff

- member to dispose of toothbrushes and loiletries
which were not properly labeled to pravent the

“spread of infection, The DON indicated the
nursing reference source which the facility useg

‘was g Lippincott manual, however, this was not
furnished after being requestad by the Surveyor,

!
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| CFR. 42 CFR 483.70(a)

01, 4th Fioor

5o

Buiiding
Flan Approval: 1042

Survey under: 2000 existing

| Facility type: SNF

"fype of struictura Five (5 story Type | (Fire . : L
P - . \ )l - i R E .
: Resisiive). - :

L Smoke Compartment: Four 14) smoke
compartmenis

- and resident rooms. Fire Alarm panel update:
L2010,

Sprinkler 8ystem: Complate automatic {wet)
. sprinkier system

: Generster: Type il diesel, instailstion date
unknown by facility.

A Standard Life Safety Code Survey was :

 cordustad on 08/21/13. The facility was found to

“be in compliznce with the requirements for

| participation in Medicars and Medicaid, Title 42,
Code of Federal Regulations, 483.70(a) et seq.

 {Life Safety from Fire).

e :
. {XE} DATE
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viher safeguards provide sufﬁcien%&eiﬁff' tated above are disclosabie 90 days
faitowing the date of survey wheiher or not 2 plan of correction is provided. Fo
days following the date these documents are made availzble 1 the facility,

program participation,

i to the patients, (See instructions ) Except for aursing homes, the findings st
I nursing homes. the above findings and plans of sarrestion are discioszble 14

if deficlencies are cited, an approved pian of coirection &8 requisits fo confinued

Event I3 BRMDZY Faciity I 100266 iT continuation sheet Page 1 of

4
b



