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S GOO§ INITIAL COMMENTS F oo The provider wishes this plan of
correction to be considered as
- ARecertification Survey was initiated on our allegation of coimpilanc?.
- 08/02/14 and concluded on 08/06/14 with Preparation and/execution of this
deﬁcigtynd?s ci[tﬁd at the highest scope and plan of correction does not
severity of a"D". L
F 279 483.20(d), 483.20(k)(1) DEVELOP Fo7g| constitute  admission or
ss=D COMPREHENSIVE CARE PLANS agreement by the provider of the
truth of the facts alleged or
A facllity must use the results of the assessment conclusions set forth in this

;%ii‘;z‘ﬁgﬁ;iﬁegaﬁngf g\?gé the fesidents statement of d.eficifmcies. The
! plan of correction is prepared
', T!he facility must develop a comprehensive care and/or executed solely because of
. plan for each resident that Includes measurable . .

objectives and timetables {0 meet a resident's federal and state law.
; medical, nursing, and mental and psychosccial
- needs that are identified in the comprehensive

assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
 highest practicable physical, mental, and

| psychosoclal well-being as required under
 §483.25; and any services that would otherwise

. be required under §483.25 but are not provided

- due to the resident's exerclse of rights under

- §483.10, including the right to rafuse treatment
under §483.10(b){4).

{
|
j
H
|

. This REQUIREMENT Is not met as evidenced

by

. Based on observation, interview, record review,

: and review of the facility's policy Care Plans, it

- was detsrmined the facility falled to develop a

- comprehensive plan of care that included care
and maintenance of a Peripheraily Inserted

' Cantral Catheter (PICC) device for one (1) of two
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Any dszﬂciem%dstatement ending with an gsterisk (*) denoles a deficlency which the Instltution may be excusad from corracting providing it is detorminad that
other safeguards provide sufficlent pridedtion to the patients, (See Instructions.) Except for nuraing hames, the findings steted above are disciosable 50 days

following the date of survey whether or ot a plan of comection Is provided. For nursing homes, the zbova findings and plans of correction are disclosable 14
days following the date these documents are made available to the faclity. If deficlencies are cited, an approved plan.of corection is raguisite to continued
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- 1) Resident #13’s care plan
F 279, Continued From page 1 F 279! was updated to include all
(2)residents with PICC devices of the : e
twenty-three (23) sampled residents, (Resident care interventions on
#13). September 5, 2014 by the
o MDS Coordinator.
The findings include: 2) All assessments and care
Review of the facility's policy titled Care Plans, plans for residents residing
revised May 2012, revealed comprehensive care in the facility for at least 21
plans would be completed within twenty-one (21) days will be audited by
days of admission. The interim care plan could October 10, 2014 by the
be converted into the comprehensive care plan | d" ]
by the Minimum Data Set (MDS) Coordinator's MDS Coordinator to ensure
review to ensure all proceed to care plans were the presence and
addressed and dated as comprahensive on the completion of a
resident who was determined to be short term ; ; ;
with discharge plans to return to home. The MDS comp rci}enswe care p!an:
Coordinator reviews the care plan with each MDS 3) The Director of Nursing
and updates as necessary and the Unit Mangers (DON) will audit the care
review the orders and clinical issues daily and plans of all residents
updates the care plan as indicated with new or R
discontinued treatments and changes of | receiving  PICC ~or It\] :
conditions. therapy on a monthly basis
s to assure that all necessary
Review of Resident #13's medical record ‘ enit care lan
revealed the facillty admitted the resident on ;a?’?essmf.n 5 1 p
07/31/14 and was transferred to the hospital from interventions  and  care
the Oral Surgeons office for acute care on protocols are present. The
08/10/14 and was re-admitted to the facility on Unit Manager will also
08H15H14 with diagnoses of an Oral Infection, TR o
Chronie Pain, Gingivel Recession, and conduct an audi? of a 10%
post-surgical tooth extractions with administration sample of resident care
of IV antibiotics. The resident was readmitted, plans to ensure the presence
with a PICC device for the IV antiblotic therapy. of a comprehensive care
The facility assessed the resident using the . s
Minimum Data Set (MDS), dated 08/07/14, as plan. The Unit Manager
having a Brief Interview for Mental Status (BIMS) will provide the results of
score of 15 indicaling the resident was cognitively this audit to the DON. In
intact. An initial care plan was developed on addition all  licensed
07/31/14 and then developed into the ’
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F 279 Continued From page 2

comprehensive care plan on 0B/07/14. The care |
- plan for Resident #13 who was receiving IV

- Therapy for a facial abscess was developed and
active on 08/28/14. The care plan included goals,

- and interventions for the PICC device. However,
the care plan did not have an intervention to
address the PICC device dressing changes,
frequency or the discipline 1o perform the
intervention. The care plan included an ;
intervention for flushes as ordered with an active
status; however, orders for PICC line Bushas

were not obtained until 09/05/14.

