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{F 000} INITIAL COMMENTS

© An offsite revisit was conducied, and basad on
the acceptable Plan of Currection (POC), the
facility was desemed to be in compliance on
12/31/15 as alieged.

{F 000}

CABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(X5 DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing # is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 20 days
foilowing the date of survey whether or not a plan of correction is provided, For nursing homes. the above findings and pians of correction are disclosabie 14
days following the date these documents are made available to the facility. ¥ deficiencies are cited. an approved pian of correction is requisite to continued

program participation.
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. Woadland Oaks does not belisve and does not
F 000 | INITIAL COMMENTS F 000, admit that any deficiencies existed, either
before, durlng or aftay the survey, Woodland
Oaks reserves the right to contest this survey

A Recertification Survey was initiated on
findirgs through informal dispute resolution,

12/08/15 and concluded o 12A1045, with

deficiencies cited af the highest Scope and formal legistative appenl procesdings or any
Severlty of an "D". administrative or legal proceedings. This plan of
F 441 {83.85 INFECTION CONTROL, PREVENT F 441 correction does not constitute an admission
65=0{ SPREAD, LINENS regarding any facts or glrcumstances
. . L surrounding any alieged deficiencies to which it
The facility must establish and maintain an responds ngor E: m;ait to :;225:’;;
Infection Control Program designed to provide a . : 4ot oo ot Y
safe, sanitary and comfortable environment and standard of care, contract obligation or
to help prevent the development and transmission position. Woodiand Daks reserves all rights 1
of disease and infection. ralse il possible contentions and defenses in
any type of chvil or crimbnal cladm, action or
{a) Infaction Control Program proceeding. Nothing contained in this plan of
The facility must establish an infection Conirol correction should be considered as a waiver or
Frogram under which it any patentially spplicable peer review, quality
;{‘}}t!:nv?s\‘iiikg;tes, C(?mmfsz and prevents infections assurance or self-critical examination privileges
N e fachiy; ) which Woodland Oalis does net waive, and
(2) Decidas what procedures, such as isolation, rasarves the right 1o assert any sdministrative
should be-applied fo-anndivldualesident and ik or criminal d;}im ac:iinr—i or proveedin :
(3) Maintains a record of incldents and corrective Wt o oo P p 'i‘f
actions related to infections. ooiand Oaks olfers s responses, credible
zHegations of compliance and plan of correction

a5 part of its ongoing efforts 1o provide guality

{b) Preventing Spread of Infeclion
ware to our residents,

{1} Whan the Infection Control Programm
determines that a resident neads jsolalion fo
pravent the spread of Infection, the facility must
isolate the resident, : " v ’
{2} The facilily rmust prohlblt employees with a Fagy 1} Resident # 14 and Unsampled Resident A did
communicable disease or infected skin lesions net hive any adverse effects from the alleged
from direct contact with residens or their food, if improper perineal care i.e. no reparts of faver,
direct contact will fransmit the disease. . abdominal pain or any of signs or symptoms of
{3) The facifity must require staff fo wash their 5 urinary tract infection,

hands after each direct resident contact for which
hand washing I3 Indicated by accepled

professional practice.
2 arcd SRNA #3, were in-serviced on proper

/
CTORS OR PROVIVERISUPPLIER REPRESENTATIVE'S SIGNATURE L mIE (X5} DATE
A | lay vamw‘mﬂ AN

deficlency stalghpént ending with an asterigk (%) danotes a daficlency which the Insitlulion may be excused from comecling providing It is determined that
other safeguardy provice suificlent protaction to the patients. (See lastiuctions.) Excepl for nutsing homas, the findings siated sbove gre disclosable 90 days
fafloedng (he date of survey whelher oF not & plan of corraction Is provided. For nursing bomes, the sbove findings and plans of corrsotion are disclosable 14
days following the date these documanis ate made avaiable to the faclily. If deflelancies are ciled, an approved plan of corraetion is requisite o continued

pregram participation, .

