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The following deficienaies ralate to the @,
facilty's heglth survey and investigation
of a self-reporl #8827 1-1.

Investigation of facliity-reported
incidont #6927 1-} resulled in deficiency.

See the Code of Federal Regufations (420FR)
Part 483, Subpart B-C,

F 312 | 483.24{a)(2) ADL CARE PROVIDED FOR 312 d
ss=0 | DEPENDENT RESIDENTS S ﬂ:H«,cS\e
{a)(2) A resident who is unable to cany out
activitis of daily living receives the necassary
services to malnlalh goad nutition, grooming, and
parsonal and oral hygiane.

This REQUIREMENT is not mat as evidenced
by:

Baeed on clinical record review, observatioh and
staff interview the facility falled to provide
complete inconlinence care far 3 of 8 incantinant

residents reviewed (Residents #3, #4 and #8).
Tha facility reported a cansus of 83 residants.

Findings include:

1. The Minfmum Data Set (MDS] assessment
dated 3/19/17 for Resident #3 identitiad
dingnoses that included kyphosis, allered mental
status and adjustment disorder with deprassed
mond, The MDS recorded the resident required
fthe assistance of lwo stafl for toflet use and tha
asslstance of one stalf with personal hygisne.
The rasident experianced frequent urinary and
bowel incontinanca.
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INITIAL COMMENTS

Coraction date '

The following daficlancies ralate (o the (&,
facifity's health survey and inveatigation
of a salf-report #8927 1-1.

Investigation of facllity-reported
incident #6927 1-} rasulted in deficiensy.

See the Code of Faderal Regulations (42CFR}
Part 483, Subpart B-C.

483.24(a){2) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

{a)(2} A resident whe is unabla to carry oul
aclivities of daily living recelves the necagsary
services to malntaih good nutntion, grooming, and
personal and oral hygiene.

This REQUIREMENT ia not mel as evidancad
by:

Bacged on clinical record review, ohservation and
slaff interview the factlity failed to provide
complete incanlinence care for 3 of 8 incontinant
rasidants raviewed {Residents #3, #4 and #6).
The facitity reported a cansus of 63 residents.

Findings include:

1. The Mintmum Dala Sat {MDS) assessment
dated 9/19/17 for Resident #3 identfied
diugnosses thal included kyphosls, allered mental
status and adjustment disorder with depressed
mood, The MDS recorded tha rasident required
the assistance of two staff for toilat use and the
assistance of one staff with personal hygiene.
The rasident experianced frequent urinary and
bowsl incontinencea,
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The resident's sare plan dated 7/4/47
dacumented sha had a toileting deficit with
fraquent incontinence of urine and stool. The
care plan inslructed staff to offer, encourage or
assist with perineal care when found wat,

During an observation on 10/31/17 at 7:40 am. ,
Slaff E and Staff F, both Cerlifled Nurse's Aides,
{CNAs) entared tha resident's room, washed their
hands and donned gloves, Staff £ performed
incontinenca care with the resident lyiny in bed.
Staff E cleansed under her ahdomina! fold, both
lag creases and the cenlral petineal area. Staff
rolled Resident #3 to the lsft hip, Staff E removed
a soiled incontinence brief from under the
resident and cleansed her buttacks, bultocks
crease and the back of the resident's thighs. Staff
E failed fo wash sither hip after removing a
saturated incontinence praduct from tha rasidant.

2, The MDS assessmen! for Resident #4, daled
9/12117, identified diaghoses that included
arthitis, damentia, pain and a history of falfing.
The MDE recorded the resident required the
assistanca of two staff for toilet use and the
assistance of one staff with parsonal hygiene.
The assessmant documented she experienced
oceasional ihcentinence of urine.