Interview with License Practical Nurse {LPN) #5,
on 08/05/14 at 10:35 AM, revealed he did not
really look at the care ptans but knew the
supervisor updated them. The nurse reviewed

' the care plan provided and stated there wers no
goals to address care and maintenance of the
PICC device. LPN #5 stated the care and
maintenance of Resident #13's PICC line should |
have been addressed on the comprehensive care
plan,

Interview with Unit Manager #2, on 08/05/14 at
10:15 AM, revealed the MDS nurses devslop the
comprehensive care plans. She further stated
care plans could be updated and should have !
had interventions and goals 1o address the care
and malntenance of the PICC devige.

Interview with Registered Nurse (RN) #3, on 3;
09/05/14 at 1:30 PM fo 2:00 PM, revealed the "
MOS8 nurses were responsible for the ;
development of the comprehensive care plan for
the facility residents and they could be updated by
the Unit Managers. She siated the care plan ‘
- addressed Resident #13's PICC device, but
shouid have included an intervention for drassing ;

nursing  staff  were  re-
educated on the care
associated with PICC and
IV therapy lines by the
Staff Development
Coordinator on October 1,
2014. Lastly, the DON will
re~educaie the MDS
Coordinators on the
requirements for the timely

F 278

completion of a
comprehensive care plan on
October 2, 2014,

4) The DON submit a report
of these audits for review
by the Quality Assurance
Committee on a monthly
basis for 12 months and
then as advised by the
Quality Assurance
Committee.

Compliance Date: October
10,2014
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: changes and flushes. RN #3 stated after review
- of the rasident’s physician orders they did not
sinclude flushes or dressing changes and the

[ orders and care plan should match, The nurse

| stated the care plan was reviewed and updated

- with each MDS assessment if needed. She
further stated the resident’s clinical record was
reviewed, including all discipline notes along with
the physiclan orders, she also interviewed direct
care staff to get information on the resident’s

- status and believed what happened was some of
the care plan inferventions were over looked and
missed.

- Attemnpled Interview with Resident #13's

| physician, on 09/05/14 at 2:25 PM, revesled after
- & message was left with an answering service the
request for a return call had not been recelved as
of 08/19/14.

* Interview with Staff Development Nurse, on

- 09/05/14 at 2:10 PM, revesled after review of

| Resident #13's comprehensive care plan, the
PICC device dressing changes and flushes were
not addressed and should hava been, thersfore
the facility did not provide all the care and

- sarvices Resident #13 needed related to his/her
PICC line.

Interview with Director of Nursing (DON) on
09/05/14 at 2;30 PM, revealed she was still in
origntation harself, but became aware the staff
wera not providing dressing changes or flughes
for Resident #13's PICC line. The DON stated
the care plan was not completed and the updated
- Care Area Assessments (CAA) and the clinical
racord did not mirror each other.

