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- An offsite revisit was conducted and based on
the acceptable Pian of Correction (PGC) the

facility was deemed to be in compliance as
alleged on 06/12/15.

'L«‘:\BORATOR\;{ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6} DATE

Any deficiency statement ending with an astarisk {*} denoctes a deficiancy which the institution may be excused from corracting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not a pian of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date these documents are made available to the facilty. ff deficiencies are cited, an approved pian of correction is requisite to continued
pregram participation.
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,‘ A Abt : ' Restdents Affected
* An Abbreviated Survey to investigate #00023181 Immediately upon discovering the
- was inffiated on 05/13/15 and conciuded on ; r ty pe of resident {,gx an
0614715, $00023181 was substantiated with IMProper storage ¢ e
" deficiencies cited. ¢ tubing, the following corrective action
F441. 483.85 INFECTION CONTROL, PREVENT F 441 was taken for the residents’ affected:
: . Room 104°s oxygen tubing was

85=D SPREAD, LINENS

' The facitity must establish and maintain an

¢ Infection Control Frogram designed to provide a
" safe, sanitary and comfartable ervironment and
10 help prevent the development and transrmission’
i of disease and infection. ;

'

“{a) Infection Control Program

* The facility must establish an infection Contrt

. Program under which it - .

'{1) Investigates, controls. and prevents infections

i in the facifity; .
{2} Decides what procedures, such as isolatio

Vshould be applted to an individual resident; ang. . |

: (3) Malntains a record of incidents ang carrective ;

. &ctions refated to infections.

l

i (k) Preventing Spread of Infection

(1) When the infection Contral Praogram

| determines that & resident needs Isolation to

] prevent the spread of infection, the facility must
Isolate the resident. :

¢ {2} The facility must prohibit amployees with a

. Communicabla disease or infected skin lesions

 from direct cantact with residents or their food, #

 direct contact wilt transmit the digaass.

. (3) The facility must require staff to wash their

t hands sfter each direc! rasident contact for whigh

f hand washing is indicated by accepted ;

: professional practice.

i

. removed from: the mightstand, replaced,
* and properly bagged;

Room 106-2’s oxygen tubing was
removed from the resident’s bed,
replaced, and properly bagged;
Room 109-2°s oxygen cannula
wag removed from the wheelchair,
placed, and properly bagged;
o 208°s oxygen cannula was
removed from the nightstand,
replaced, and properly bagged;
+--~Room 214%s oxygen tubing on the
OXygen concentrator machme wag
replaced and properly bagged;
Room 40575 oxygen tubing was
removed from the resident’s bed,
replaced, and properly bagged;
Room 414275 nebulizer mask was
replaced and properly bagged.

Identification/Protection of other
Residents

On 5/15/15, the facility's Quality
Assurance (QA) Nurse audited twenty-
six (26) residents currently using
cxygen wubing/mebulizer mask
treatment. OF the twenty-six (26}

i

£
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F 441 Continued From page 1
; {c} Linens
. Pergormel must handle, store, procass and
"transport linens so as to prevent the sproad of

' infection.

H

t This REQUIREMENT i not met as aviderced
; by:

- Based on observation, Intsrview and review of

! the facility's policy, i was determined the faclity '
i falled to store six (6} oxygen cannulas and one
(1) nebulizer face mask in a sanitary manner to

i help prevent the transmission of infestion and
 dissmse. Observallon during the Initial facility tour
5 revealed oxygen cannulas not in use were ‘
| unbagged in rooms 104, 106-2, 109, 208, 214-2

1 @nd 405-2. in addition, observation revealed an

; unbagged Nebulizer face mask In room 4142,

 The findings include:
t

| Interview with the Director of Nursing, on

C05M315 at approximately 10:30 AM, revesled the ,
' facliity did not have a written policy related to the .
 storage of oxygen tubing and cannulas, However, '
; she stated the facility followed ’

| its Nabulizer policy. |

| Review of the facility's poticy titled "Administering
: Medication through a Smaii Volume {Handheid)
. Nebullzer', dated Octobar 2010, revealed

' aquipment and tubing was to be stored in 3

| plastic bag labeled with the resident's name and

| date.

_] Observations during the initial facility taur, on

F 441 was found on a resident’s bed, The QA

Systemic Changes

. Nursing revised the facility's Oxygen

residents audited, one (1) oxygen tube

. Nurse promptly replaced and stored the
oxygen tibe with proper bagging, The
. QA Nurse reeducated the SENA
assigned to that particular room an
- how to store oxygen wbing in &
. sanifary manner 10 help prevent the
. transmission of infeetion and disease,

On 5/15/15, the facility Director of
Policy 10 include the following;