The resident's care plan dated 6/24/17
documented sha experienced accasional
incentinence of the bladder and instructed staff to
offer, encourage or assist with perineal care when
found wet,

During an abservation on 10/30/17 at 1:30 p.m.,
Staff A, CNA, entered the resident's bathroom,
washed her hands and donned gloves as

FORM CMS-2587(02-99) Pravious Veesions Obsoleta Event [D: 115R11 Fachity [ IAG50A i continuation shee! Pege 2 of 16
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Rasident #4 sat on the toilat. Staff A removed the
resident's shoes, pants and solled incontinence
product. With the sama glovad hands, Staff A
applied a clean incontinence brief, pants and
shaes. Staff A assiated the resident to stand using
a gait belt and perormed Incontinence care an
the resident's back perineal area. Staff A removed
her gioves, puiled up the Incontinence brief and
pants and transferrad Resident #4 back [nto the
whealchair. Staff A fatled to wash the frontal
perineal area, hips, inner thighs or buttocks after
the resident experienced an incontinence
episoda.

3. According to the MDS assessment dated
10/17/17, Resldent #8 had diagnosss that
included hypertension, kidney disessa, dlabetes
mallitus and Parkingon's disease. The MDS
indicated Residant #6 required the assistance of
2 with tollet use and he experienced frequent
urinary incantinence.

Raview of Raesidant #6's care plan, with a ravision
date of 10/22/17, revealad direction {o assist with
ar provide perineal care when found wet or soiled.
Staff should use pads and briefs as neeaded,

During an observation on 10/31/17 at 8:14 am.
Staff A and Staff G CNA assisted Resident #6
with incontinent cares. Both StaffAand G
washed their hands and donned gloves and Staff
G removad the blankets from Resident #6. Staff
A unfastensd the urine soiled incontinance brisf
and provided incontinence vares. Staff rolled
Rasident #6 {o his left side and Staff A provided
cares o his right buttocks and hip. Staff G
obtalned a pull up brief and pulled it up on his
right side as Staff A removed her gloves, washed
her hands and denned a new pair of gloves, Staif
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A assisted to turn Resident #6 1o his right side,
and Stalf G pulled up his brief without cleansing
his right butteck and hip which cams into contact
with urina.

During an interview on 11/2/17 at 7:57 a.m. the
Dlrector of Nursing {DON) stated the In-Service
Coordinater had just completad competancies
with staff on perineal care. The DON also stated
her expectations are for staff to wash a resident's
hips during incontinent cares.

F 323 | 483.25(d)(1)(2)(n)(1}-(3) FREE OF ACCIDENT Faz3

85=G | HAZARDS/SUPERVISION/DEVICES 9
See. ﬂc(:‘tkc.\\

(d) Accidants.
Tha facility must ensure that -

{1) The rasidant environman! remains as fres
from accident hazards as is possible; and

{2) Each resident receives adequate supervision
and assistance devites lo prevent accidents.

{n) ~ Bed Rails. The faciity must attempt fo use
appropriate aiternatives prior to Installing a side or
bed rall. If a bed or side rail is used, the facility
must ansure correct installation, use, and
maintarance of bed rails, Including but not limitad
to the following elements.

(1) Assaas the resident for risk of entrapment
fram bed rails prior to Installation,

{2) Review the risks and bensfits of bad rails with
the resident or resident repressntative and obtain
informed conseant pricr o inslallation.

(3) Ensure that the bed's dimensions are

FORM CMS-2507(02-00) Pravious Varslons Ohsolets Event 10; 115R11 Faciily ID: IADS03 If continuation sheat Page 4 of 15
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appropriate for the rasident’s size and weight.
This REQUIREMENT is nol met as evidenced
by:

Based on record review and staff interviews and
raviaw of palicy and procedures, the facility fatted
to provide adequala supsrvision o snsure
against hazards durlng a wheelchair transfer
{Resident #15). A staff person pushed Rasidant
#15 in & wheelchair withou! thea resident resting
faet on the foot pedals. The staff member
instnucted the rasident to it feet during the
transfar, The resident lowerad her faot and
prapelled aut of the wheelchair and onto tha flacr,
This fall resullad in a fractured hip. The facility
reported a census of 83 residents and the sampla
consisted of 10 residents reviewad.