F 309 48325 PROVIDE CARE/SERVICES FOR F 308
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’ 2 1) Resident #13’s dressin
F 309; Continued From page 4 F 309 ) was chansed and PICC Einﬁ
$S=D HIGHEST WELL BEING &
j was flushed on September
- Each resident must receive and the facility must 5, 2014 by the Unit
| provide the necessary care and services to attain Manager.
. or maintain the highest practicable physical, : ;
- mental, and psychosocial welkbsing, in 2) f;d}\ res;dents thatt have a
accordance with the comprehensive assessment PICC or IV line were
~and plan of care. assessed by the Unit
' Manager on September 26,
2014 to ensure all dressing
changes were compliant
- This REQUIREMENT is not met as evidenced with the resident’s plan of
| by: ‘ i A care.
Based on observation, interview, record review, 3y All K d nursing staff
_and the review of the facliity's policies Dressing ) All licensed nursing sta
. Changes for a Vascular Access Device and were re-educated by the
- Flushing Technigue Considerations, staff Staff Development
" education and fraining records, |t was determined ;
the facility failled to provide dressing changes and Coordinator on  dressing
flushes for one (1) of two (2) residents with change  procedures  for
Peripherally Inserted Central Catheter (PICC) PICC and IV care on
devices of the twenty-three (23) sampled October 1. 2014. In
rasidents, (Resident's #13). The facilily falled to dditi ’ i Staff
ensure a PICC device received weekly dressing aacruon, e o
changes from 08/15/14 through 09/05/14 and Development  Coordinator
failed to ensure the device was flushed according will conduct a monthly
fo policy. audit of 4 PICC or IV line
The findings include: care procedures monthly to
ensure  the  resident’s
Raview of the facility's policy fitled Dressing dressing changes are
- Change for Vascular Access Devices, dated ; el
OB/01/99, revealed dressing changas would be current' and ’comphan’f with
done at established intervals for vascular access the resident’s plan of care.
devices (VAD), Transparent membranes The Staff Development
dressing (no gauze over site) were to be changed Coordinator will  submit
avery week and as needed (PRN} including thi dit to th ' DON £
applying a dressing labeled with the date and the $ audit to the DON for
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The DON will submit this
report for review by the
Quality Assurance

nurse's initials. The policy did not address when 4)

the PICC lines valves were to be changed.

Review of the facility policy titled IV (intravenous.
therapy) Flush Chart, revised (09/01/11), revealed |
PICO devices were to have a dressing change |
- every saven (7) days, Central Venous Access \
Devices require a cap change before and after

Committee on a monthly
basis for 12 months and
then as advised by the
Assurance

Quality

blood sampling and tubing and add-on devices Committee

' changes every 96 hours. §

Review of the facllity's policy titled Flushing
| Peripheral and Central Vascular Access Devices, |

dated 06/01/99, revesled all VADs would be :
' flushed routinely when not in use to maintain
patency and all VADs used for intermittent
medication administration would be flushed. In
addition, variations from recommended flushes
were based on physiclan orders.

Compliance Date: October
10,2014

Review of the facility policy titted IV {intravenous
therapy) Flush Chart, revised (09/01/11), revealed
a physiclan's or nurse practiioner’s order was
required for all flushes. in addition, PICC devices
were to be flushed every elght (8) to twenty-four
(24} hours and as needed for each lumen.

Review of Rasident #13's medical record
revesied the facilly admitted the resident on
0731714 to D804 with a transfer to an acule
care facility from his/her Oral Surgeons office and
was re-admitted fo the faciity on 08/15/14 with
diagnoses of an Oral infection, Chronic Pain,
Gingival Recession, and post-surgical tooth
exdractions with administration of IV antiblotics.
| The resident was readmitted, with a PICC device
for the IV antibiotic therapy. The facility assessed
the resident using the Minimum Data Set (MDS),
dated 08/07/14, as having a Brief Interview for

Evant 1D EBOS T

i

Factity 10 100200
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KMental Status (BIMS) score of 15 indicating the
resident was cognitively intact

Review of prescriptions dated 08/13/14 and
08/1514, written by medical staff at the acute
care facility at discharge and delivered to the
facliity rehabilitation unit when Resident#13 was
re-admitted to the facility, revealed written orders
for an IV antiblotic, lab draws and line care.

Review of Resident #13's physician order sheet
for August and September 2014, revealed an
order for Plizerpen 20 million unils intravenous
with g continuous infusion every 24 hours ata
rate of forty-two (42) cuble centimeters {cc) each
hour for g total of forty-one (41} days with a stop
date of 09/22/14. The resident's medication
profile dated August 2014 did not include flushes
or dressing changes for the PICC device per
facility protocol nor was this information listed on
the Order Reconciliation document from the
re-admission on 0871514, The Medication
Administration Record {(MAR) and the Treatment
Administration Record (TAR) for August and
September 2014 revealed no orders for PICC
device dressing changes or flushes.