To ensure infection prevention is
meaintained for all residents who are
utilizing oxygen,; including residents’
nebulizer machines, tubing and masks.
All floor nurses will check oxygen

tubing and placement every shift,

SRNAs will ensure that all oxygen

tubing not in use is bagged hefore

leaving residents room. All oxygen

tubing must be labeled with the date

and initials of the staff member who is
changing the oxygen tubing or who is
starting new oxygen therapy. The nasal
cannula must be changed at [east every
two weeks unless needed sooner due to
infection control purposes. One tube

will be used per resident, If a resident i
uses an oxygen tank, the tubing should
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' be shared between the tank and
F 441 . cﬂﬁtinued From pag@ 2 F g4 ; congentrator.
. 05/13/15 between 9:35 AM and 10-35 AM,
'revealed the follewing: in room 104, oxygen . " On 5715113, the Director of Nursing
tubing unbagged on the nightstand: in reom - A initiated i icine f ’
‘ : i and QA Nurse initiated in-servicing for
_106-2, unbagosd oxygen tublng lying on the ! I Q ing staff, both Nurses and 8
‘ resident's bed; in room 108-2, oxygen cannuts , @4 hursing stail, .
, Unbagged and lying on & wheelohair: in room 208, ( . SRNAs from all three (3) shifts, related
- oxygen cannule unbagged on the nightstand: in ~ to these changes made to the facility™s
| room 214, unbagged oxygen tubing on the + policy and procedure. The in-services
oxygen concentrator machine; In room 406, i - til every member of
F unbagged oxygen tubing on the resident's bed:;  Will be c‘mgomg u]: r,y d
, and In room 414-2, the nebulizer mask was not in :  the nursing team has received re-
'@ bag. ~ education.
_? interview, on 05/13/15 at 11:45 AM with Certifled . Monitoring 'A
| Nursing Assistance (ONA) #1, revesiad nasal On 5/15/135, the facility QA Nurse
i Cannulas were to be placed In g plastie: bag o wrote up the following procedure as it
' the oxygen concentrator machine when not In relates to oxygen tubing placement,
i use, storage, and monitoring:
i L. Charge nurses will be responsible f
! Interview, on 05/13/15 at 2:39 PM with CNA#9, ’ A ,
. Tevealed when axygen is not in use, itis to be to check ?hygﬁn tu?mg, mc,ludmg :
_! F}lamd in B piasﬁﬂ bag ancf Sealed. thﬁ szullz&r mﬁ¢h1n€5, ilibmg aﬂd
f : masks, and placement during their
- Interview with Licensed Practical Nurse (LPN), on . shift daily,
1 05/13/15 at 3:00 PM, revealed oxygen cannulag 2. Unit Supervisors will be :
; and nebulizer masks should not be lying on beds, ible to audit the pl ent ‘
| bedside tables or in wheelchairs. LPN #1 stafeq responsibie to audit the placemen
 when oxygan and/or nebulizers were not in use, and storage of oxygen tubing; E
| they should be stored I g plastic bag, including nebulizer machines, f
: interei ith the Unit M 05114115 tubing and masks on 2 weekly
| interview wi e Wit Managsr, on (U5 at ; the naxt th 1) month
 9:20 AM, revealsd oxygen cannulas and : ﬁa.siifm a.; \ ree {'}.;: ? ®
' nebulizer masks were to be bagged when not in 3. QA Nurse wi ¢ responsible to i
| Y2e dus to infection control coneerns, The Unit audit oxygen tubing placement ;
- Manager stated the CNAs had receivad no and storage; including nebulizer 5
i training related to the storage of oxygen cannuias i machines, tubing and masks on all |
- and nebulizer masks, becayze management of . : : : f
. B, ; Xt 5ix (6 ’
| oxygen was a nursing responstbility. She further | ! units monthly for the ne ® :
 Stated nurses wera responsible for administering ; : months ‘
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|

' 4. SRNAs will be responsible to

F 441  Continued From page 3 F 441’ ensure that all oxygen wbing;
" nebulizer trealments and placing the mask ang : ; including nebulizer machines
tubing imo & plastic bag when trestments were E . . -
: completed. tubing and masks, not in use will
; : be bagged before leaving residents

Interview with the Director of Nursing (DON), on rooms (daily),

05/14/15 at 3:20 PM, revesied nebulizer masks

- and uxygen cannulas shauld be monitored by the ! * Each resident who is currently utilizing
nurses during their rounds to ensure cannulas oxygen for treatment will be covered
+ and masks were properly bagged. i ; with the above stated audit. Any

* discrepancies found in the storage, i

placement, or bagging of the tubes will '

be promptly corrected and noted on the

02 audit sheet. The results of thege

audits will be reviewed weekly by the

: : Director of Nursing and submitted by

| - the DON to the facility’s monthly

' - Quality Assurance (QA) Committee.

| ! Based on the results of the audits, the

' QA Comunittee will determine if any !
changes to the plan of correction must E

’ _ be made in order to ensure a more i

f - efficient practice, :

| : On 5/15/15, the Director of Nurging
‘ : I and QA Nurse initiated in-service :
‘ i education for every SRNA and Nurse |
| : - from all three (3) shifts on the above ;
. stated audit procedure. The in-services j

H
will remain ongoing until every

i . member of the nursing tear has f
’ received the education, :

|
j | - Completlon Date: 6/12/15 f't fex frs~

i
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