Findings include;

1. Resident #15 had a Minimum Data Set (MDS)
assessmant with a raference date of 5/16/17.
Resident #15 had a Brief Interview for Mental
Status (BiMS) score of 4. Ascom of 4
rapresented the resident had a severe cognitive
behavior. The MDS indicated Resident #15
required extensive assistance of 2 or more
pecple with bad maobility, fransfer and loilet use.
The MDS indicated the restdent usually used a
whaeelchair. Resident #15 had diagnoses that
included depression, muscle weakness, alterad
mental status and pain.

‘Tha Cara Plan daled 5/24/17 identified Resident
#15 had a focus area with activity of dally living
(ADL) deficit due to Alzheimer’s disease and
muscle waakness. The interventions included
and directad the staff that the resident raquired
extansive assist for wheelchair {we) locomotion
upon request and able to self-propel we within
facility. The Care Plan identified another focus for

FORM GM5-2507{02-89) Pravious Versions Obsclete Evend 1D: 115R 11 Facility iD: IADS0? If continualion sheet Page & of 15
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a risk of f2lls, Thae intarventions included and
inltated on 7/27/14, directed the staff to assure
the resident's feet are placed un the wc pedals
when stalf pushed the rasident in the we.

The Progress Notes, written by Staff I, Licensed
Praclical Nurse (LPN), dated 6/20/17 at 7:55 p.m.
identified documentation: regarding falls. The
noles identified the Cerlified Nursing Assistant
(CNA) was cailed to the raom. Resident #15 was
on the floor in front of her we on her left side, The
CNA reported she pushed the resident in a wo
and out of the bathroom; had washed and put on
pajamas. The nole indicated tha residsnt put &
foot on the flaor and she fell forward out of the we
and landed on her laf! side and hit head on the
foor. The left leg rotated outward and resident
grimaces and voiced pain with movement of her
left leg. The staff assisted the resident up inte
her we and then transfarrad with 2 staff
assistance and g gait belt ta the bed. The
resident continued to complain of left hip pain in
bed and transfarrad to the hospilal emargency
room {ER}).

Racord raview of the hospital History and
Physical datad 6/20/17, [dentified Resident #15
came into the emergency room after she fell out
of the wo, The reported indicatad the resident's
*-ray highly stspicious for an imtertrochanteric hip
fracture and referred to orthopedics {branch of
medicine desling with bone injuritas),

Recotd review of the Orihopedic Consultation
dated 8/21/17 idantified the x-ray showead a
minimally displaced anterior intertrochanteric
fracture of the left hip.

Record raview of the hospital Discharge

F 323
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Summary dated 6/26/17 indicated the resident
status post fracture of left hip. The summary
identified the resident has damentia and
advanced age as well as renal insufficiency,
hypothyraidism {low thyrold function) and
hypertenaion (alevated blood pressure). The
resident transferred back to the facility for comfort
cares for end of fife secondary to failure to thrive,
poor intake and goor urine output.

A writtan staternent by the Diractor of Nursing
{DON) dated 6/23/17 identified Staff H, CNA
stated she transferred Resident #15 into the we
with the gait belt and took her to the foilet with her
fewt on the padals. After fransferring resident
back into the wc when finlshed, she turned the
rasidant toward tha beds, Staff H stated she did
not put Rasident #15% feat an the pedals. StaffH
askad the resident lo [ift her feat and she did.
They got as far as the firet bed and she [the
resident] startad to lean forward and went to the
floor. Staff H did not see the resident put her foot
down [off of the foot pedals].

Review of the document titled Policy & Procadure
for Transpotting Residants in Wheelchair and
Use of Whaelchair Padals, dated 6/21/17,
direcied the siaff to always use whaelchair
pedals, if you are pushing a residentin a
wheslchair. The policy also documenied if the
resident naeds assistance, place pedals on the
whaeichair and put their fest on the pedals.