Raview of the Comprehensive Nursing Admission
Assessment, dated 08/16/14, revealed Resident
#13 had a PICC device and it was inseried on
0813114, Additional nursing notes revesled on
00/01/14 weekly labs were drawn from the PICC
device and flushed per protocol. The facility was
unable to provide any evidence the PICC device
dressing changes or routine flushes had
oceurred,

Obhservation of Resident #13's PICC device in
hisfher right arm, on 09/03/14 at 8:45 AM,

FORM CMS-2687(02-88) Pravicus Versions Obaciele Event 1D: EBOS1H Fachity 107 100200 # continuation sheet Page 7 of 16
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revealed the transparent dressing covered the |
PICC device with a Biopateh (a small dressing
- eontaining Chilorhexidene) covering the insertion
gite with a double lumen, one for continuous
infusion and the other was not in use. The hand
; written label on the dressing was initialed and
dated 08/15/14. Additional observations on
- 09/03/14 at 9:35 AM, 11:35 AM, 2:25 PM, 345
" PM; on 08/04/14 at 8:00 AM, 9:30 AM, 10:30 AM, |
3:15 PM; on 09/05/14 at 8:15 AM, and during :
Resident #13's interview from 10:45 AM fo 11:05
- AM revealed the PICC dressing remained dated
 0B/1514.

interview with Resldent#13, on 08/04/14 at 315
PM, revealed his/her dressing covering the PICC |
device used for IV antiblotics had not been
changed since returning to the facility on 08/15/14
and further stated the nurses had flushed the
double lumen fines.
interview with LPN #5 on 09/05/14 at 10:20 AM o |
10:35 AM, revealed he provided care to Resident
| #13 on 08/04/14 and 08/05/14 and did a visual
inspection of the IV therapy and the IV site both
days, and stated he saw nothing out of the
ordinary, however, he was not aware of the date
“on the PICC dressing. LPN #5 stated a new
j order was written today, 08/05/14 for PICC device
- dresging changes every seven (7) days and
flushas twice a day for Resident#13 and
confirmed there were no orders for either prior o
08/05/14.

- Attempted Interview by phone, on 09/05/14 at
1:06 PM, with RN #5, who documented the flush

on 09/01/14, ravealed the phone was not

answered and was unable o leave a message.

; : i
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- Attempted Interview with Resident #13's
physician on 09/05/14 at 2:25 PM, revealed after

- a message was left with an answering service the

- request for a return call was notreceived as of
091914,

" Interview with Unit Manager #2, on 08/05/14 at
C9:25 AM to 10:10 AM, revealed after reviewing
Resident #13's clinical record no orders were
- written for the PICC device dressing changes or
flushes. Sha reviewed the prescriptions from the
hospital and stated the orders for line care should
have been put into the cormputer as orders and
then faxed o the pharmaocy after the physician
reviewed and approved the orders. Unit Manager
#2 was not able to confirm the line care orders
were put into the computer. Unit Manager #2
with the surveyor entered Resident#13's room at
10:00 AM to assess the date of the PICC
dressing then exited the room and confirmed the
date on the residents PICC dressing remained
08/15/14. Bhe further stated the dressing change
to the PICC was monitored by nursing staff every
day and she was able to see the date on the
label, There should not have been a delay, and
the facility protocol was to change the dressing
every seven (7) days and not doing so could
increase the risk of infection for the resident, In
addition she stated all staff had been trained on
infaction contral, IV protocols, and taking orders
off for the MAR's and TAR's.

Review of the facility's training records, dated
01#10/14, revealed the content included IV
insertion policy and procedure with demonstration
an facility equipment which included handouts
and discussion on the policy and procedures for
PICC devicss. The employee sign in sheels
roveaied Licensed Praclical Nurse (LPN) #5 was
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F 309 Continued From page 9 F 309

iy attendance,

Interview with Registered Nurse (RN) #3, on !
(/05114 at 1:30 PM to 2:00 PM, ravealed she
reviews all clinical documentation in the resident's

chart and would determine the resident's neads !
- and services based on that documentation. She , |
~confirmed after review of Resident #13's orders,

that she was not able to identify orders for PICC
line care, and stated Resident #13 was probably
not getting the care and services needed. The
- nurse stated the outcome could have baen
- possible infection.

