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F 000 | INITIAL COMMENTS F 000 mN ZHR
_ C'OBR??&RD CARE CENTER £ 4
The foliowing reflects the findings of the &zimgg;qf %zﬁ& of Co_rrectmrs %si? 2
Department of Public Health during a ﬁ’f m’ g‘::a 3 ta ?ﬁmm}( exists or
Recertification Survey visit. . mery Deficiency was
correctly oiled and is also i not io be
. . congirued as an admission of interest against
Representing the Department of Public Heglin: the facily, te Admiistalor, or any
RN - HFEN empioyess, agents or other individuals who
-HEEN inay be discussed in this response snd plan
-HFE | of correclion. In addifion, prepaation and
submission of this plan of comaction doas not
 Totat resident census: 52 constiute an atmission or & agrement of
Totat resident Samw: 13 any kind b? the m of the tnsth of any facts
alieged or the comectness of any conclusions
Highest Scope and Severity; E set forlh in this atiegation by the sirvey
F 523 | 483.25(h) FREE OF ACCIDENT F 303306y
§8=E | HAZARDSISUPERVISION/DEVICES The submission of the Plan of Comect
s . within this time frame should in no way be
. The facility must ensure that the resident S :
environment remains as free of accident hazards considered or Gonslrued 25 agreement with
as is possible; and each resident receives e dlegatons of nof-compliance or
 adequate supervision and assistance devices to admissians by the faciltty,
prevent accidents. This Plan of Correcon shal constute the
facllity's written credible  allsouti
compliance for the deficiencies nm
This REQUIREMENT is not met as evidenced F 323 483,25 {h) FREE OF ACCIDENT
by:  HAZARDSISUPERVISION/DEVICES Fy l %
Based on observation and interview, the facility Maintenance Suparvisor repiscsd the fight Y, —
falled to ensure the resident environment remaing fixhures in Rims. 81, 82, 53, 54 and 55.These
as free of accident hazards as possible by not fiures now have profecive covers and
having protective covers on light fdure bulbs, by mercury-froe light buibs are being used.
not having a plan for the use, handiing, clean up ,
and disposal relaled to marcury laden bulbs and
by not securing cabinets in five of 26 residents’
: rooms. This deficient practice had the potential
for accidents.
{ABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER RERRESENTERVES SIGNATURE TILE X6) GATE
Julis 3 . Administrator Blo2i12

Any deficiency statement snding wih an asterisk (P - iency wmch e inglitution may be excused from gorrecting providing it is detarmined that
other safeguards provide sufficient protection to the 2e ingtructions.) Excest for nurging homes, the findings stated shove ara disclosablie 50 days
foliowing the date of survey whether of ot @ plan of cotrection is provided. For nursing homaes, the above fisdings and plans of correction are disciosalsle 14
days ioliowiry the date these documents are made available to the faciiity. I Jeficiencies ams gled, an approved plen of coraction is requisite to continued
program participation,
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: AT "_1.-, 1 'e.,‘z_:* il ;sz
! roplaced alt compact fuorescent mercu
o threughout the facliity. We also made sure
Findings: that i light fixtires i the residents’ roomg
have protecfivs covers.
1. On 524112, from 320 po to 4 p.m,, Roeoms
51, 52, B3, 54 and 55, were ohserved lo have Maintnance  Supandsar  immediately
light fistures with ungusrded compact fuorescent secired & the cabinet closets i Rooms 4,
mercury laden babs. The bght fidures were 6,8, 7, 8 to prevent accidents.
pasitioned over tha rasidents’ beds. Maintenance  Supervisor checked  all
o . . . cabingt closals in residents’ rooms o
At the time of the observation, when interviewed, ensire that cabinet closets are properly
the maintenance supervisor couid not axplain why socusd,
the fluorescent bulbs had no protective cover to
prevent injuries in the the event of accidental As part of our OOF process, sialf wi
breakage. routinely moniter  defective  equipment
kientified during faciBly rounds ard r
The compact fluorescent buibs conlainer box thek ﬁmﬁngsg v e Ma;ﬂm:ﬁ:
indicated the bulbs contained marcury {8 liquid Superviser and e Administrafor o
metal oxic 16 humans) and had to be managed immediats repair and/or replacement.

according to local, faderal disposa! jaws.

On 824412, at 3:47 p.m., during an interview, the
dirgctor of gtaff development (DSD) stated she
was not aware the iight bulbs contained mercury. g:
The DSL) alsc indicated she was nof aware of
handling, clean up andior disposal precautions
related to the mercury laden bulbs.

‘The faciity was unable & provide policy and
procedures related 1o the mercury laden buibs.

2. On 52412, at 428 pon, Room 8 was
observed to have two cabinet closets detached
from the wall and easily moved and rocked when
fouched. The cabinets measured 5 fest 11 %
inches tall, 1 foot 11 U wide and 1foct 11 %
deep.