On 10/31/17 at 2:00 p.r., Staff H CNA, was
interviewed and staled she took Rasident #15 ta
the bathroom using the we. Staff H stated the
foot pedals ware locked in front of tha we but not
down so the resident could usa. Staff H
confitmed the resident’s fast were not on the wo

F 323
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pedals when she moved her out of the bathroom
toward her bed, Staff H stated the resident held
her fest up whan being pushed bl then dropped
a foot to the floor and fell forward out of the we.
Staff H statad she should have flipped the fool
pedals down as they ware right thers.

On 117217 at 7:65 a.m. the Director of Nursing
was interviewed and stated her axpsctation for
staff when pushing a we is to use the faot padals,

Review of the Canificate Of Dealh, with a file date
of 8217, identified the date of death as 8/29/17.
The physiclan listed the immediale causs of
death as faflure to thrive and the other significant
condition listed is fall; hip fracturs.

483 60{i}{1)-(3) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

§)(1) - Procure food from sources approved ar
sonsidered satisfactory by faderal, state or {ocal
authorities.

(i) This may include foad items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(it) This provislon does not prohibit or prevent
facifities from using produce grown in facility
gardens, subject to compliance with appiicable
safe growing and food-handling practices,

(lii} This provision does nct praciude residents
from cansuming foods not procured by the facility.

{i){2) - Store, prepare, distribute and serve faod in
accordance with professionat standards for food
service safaty.

F 323
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(1){3) Hava a policy regarding use and storage of
foods brought o rasidenis by family and other
visitors to snsure safe and sanitary storage,
handiing, and consumption.

This REQUIREMENT Is not met as evidencad
by

Basad an obsarvation and staff interview the
facility failed to ensure that resident food items
ware usead prior to sxpiration/use by date, falled to
ensure opaned food items were properly stored
and daled, failed {o ensurs cooking utensils were
maintained in a sanitary mannet, failed to ansure
sanilary storage of a dry goods scoop, and failed
to ensure food was servad in a sanitary manner.
The facility reporfad a census of 63 residents.

Findings include:

1. During the initial Dietary Tour from 10:10 a.m.
to 10:50 a.m. on 10/30/17, with tha Consultant
Dietician tha following concerns were ldentified:

a. An open, unseaaled box of Cream of Rice
Gluten Free caraal.

b, Qutdated food items: 2 white cake mixes with
"uga by" dates of 4/18, 2 angel food cake mixes
with "use by” dates of 6(1/17.

. Multipte cooking utensils with cracked or
melted handles and five spatulas with cracked
rubber heads.

d. A large measuring scoap lyihg in the sugar bin.
&, Tangs used to place dinner rolfs on the
rasidant’s plates sat on top of the dinnar rolls
allowing the area touched by the cook to coma
into contact with the dinner rolls.

During tha initial dietary tour the Dietician
Consujtant acknowladged the concerns identified.

F 371
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{a) Infection prevention and control program.

The facilify must aslablish an infection prevention
and cantrol program (IPCP) that must include, at
a minimum, the foliowing elemants:

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for ali residents, stalf,
volunteers, visitors, and other individuals
providing services undsr a contractual
arrangement based upon the facility assessmeant
conducled according fo §483.70(e) and following
acoepted natianal standards (facllity assessment
implementation !s Phase 2);

{2) Writtan standards, policies, and proceduras
for the program, which must includa, but are not
limited to;

(1) A system of surveillance designad to identify
possible communicable diseases or infactions
before thay can spraad to other persons in the
facility;

{ii) When and to whom possible incidents of
communicabla disease or infections should be
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I an interview with the Distary Manager an
10/3117 at 1:20 p.m,, he staled the expectation
is tong handles should not be placad inside the
dinner roll centainer with the handlas fouching the
rolls. He instructed the cook to discard the rest of
the dinner rolis after calling tha issue ta har
aftention.
F 441 | 483.80(a}{1)(214)(eXf) INFECTION CONTROL, F 441
s5=g | PREVENT SPREAD, LINENS

See Fettndhed
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raporied;