interview with the Staff Development Nurse, on
- 09/05/14 at 2:10 PM, revealed she became
aware that day of Resident #13's PICC device
dressing dated 08/15/14. She confirmed the
| resident's line care was missed and the risk 1o the
! resident could be infection, and a biood clot to the
line and possible non-function to the PICC device |
- if not flushed. She stated facility staff had been
provided with training and education on IV line
care and maintenance and staff did not follow the
facliity policy and procedures. In addition the
nurse did survelilance of facility staff, but Iv
! therapy had not been something she had been
' watching. She stated she bellaved Rasident
#13's line care just got missed,

i
i

Intervisw by phone with the facliity's Pharmacist,
on 09/05/14 at 2.00 PM, revealed she was not
able to confirm if Resident #13's flushes, and ‘
dressing changes were on the medication profile
and stated when resldents were on IV therapy it
was a standard for the pharmacy to supply all
PICC line care items with the medication orderad
' by the physiclan.
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interview with Director of Nursing {DON), on
09/05/14 at 2:30 PM to 2:55 PM, revealed she
:was still in orientation herself, but became aware
of the staff not providing Resident #13 with
dressing changes to hisfher PICC line. She
| further stated IV therapy services and care should
have been provided to Resident #13. The DON
stated she was surprised to hear about the
 dressing being dated 08/15/14 and stated the
nurses failed to do their job. 1) The supply closet was
F 323 | 483.25(h) FREE OF ACCIDENT Fagal 1) The supply 56 *
ss=0 . HAZARDS/SUPERVISION/ODEVICES emptied on September 8,
| 2014 of all items and
 The facllity must ensure that the resident locked by the DON and
- environment remalns as free of accident hazards Maint ‘e Director. The
" as is possible; and each resident receives amptenance -
- adequate supervision and assistance davices to Maintenance Director
prevent accidents. installed a key pad lock on
September 22, 2014 to
ensure the closet door will
remain locked each time it
This REQUIREMENT is not met as evidenced ig shut after use.
by .
Based on observation, interview, and review of 2) There zfm m? other supply
the facility's policy Medication Storage, it was closets in resident arcas that
determinad the faclity falled to ensure the are used in the same
residents’ environment remained as free of manner as the identified
accident hazards as possible on one (1) of four Iy closet noted in the
{4) nursing units, A ufility closet which contained supply closet noted in
hazardous biolglicals and an unsecured ladder survey report.
was observed an}qcked an the Nelghborhood 3) The Maintenance Director
Unit during the Initial tour. and maintenance technician
The findings include: were educated on October
I, 2014 by the Senior
Review of the facility's policy regarding Executive Director on the
: Medication Storage, undated, revealed proper storage of ladders to
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F 323 Continued From page 1 allow the environment to be

medications were accessible only to licensed
nursing personnel, pharmacy personnel, or staff
members lawfully authorized to administer
_medications. The policy further revealed
' medication rooms, carts, and supplies were to be
lockad or attended by persons with authorized
- access.

“ Observation of the Neighborhood Unit, on
09102114 at 3:10 PM, revealed a supply closet

' door opening onto the main hallway and

- accessible to residents was unlocksd. Further
ohservation of the supply closet revealed storage

| of a six () foot ladder propped against the

interior closet wall and numerous biologicals

stored on a shelf. The biologicals observed

- stored there were forty-two (42) packets of nail
polish remover, twenty-six (26} packets of Skin

| Prep protectant wipes, twenty-three (23) packels

of Betadine/Povidone wipes, twenly-three (23}

packets of Vaseline cintment, and forty (40) !

packets of Triple Antibiotic ointment.

Interview with the facility's contracted pharmacy
manager, on 09/04/14 at 11:45 AM, revealed
ingested nail polish remover pads or povidone
jodine swabsticks could potentially make a ;
person sick. He further revealed the polential for
harm was based upon the quantity ingested.

interview with Certified Nursing Assistant (CNA)
#1, on 09/04/14 at 10:55 AM, revealed the supply
closet on the main hall of the Neighborhood Unit
(a secure dementia unit) was to be locked at all
times. The CNA further stated the assigned unit
nurse held the key to unlock the closet door.

Interview with CNA #2, on 09/04/14 at 11:00 AM,
revealed there was no medication stored in the

F 323

4

free of accident hazards as
is possible. The
Maintenance Director will
conduct an audit monthly
of this supply closet to
ensure  proper  closure,
securely locked and that no
unapproved items are being
stored.

The Maintenance Director
will submit this report for
review by the Quality
Assurance Committee on a
monthly basis for 12
months and then as advised
by the Quality Assurance
Committee.