21 Al RN's, LPN's and SRNA's, including SRNA #
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TAG REGULATORY OR LEC IENTIFYING INFORMATION) "G GROSS-REFERENCED TO THE APPROPRIATE DAFE
GEEIGIENCY)
’ perineal care technigues and proper hand
F 441 | Conlinuad From page 1 F441] asning on December 16, 2015 by the Director
{c) Linans of €. An assessment of each resident was
Personne! must handle, sfore, process and completed on December 17, 2015 by staft
iransgort linens so as to prevent the spread of KN's/LEN's far any signs or symptom of
infection. infection as evidenced by abdominal pain and
fever,
3} SRNA'S will be educated during orfentation
. regarding proper perineal tare and proper
This STANDARLD I8 net met as evidenced by handwashing techriques by the Director of CQ.
Based on observation, interview, and record Al nursing staff will pe inserviced annually and
review, it was determined the iagﬂity falled to upon hire on perineal care and hand washing
establish at}cﬁ. mainfain an infection Caﬁtr‘oi rechniques by the Direstor of CQI.
Program designed to provide a safe, sanitary and 4) The €U Director will conduct a direct
comfortable environment and 1o help prevent the bservat] i of ar least 10% of resid
d@vei@pmsn{ aﬂé Uﬁﬁﬁfﬁiﬁgigﬁ Gf C”S%Eﬁ ﬂﬁﬁ i SEW‘Q‘ 16 @ik & Q‘E}EBSL : of resigent
infection for one (1) of twenty-two (22) sampled population on 3 monthly basis for proper
residents (Resident #14) and one (1) unsampled pericare and handwashing techniques for a
resident {Unsampled Resident #AL period of 6 months. If any concerns are t
tdentified the Director of CQ will perform ’
Observation reveaied staff faded lo use immediate education with the stall nvelved in
appropriate hand hygisne during and after the oberved sudlt. This wilf be included in the
performing perinealfincontinence care. menthly Ouelity Assurance review, Tha monthly
. 7 Duality Assurance meeting [s attended by
The findings nclude: ‘nursing, infectlon eontrol, housekeeping.
1. Review of Resident #14's medical record :cthht'fties, az?d Qd{r?%nistratiaﬂj ag wall as the
revealsd the facility admitted the resident on facility Medical Biractor,
10/16/14 with diagnoses which Included
Dementia and Urinary Retention.
. . 5} Decemnber 18, 2015 12/1B/15
Review of Resident #14's Minimum Data Sl
(MDS) Assessment dated 10/22/15 reveaied the
tacility assessed (he resident as having a Brief
Interview for Mental Siatus (BIMS) score of four
{4) out of fiftesn (15) indicaling severe cognitive
impairment.
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Continued From page 2
Opservation of Rasident #14's perineal care, oh
12110715 at 1:50 PM, revealed Slate Registered
. Nursing Assistant (SRNA) #2 provided perineal
care, removed the soiled gloves, and failed to
wash her hands prior to donning new gloves.
After donning new gioves, SRNA #2 assisted the
resident lo roll to hisfher side and cleansed the
resident's buttocks and anal area. Further
ohservation revealed SRNA #2 failed 1o remove
the soiled gloves or wash her hands after
cleaning the resident's buttocks and anal area
and prior o louching the resident's bed lnens.

2. CYbservalion of perineal care for Unsampled
Fresident A on 12110/15 at 2:20 PM, revealed after
performing perineal care, SRNA#2 failed tn
ramove her solled gloves before touching the
rasidant's bed linens. Furlher observation
revealed after pulling up the resident's bed linens
with the solled gloves, SRNA#3 removed har

F 441

to touching te rsidnbonfrts and call
light.

Interview with SRNA#3, on 12/10/15 at 4.30 PM,
revealed she had been educated on the corract
procedure for perineal care and handwashing at
the facility. Further interview, revealed she should
have washed her hands prior to touching
environmental surfaces such as the resident's
bed Hinens, bed controls and call light after
providing parineal/incontinence care.

Interview, with CQI (Continuous Quality
Inmprovemant) /infection Control Registerad
Nurse on 12/10/15 at 3:10 PM, revealed slalf was
educated on the correct pracedures for hand
washing and perineal care. Further interview

revealed slaff should wash their hands anytime
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Continued From page 3
gloves weres rernoved and before touching
environmental surfaces,

Interview, on 12M0/18 at 3:30 PM, with the
Director of Nursing (DON), revealed slalf was
{rained on the correct procadures for hand
washing and perineal care upon hire, annually
and whan there was ldeniiffed lssues inthe

facliity. Conlinved interview, revealed stalf was to

wash thelr hands anylime gloves were removed
ant before reapplylng gloves, when going fram

dirty to ¢lean, when fintshed with care, and before

leaving a resident's room,
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CFR: 42 CFR 483.70(a)
BUILD!&G: (1

PLAP;J APPROVAL: 1852
SURVEY UNDER; 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
nprotected

SMOKE COMPARTMENTS: Four {4) smoke.
compartments

FIRE ALARM: Complets fire alarm systerm with
heat and smoke dataciors

SPRINKLER SYSTEM: Complets automatic dry
sprinklar system.

GENERATOR: Type H generator instalied in
1992,

A Life Safely Code Survey was conducted on
1270872015, The facility was found lo be in
compliance with the requirements for participation
in Medicare and Medicald in accordance with Title
42, Gode of Federal Reguiations, 483.70 (a) et
saq. {Lie Safely from Fire).

Fuel source is Natwal Gas.
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follewing the date of suvey whaiher or nol & plan of correclion is provided. For nursleg homes, the ahove findings and plens of correction are discloeable 14
days following the date these documants dre made available lo the faciity. If deficlonclas are clled, an approved plan of comection Is requisite 1o continued
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