(iii) Standard and transmission-based precautions
fo be followed to prevent spread of infactions;

{iv) When and how isalation should be usad fora
resident: including but not limited {o;

(A} The type and duralion of the isclation,
depending upen the infactious agent or ofganism
involved, and

{8) A requirement that the isolation should be the
inast restrictive possible for the resident under the
circumslances,

{v} The circumstances under which the facility
must prohibil employess with @ communicable
disease of Infected skin lesions from dirsct
contaat with residents or their food, If direct
contact will transmit the disease; and

{vi) The hand hygiene procedures fo be followad
by staff involved in direct resident contact,

{4} A system for racording Incidents identified
under the facility's IPCP and the corrective
actione taken by the facility.

(e} Linens. Personnal must handle, store,
process, and transport linens so as to prevent the
spread of infection,

(f) Annual review. Tha facility will conduct an
annual review of its IPCP and update their
program, as necessary.
This REQUIREMENT is not me! as avidencad
by:

Basad on clinical racord review, abservation,
staff intarview and facllity policy review the Tacility
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failed to ulilize Infaction contral techaiguas for 4
out of 13 current residents reviewed (Residents
#2, #4, #5 and #6). The faclity reparted a census
of 63 residents.

Findings include:

1. Tha Minimum Data Set (MDS) assessment for
Residant #2, dated 10/3/17, identified diagnoses
of hypartension, diabetes and Afizheimer's
disease. The MDS indicated ths resident requirad
oxtansive assistance of vne stafl for bed mobility,
dressing, and teileling and the extensive
assistance of two staff for fransfers,

During an cbservation on 10/31/17 al 6;:35 am.,
Resident #2 sat on the toilet with a clean
incontinence brief and pants on. Staff D, Corified
Nurse's Aide, (CNA} finished dressing the
resident, parformad hand hyglene and donned
gloves, Staff D assisted Resident #2 ta stand and
completed perineal care. Staff D then removed
har gloves, pulled up the resident’s incontinence
brief and pants and transferred her to the
wheelchair, Staff D agsisted the resident in
brushing her teeth, brushed the resident’s hair,
placed foot padals on the wheelchair and pushed
Rasident #2 to the dining area. Staff D failed to
perfarm hand hygiene after removing her gloves,
before moving o a clean task from a dirly task
and before exiting the resident's room.

2. The MDS assessmenl for Resident #4, datad
9/12/17, identified diagnoses that included
arthsitis, demantia, pain and a histary of falling.
The MDS racorded the residant required the
assistance of two staff for toilet use and the
assistance of one staff with parsonal hygiene.
The assessmant documented she experienced
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occasional incontinence of urine,

During observation on 103017 at 1:30 p.m.,
Staff A, CNA, enlerad the rasident's bathrmom,
washed her hands and donned gloves as
Resident #4 sat on the tollat. Staff A removad the
resident's shoes, pants and sciled incontinence
preduct. With the same gloved hands, Staff A
applied a clean incontinence brief, pants and
shoes. Staff A assisted the resident to stand using
a gait belt and performed incontinence cara on
the resident's back perineal area. Staff A removed
her gloves, pulled up the incontinance brlef and
pants and transferred Resident #4 back into the
wheslchair. The CNA pushed the residant's
wheslchalr back to the bedside and handed her
tha call light. Staff A failed to perform hand
hygiene after glove removal and failad ta change
gloves when maoving betwaen dirty and clean
tasks.

3. Resident #5's MDS assessment datad
10/17/17 identified diagnoses that included heart
faifure, dermentia and Parkinson's dissasa. The
MODS ravealed the resident reduired the
assistance of two siaff for bed mobility, transfers,
toilet use and pemsanal hygiene.