Compliance Date: October
10,2014
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Neighborhood Unit supply closet. The CNA
stated only bandaids, Tegaderm and those types
of supplies were stored in the closet.

interview with Registered Nurse (RN)#1, on
00/04/14 at 11:02 AM, revealed the unlocked
supply closet posed a potential hazard to the
residents on the Neighborhood Unit. RN #1
further revesled items stored in the supply closet
could be ingested or used inappropriately if the
door were unlocked and accessible o residents.
in addition RN #1 stated the unsecured ladder
“stored in the closet could fall on a resident
causing an injury and she further stated the
- supply closet was to be locked at all times.

interview with Licensed Practical Nurse (LPN) #1,
~on 09/04/14 at 11:25 AM, revealed the
- Neighborhood Unit supply closet door was
supposed be kept locked at all times. LPN#1
further revealed if the supply closet door were left
' unfocked a resident could get in the closet and
get hurt. The LPN stated a resident could ingest
@ nail pofish pad or skin prep and/or the ladder
could falt on them, LPN #1 sialed she was not
aware supplies were stored in the closst,

Interview with the Director of Nursing (DON3, on
- (18/04M14 at 11:35 AM, revealed she was nol

- aware of a supply closst on the Neighborhood
Unit.

. Interview with the Administrator, on 09/04/14 at

258 PM, revealed the locked supply closet on the

- Neighborhood Unit had been set up a few months

- ago because there was no medication room on

' the unit. The Administrator stated the supply
closet was fo be locked at all Ymes to protect the
residents living thers,

F 323

FORM CMS-2587(02-09) Pravigus Verslons Obsolste Evant (D EBOSH

Faclity 1D: 100200 1 continuation sheet Page 13 0of 16




PRINTED: 09/18/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICUIA {£2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185029 B.WING 982014
HABE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
920 SOUTH FOURTH STREET
CHRISTIAN HEALTH CENTER LOUISVILLE, KY 40203
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
! DEFICIENCY)
F 441 48365 INFECTION CONTROL, PREVENT Faqq| 1) Resident #7  was re-
ss=p SPREAD, LINENS assessed by the Unit
Manager to ensurg no signs
The facility must establish and maintain an or symptoms of infection
Infection Control Program designed to provide a e cent on Septemb
safe, sanitary and comfortable environment and Were present on weptemoer
to help prevent the development and transmission 5, 2014. No signs and
of disease and infection. symptoms of infection were
{a} Infection Control Program - present fC{r Resident #?I .
The facility must establish an Infection Control 2) All  residents  receiving
Program under which it - PICC or IV therapy were
{1) Investigates, controls, and prevents infections re-assessed by the Unit
in the facility; y
{2 Decldes what procedures, such as isolation, M""‘“%‘f’f on Sapten}bcr 26,
should be applied to an individual resident; and 2014 to ensure no signs and
{3y Maintains a record of incidents and correclive symptoms of infection were
actions refated to infections. present.
(b) Preventing Spread of Infection 3) All licensed nursing staff
{1} When the infection Control Program were re-educated by the
determines that a resident neads isolation to Staff Development
prevent the spread of infection, the facility must ; g
<olate the resident. Coordinator on infection
{2) The facility must prohibit employses with a control  procedures  for
communicable disease or infacted skin lesions PICC and IV care on
from direct contact with residents or their food, i October 1, 2014, In
direct contact will transmit the disease. " :
{3} The facility must require staff to wash their addition, the: ) Staff
hands after each direct resident contact for which I}?velopmem Coordinator
hand washing is indicated by accepted will conduct a monthly
professional practice. audit of 4 PICC or IV line
(c) Linens ; care proc::edure-::s to ensure
Parsonnel must handls, store, process and § proper infection control
transport linens so as o prevent the spread of practices are being utilized
infection. j by the licensed nursing
staff. The Staff
Development Coordinator
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F 441 Continued From page 14 Z Fa41 w‘,n Si’{b mit t}ns audit to the
This REQUIREMENT is not met as evidenced DON for review.
by: : 4) The DON will submit this
sted on at;séw?ﬁq?gnter\;éew% gecg;d review report for review by the
and review of the facility’s policy Flushing ; o ; .
Peripheral and Central Vascular Access Devices, : Q‘flailt5f Assurance
it was determined the facility failed to ensure staff Committee on a monthly
cleaned the lumen caps before administering basis for 12 months and
medication through a PICC line for one (1) of two hen as advised by the
{2) residents with a PICC line of the twenty-three ﬁ‘ch 1 S AoV A y o
(23) sampled residents, Resident #7. : Quality SSUrance
Committee.