i was also rioted that Rooms 4, 5, 8, and 7 had

| %
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F 323 | Continued From page 2 F 323
cabingt closels that were not propedy secured
ang ¢eald fall over.
On 524112, & 435 p.m., when interviewed, the
| maintenance supervisor could not expiain the
tack of properly secured cabinets. g
F 371 483.35) FOOD PROCURE, FI71|  grorePRer b e e
8= | STOREPREPAREISERVE - SBANITARY
The faciity must Distery staff raceived in-service aining on é:(lgllt
ity must - 61812012 on the following: 1) ideniified
(1} Procurs food from sources approved or authorized personnel who are afowed
é gz’t‘m;‘f :ﬁgﬁmw by Federal, State or local enter the kitchen (Administrator, DON, RD,
: . _ Mainfenance Pamsonnel, Dafivery person,
(2} Store, prepare, distribute and serve food State or Federal surveyors), with a hair net,
under sanitary conditions o prevent chances o outside
contamination, 2} Unauthorized personnel
will bé direcied to stay bebind boundaries as
igentified by the facility. The red tape, used
i idendly the boundaries, has been moved
This REQUIREMENT is ot met as evidenced to the ok ety of the kitchan door.
by: sarvice draini [ t/ 2y
Based on observation and intarview, the facility | in-5orvice Taining of facllly staft was aiso {7 ¢

failed to ensure food was stored, prepared and

' distributed under sandary conditions by failing to

ensure persons entering the kitchen wore hair
nets, This daficient practice had the potential for

 inod contamination.

Findinge:

On 5724412, &t 11:37 am., Licensed Vocational
Nurse 1 (LVN 1) was observed entering the
kitchen without covering her hair with & hair nef.
LVN 1 walked by food tray carts, food preparation
area and the steam table.

Al the time of the observation, when interviewed,

provided on 672172012 by Director of Staff

fo ensurs swmoness of
Sanitatian and Infection Confrol practices in
the distary depariment.
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F 371 Confinued From page 3

the dietary service superviser (DS5) stafed
non-distary staff were allowed in the kitchen,
without & hair net, if they remainad in an area
bardered by red tape attached to the kitchen
floor. However, the D3S acknowledged the staff
;. member was in close proximify with food
preparation areas.

F 441 48365 INFECTION CONTROL, PREVENT
g5=E | SPREAD, LINENS

The facility must establish and maintain an
Infection Contrat Program designed to provide a
safe, sanitary and comforiable environment and
to help prevent the development and ransmission
of disease and infection.

{a} Infection Control Program

The fasility musgt establish an infection Control
Program under which £ -

{1} Investigaies, conirols, and prevents infections
in the facility,

§ {2} Deocides whiat procedures, such as isolation,
should be applied to an individuai resident; and
{3) Maintains a record of incidents and corrective
actions related € infections.

| (b} Preventing Spread of Infection

{1) When the infection Contre! Program
determines that a resident needs isoletion %o
prevent the spread of infection, the faciity must
isclate the resident.

{2} The faclity must prohibit empioyees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, ¥
! direot contact will fransmit the disease,

{3} The faciiity must require staff 1o wash thele
hands after each diract resident contact for which
: hand washing s indicated by accepted

F 371

F 441

F 441 483,85 INFECTION CONTROL,
PREVENT SPREAD, LINENS

The two shower carls {by Rooms 15 and 24)
arg now  fully covered fo prevent
ontamination,

The faundry staff recoived in-sorvics training &/ﬁf,i‘t
on 621712 regarding haending, sicrage,
processing and transporling of finens fo
prevent the spread of infection. The taundry
sff has © make sure that dean linen carts
have 1o be covared and thal ciosels have ¥
be closed at ofl imes,

The thres wire baskels, which are used only

‘when drying time is compieled, have now

i #w launtry foom to hold the clean finen
been [abeled o identify the linen a3 Clean.

Inservics training of facilly staf was 6[*1“&L~
provided by Direcior of Staff Devedopment on
B21/12  wegarding  infection  Conired,
Preventing Spread of infaction, and Handling
of Liners to prevent the spread of infection.
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professional praciics.

{c) Linens
Personnel must handle, store, process and
trangport inens so6 a3 to prevent the spread of
infection.

This REGQGUIREMENT is not met as evidenced

by
Based on cbhservation, interview and record e;
seview, the facility failed to handie, store, process,
and transport linens 30 as o prevent the spread
of infaction, Clean was not properiy stored and {
| handled. This deficient practice had the potentiat
for crogs contamination and spread of infections.

Findings:

1. 0n 523112, at 2239 pm, and at 316G p.m., fwo ;
of two shower rooms (by Rooms 15 and 24) were
ohserved with stacks of uncovered, un-protecied
finen in multi-leveled carts,

At the time of the observation, when interviewed,
' the maintenance supervisor stated linen is added
to the cart each day for the nursing staff to use :
them during morning showers, Mowever, the
mamienance supervisor coufld not explain how
the ciean linen woukd be protected from
sontamingtion when it was uncovered and stored
L in 3 soited area.

2.0n 523112, gt 5:07 p.m. a laundry aide was
whsarved Fansporiing a 32-gallon container with
sofled linen 6 the laundry room. The lsundry aide
. unloaded the sofied finan in a laundry area i

i
|
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1

L on nearby tables, carts and opened cioset.

| prevent confamination,

Continuied From page §
close proximity to uncovered clean linen placed

On 524112, & 11:08 am., during an interview,
the Igundry stipervisor stated staff weié 1o cover
aif the clean linen to provide protection and

3. On 5124742, at 1:55 a.m., three wire baskets
ware cbhasrved with linen in the laundry/clean
lien storage room., The baskets did oot have
iabel to identify the linen as ciean or soiled,

According to the facility's laundry poiicies and
proceiures, alf clean linen transport cans shall be
covered. Careful precautionary procedures must
he foliowed by taundry parsonnel 10 prevent the
spregd of nfectious disesses 1o other stalf
member, residents and visitors,

F 441
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