During an obsarvation on 10/30/17 at 4 pm.,
Staff B and Staff G, both CNA's, entered the
rasident's room ahd transferred him/har fram the
wheaslchair to the toitet using a stand lift. Staff C
donned gloves before she pulled down the
resident's pants and underwear. Staff C removed
her glovas and washed har hands. Staff G
donnad clean gloves and performed perineal cars
with disposable wipes, removed har gloves and
pulled up the resident's underwsar and pants.
Staff B and Staff C transferrod Resident #5 back
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into the wheelchalr using the stand lift. Stalf C
pushed tha resident's wheelchair oul lo the dining
area to pardicipate in an activity before sanitizing
her hands, Staff failed to perform hand hygiene
after glove removal and when moving from dirty
1o cloan tasks.

4. According to the MDS assessment dated
10417117, Resident #6 had diagnoses that
included hypertension, kidney disease, diabetes
mellitlus and Parkinson's disease. The MDS
indicated Resident #6 raquired the assistance of
2 with tollet usa and ha experienced frequant
urinary incontinence.

Review of Rasidenl #6's care plan, with a revision
date of 10/22/17, revealad direclion to assist with
ot provide peringal care when found wet or sofied.
Staff should use pads and briefs as nesded,

During an cbservation on 10/31/47 at 8:14 a.m,
Staff A and Staff G CNA assisted Rasident #6
with incontinent cares, Both StaffAand G
washed their hands and donned gioves and Staff
G removad the resident's blankets, Staff A
abtained a new pair of pants, movad his
wheelchair, obtainad a new brief, went in to the
bathroom fo abtain a packaga of adult wipes,
then unfastened the urine solled incontinent brief.
Siaff A pravidad pari cares then procesded fo
touch the side rail controller to raise the bed up,
With the same gloved hands Staff A assisted
Staff G to turn Resident #6 unto his lefl sida,
Staff completed incontinent cares to his right
back side. Staff A then moved the frash can
closar to her while weating the same gloves and
then finished with cares. Staff A failed to change
her gloves in batwean dirty and clean tasks.
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During an interviaw on 11/2/17 al 7.57 a.m. the
Director of Nursing {DON) stated the In-Service
Coordinator had just completed compestencies
with staff on hand washing. The DON also stated
her expactations are for staff to completa proper
hand hygiene betwaan dirty and clean tasks.

Review of the facility's palicy and procedure for
perineal cara with a ravision date of 1/8/14
revealed slaff ara 1o wash their hands and apply
clean gloves after perineal cares. When staff are
finished cleaning the front {peri area) changs your
gioves and wash hands or use hand sanitizer.

Put on clean gloves and move to the back (rectal
area) to finish. Remove soiled gloves then apply
clean pad if indicated and adjust clothing as
needed,
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Plan of Correction

Preparation of the Plan of Correclion docs nol constitute admission or agreement by the provider
of the truths of the facts alleged or conclusions set forth in the statement of deficiencies, The
Plan of Correction is prepared and/or execuled solely because it is required by the provisions of
the federal and state law. Submission of the plan of correction shall not be construed as a waiver
of this provider’s right to contest any and all deficiencies, nor is such submission an admission
that the facts are as alleged, or that any regolalory violation occurred.

The following is to be eonsidered our Credible Allegation of Compliance,

F312 ADL Care Provided for Dependent Residents

Correct deficiency to individual:
Residents #3, 4, and 6 were checked and had perineal care given per our policy.

Protect res. in similar situation:
All residents have received perineal care given to them per our policy.

Measures/system prevent reoceur;

Nurses will receive re-education on our perineal care policy. Nurse Aides will receive re-education
with return demonstration on our perineal care policy.

Monitor permanent solution;

DON or designee will audit three times weekly for 4 weeks. Then twice per week for the next 4
weeks, Audits will then continue for an additicnal four weeks at once a week. Resulis of audits
will be taken to the monthly QAPI meeting and evaluated for compliance for next 3 monthly

meetings.