The findings include:

Review of the facility's policy and procedure for Compliance Date: October
Flushing Peripheral and Vascular Access devices, 10,2014

dated 06/01/99, revealed the procedure was o
maintain the patency of all peripheral and central
vascular access devices, Siep 6 indicted the staff
was o scrub the needleless injection caps with
alcohol prior to each entry. Step 10 stated staff
was o scruh the needieless injection cap with
alcohol and attach the Heparin flush syringe. Step
13 stated repeat for each individual lumen as
needed,

Observation during medication adminisiration, on
090314 at 10:10 AM, revealed Licensed
Practical Nurse (LPN) #3 failed to cleanse the
Peripherally Inserted Central Catheter (PICC)
iumen with an aleoholbased preparation pad
prior to the medication administration, for
Resident #7.

Interview with LPN #3, on 08/03/14 at 12:00 PW,
revealsd she was unaware of the omission of
cleansing, but she knew the proper procedure for
administering medication via a PICC port.
Review of the employee training records, dated i
09/04/14, revealed LPN #3 attended the training |
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for Infection Control.

. Interview with LPN #4, on 09/04/14 at 3:30 PM,

revealed the standard of practice and the facility's

' policyfprocedure for IV medication administration

was that all caps agoessed should be cleansed

Lwith an alcohol based preparation pad before
medication administration,

Interview with the Infection Control/Staff
Development Nurse, on 09/04/14 at 2:45 PM,
revealed Infaction Control inservices were done
annually for all staff. More specifically all facllity
nurses were trained annually with written
chack-offs. Howaver, that tralning was not
included in nurse orientation.

interview with the Director of Nursing (DON), on
| 0B/05/14 at 10:51 AM, revealed the correct
procedure for IV medication administration was to
include cleansing the caps with an alcohol based
preparation pad before port access. Further
interview with the DON revealed the importance
of appropriate Infection Control IV PICC line
practice was to prevent an increased spread of
infection through the caps.
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K 000! INITIAL COMMENTS K 000 The provider wishes this plan of

correction to be considered as
our allegation of compliance.

CFER: 42 CFR 483.70(a)
Preparation and/execution of this

BUILDING: 01 plan of correction does not
PLAN APPROVAL: 1984 senstttute‘ adm:smf)n or
agreement by the provider of the

SURVEY UNDER: 2000 Existing truth of the facts alleged or
FAGILITY TYPE: SNF/NF DP conclusions set forth in this
L ’ ! statement of deficiencies. The
TYPE OF STRUCTURE: Two (2) stories with a plan of correction is prepared
full basement, Type # Protected. and/or executed sohzly because of

federal and state law.
SMOKE COMPARTMENTS: Five (5) smoke
compartments on the first and second floors and
three (3) in the basement.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

éPR!NKLER SYSTEM: Complete automatic, wet
sprinkler system, hydraulically designed,

GENERATOR: Type il, 156 KW generator, Fuel
source is diesel.

A Recerlification Life Safety Code Survey was
initiated on 09/03/14 and concluded on 03/04/14.
The facility was found not in compliance with the
Requirements for Participation in WMedicare and
Medicaid.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

Fire)
-
LABDHATORY @?ﬁ@?’ﬁﬁ’% OR QQC%{%U?P&QQ REPRESENTATIVE'S SIGNATURE TITLE ;{(Xﬂ)m‘fﬁ
v/ § Aol ﬁ N , Sedier Freartag. Duedtoy [ W

Ay sﬁ&fiaiamﬂs@a&mwl anding with anjasterisk (%) denctes 4 dafickncy which the instilution may be exeused from corecting providing i is detammined that
sthar sefeguarnds provide sufficlent pr ion fo the patlents. (See instructions.) Excapt for nursing homes, the findings stated above am dinciosable 80 days
foliowing the date of survey whether of ot a plan of correction is provided For nursing homes, the sbove findings and plans of corsciion are disclosabie 14
days following the dale these documents are made available (o the faclity. ¥ dnficioncivg e oited, an spproved plan of sormaction s requisitedo med T
program participation, o g F
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' Deficiencies were cited with the highest
- deficiency idantified at D level,
# 029 NFPA 101 LIFE SAFETY CODE STANDARD K028 1) The arecas noted in the
58=0D inspection  repo were
f One hour fire rated construction {with % hour m?ﬁ; d with }5 ?. ted
fire-rated doors) or an approved automatic fire patched wilh the fire rate
extinguishing system in accordance with 8.4.1 sealant on September 17,
andfor 19.3.5.4 protects hazardous areas. When 2014 by the Maintenance
the approved aujomatic fire extinguishing system Director
. option is used, the arcas are separated from 1 of h ity clos
other spaces by smoke resisting partitions and 2) All of the 8 utility closets
- doors. Doors are self-closing and non-rated or and 4 hopper rooms were
 field-applied protective plates that do not excesd audited on September 25,
48 inches from the bottom of the door are 2014 by the Maintenance
permitted.  19.3.2.1 .
, Director. Any areas noted
for non-compliance will be
patched by October 1, 2014
by  the Maintenance
This STANDARD is not met as evidenced by: Director. ‘
Based on observation and interview, it was 3) The Maintenance Director
| determined the facility failed to meet the will conduct an audit
- requirements for Protection of Hazards, In
accordance with National Fire Protection gzop?hig of all of the
Association (NFPA) standards. The deficiency facility’s 8 utility closets
had the potential to affect two {2} of five (5) and 4 hopper rooms to
- smoke compariments on the second floor, e their proper closure
. approximately fifty (50) residents, staff and ?SS? d rp 1 p dg § sure,
visitors. The facility has one-hundred and ocked securely and that no
| elghteen {118} certifiad bads and the cansus was unapproved items are being
“one-hundred and eleven (111) on the day of the stored.
| survey. 4) The Administrator will
; review the audit report and
: The findings include: submit this report for
| Ob i 08/04/14 at 8:52 AM, with th review by ~the Quality
servation, on ae:  with the Assurance Committee on a
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K 029 Continued From page 2 K 029 monthly basis for 12
Administrator and the Maintenance Director ‘ months and then as advised
revealed the Utility Closet located in the second by the Quality Assurance
floor, B Wing had small openings in the interior Committee.
. walls where wall-mounted shelving had been
removed. The openings had not been patched
and sealed with a fire rated sealant and the room
, was ot capable of resisting the passage of Compliance Date: October
- smoke in the event of an emergency. 10.2014
i * £

Interview, on 09/04/14 at 8:54 AM, with the
Administrator and the Maintenance Director
revealed they were not aware the small holes in
the interior drywall had not been patched and |
sealed with a fire rated sealant. They
acknowledged the room was not sroke-tight and 1
capable of resisting the passage of smoke into |
the atfic space in the event of an emergency. %

Observation, on 09/04/14 at 9:07 AM, with the
Administrator and the Maintenance Director ;
revealed the Hopper Room located in the sacond
floor, A Wing had small openings in the interior
walls where wall-mounted shelving had been
removed. The openings had not been patched
and sealed with a fire rated sealant and the room
was not capable of resisting the passage of
smoke in the svent of an emergency.

interview, on 09/04/14 at 9:08 AM, with the
Administrator and the Maintenance Director
revealed they were not aware the small holes in
the interior drywall were not patched and sealed
with a fire rated sealant. They acknowledged the
room was not smoke-tight or capable of resisting
the passage of smoke into the altic space in the
avent of an emsrgency.

The census of ane-hundred and eleven (111) was |
| verified by the Administrator, on 0B/04/14. The
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' findings were acknowledged by the Administrator
and verified by the Maintenance Director at the
exit interview on 08/04/14.

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.
19.3.2.1 Hazardous Areas. Any hazardous areas
' shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-fesisting pariitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:
(1) Boiler and fuel-fired heater rooms
(2) Central/bulk laundries larger than 100 #2
{9.3m2)
{3) Paint shops
{4) Repair shops
(5) Solled linen rooms
(8) Trash collection rooms
(7) Rooms or spaces larger than B0 #2 (4.8 m2),
including repalr shops, used for storage of
combustible supplies
and equipment in quantities deermad hazardous
by the authority having jurisdiction
(8) Laboratories employing flammatle or
combustible materials in quantities less than ;
those that would be considered a severe hazard.
Exception: Doors in rated enclosuras shall be
permitted to have nonrated, factory or
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field-applied
- protective plates extending not more than
|
!
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