Completion date of November 30, 2617,

F.333 Fréé of Accident, Hazards/Supervision/Devices

Correct Deficiency to Individual,
Resident is no longer in the facility, Staff CNA “H", who was transporting the resident was re-
educated immediately by Nurse “I"” on 6/20/2017,

Protect Residents in Similar Situations;

As nurses, CNAs and staff came on following shifts, they were re-educated and reviewed the
Transporling of Residents policy or called in to be educated. Nurses and Nurse Aides were re-
educated on facility policy for transporfation of residents in a wheelchair, and all were completed
by 6/30/2017. All staff had been re-educated on facility policy for transportation of residents in a
wheelchair by 7/07/2017.




Measure/System Lo prevent reoccur;
Nurses, CNAs and All staff have been re-educated again on facility policy for transportation of

residents in a wheelchair at our All Staff meeting on 7/13/2017, 8/10/2017, 9/14/2017 and
10/12/2017 as well as at our Team Time, 2X/day, the last week of June, and at varjous days each
week tn July and through August, September and October,

Monitor Permanent Solufion;

Administrator and Director of Nursing/designee have done audits throughout the months of July,
August and Seplember observing residents being transported in wheelchairs. Results of audits
have been taken to July, August, September and October QAPE meeting and will continue to be
taken to the monthly QAPI meeting and evaluated for compliance at our next 2 meetings.

Completion Date of November 3, 2017

F371 Food Procure, Store/Prepare/S

Correct Defictency to Individual;
a. Cream of rice was thrown out that same day, 10/30/2017.

b. The 2 White Cake mixes and the 2 Angel Foed cake mixes were thrown out the same
day, H/30/2017

¢.  All the cooking utensils identified with affected areas were removed from facility the
same day, 10/30/2017.

d. Measuring Scoop was removed froin sugar bin the same day, 10/30/2017,

e. All Dinner rolls were thrown out, even those not touched by the Tongs, the same day,
10/31/2017,

Protect Residents in Similar Situations:

All food items will be stored, prepared, distributed and served under sanitary conditions. As
dietary staff came on following shifts, they were re-educated and reviewed the proper food
storage and proper utensil usage techniques and inspection to prevent conlamination of food. The
dietary manager has checked all kifchenware and dinnerware for excessive wear. Heavily worn
items have been removed from service and replaced.

Measure/System to prevent reoccur;
All dietary staff were re-educated by November 30, 2017 with an educational in service

conducied by the dietitian or dietary manager that included proper foed storage and proper
utensil use on techniques to prevent contamination of food. All Staff were educated on proper
faood storage, preparation and sanitary conditions of equipment at both Team Times 2X a day on
various days of the week, starting 11/03/2017, and at the November All Staff on November 9,
2017

Monitor permanent solution: _
Random audits by Dietary Manager, Dietician, Administrator or designee will be done for the

following areas:
!



* Food Storage and Usage Dates,
* Kitchenware and dinnerware for excessive usage and unsanitary conditions,
* Meal prep and service For proper utensil use.

These audit will be performed 3X/week for 4 weeks, then 2X/week for the next 4 weeks and
1 X/week for the {inal four weeks, Results of audits will be taken to the monthly QAPI meeting
and evaluated for compliance al our next 3 meetings.

Completion Date of November 30, 2017

| 441 Infection Contral; Prevent Sgread, Linens

Correct deficiency to individual:
Residents #2, 4, 5 and & were checked and had perineal care given per our policy with proper

infection control and glove usage per our policy and procedures effective November 3%, 2017,

Protect res. in similar situation:
All residents have received perineal care per our policy and with proper infection control and glove
usage per our policy and procedures elfecllve November 3%, 2017.

Measures/system prevent reoccut:

Nurses will receive re-education on Proper Infection Control and Glove Usage Policy and
Procedure. Nurse Aides will receive re-education with return demonstration on our Policy and
Procedure for Proper Infection Control and Glove Usage as well as our perineal care policy.

Monitor permanent solution:

DON or designee will audit three times weekly for 4 weeks. Then twice per week for the next 4
weeks. Audits will then continue an additional four weeks at once a week, Results of audits will
be taken to the monthly QAPI meeting and evalualed for compliance for next 3 monthly
meetings.

Completion date of November 30, 2017.
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