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E 040 | tnitial Commenis E 000
An unannounced Emergency Preparedness '
survay was conducted 03/04/2018 through
03/05/2019. The facility was in substantial
compliance with 42 CFR Part 433.73,
Requirement for Long-Term Care Facliies.
F 00C | INITAL COMMENTS F 000 i
An unannounced Medicare/ledicain standzrd
survay was conducted 03/04/2018 through
-3/06/201S. Corrections are requirad for i
compliance with 42 CFR Pat 483 Federal Long
Term Care reguiremenis. The Life Safely Code
sunayireport will follow. One comolaint was
Investigated du-ing the survey. i
The census ir th's 31 certified bed facility was 26 Cr sl
=t the time of the survey. The survey sample - '
consisted of 17 resident -eviews.
F 641 } Accuracy of Assessments F 641
35=0 | CFR(s): 483.20(q) F341
]
| §483.20(g) Accuracy of Assessments. Responses to the cited deficiencies do
;rat;?d Zif?gﬂ must accurately reflect the not constim]tje ?rr]] agmissior_\ T?-r .
. : . . agreemert by the facility of the truth o
;;"S REQUIRERERT S L matascYitanEsd facks alleged or cnnclu.sion's, set ferth in
Based on s%aff intarview, facility document review the Statenjent of Deficiencies. The Plan
end cinical record review, it was delermined the ; ALEbmectionis .prepare‘d BOlEly sy ;
facilty staff failed 1o ensure a complate and . i matter of compliance with federal and/or
gccurate MDS ‘minimum data set) assessment ‘ SlHlE e
for one of 18 esidenls in the survey sample \
Resident #32 ' 1. With respect to the specific
' nbservation cited! The
_ The facility staff faited to code the Medicare five 5lday/DRNA/End of PPS Part A
day assessment accurately with *he camect olace : Stay MDS {ARD 12113} for
of discharge for Resident #32. | resident #32 was modified,
transmitted, and accepled into |
¥ DIRECTOR'S OR Pnowoewst.ppum REPRESENTATIVE'S SIGNATURE TITLE e oare
_L;&ZQM DY Crene | AKLA Admurucfm#v- 8/28/1q

Any defclency siatemenl ending with an aalerizh (%) dem:es 8 deficiency which the institton may be exriisan from COTRCng providng N it getenined hat
othar safeguards provide sufficiant p-otection ko the patients, ($ee Inauuctiona ) Excapl for nursing homes, the Andings uatad above wre deciosatble 90 days
following tha date of survey whethar ar not a plan of comection is providet, For nursing hames, the sbove findings and plans of comection are disciozable * 4
cays following the dete these documents are made avallable Lo the faclity. If deficences are cited, an approved plan of cormediion is requisite 1o continued
program parc.pation:
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' fhe CATS dafatase at the TTme ot
F 541, Continued From page 1 F 641 the sarvey.
The findings include: . . With FeSBEECHE How ths
Resident #32 was admitted tc the faciity on facility will identify rasidents
12/712018. Diagneses included but wens not with the potential for the
limited to: mitral valve insufficiency (1), high blood identified concern and take
pressure, unsteadiness on fzet ang corrective agtion: An audi: of
atherosclerotic heart disease (2). MOS Discharge essessments
for residents whao dischargec
The mast recant MDS (minimum data set), a from the facitity during the 30
Medicare five cay assessment, with ar ARD days prior to 3/6/19 was
{assessment reference cate) of 12/13/18 coded conducted by the Resident
I the resident gs haw’n_g a score of 15 out of 15 on Assessment Coordinatar on
the 8IMS {briel interview for mertal slatus: 3/2119. No discrepancies ware
ingdicating the resident was cognitively intact fo identified.
make daily decisions. Section A1500 docurmentad
the residant entered thi facility from an acute 3. With respect to what systemic
:,ZSSDS‘ Si?;fnnaﬂ;?? d;cumetgl;l'd m‘: rf"s'dem meagures have baen putin
"9 fged 1o an aculs hospitaL. place to address the stated
! Review of "Discharge Nate”, dated 12/13/8 coneins Refeshariminingon
: dacurnented in part, the residant was MDS coding mfstruct:on:s for
"Discharged to home ™ dlscharged residents will be
provided fo Resident
On 03/06/18 at approximately 1227 pm , an Assessmert Coordinators by
nlerview was conducted with LPN (icensed the Skilled N.ising
practical nurse) #1, When asked if LPN #1 Administrator or her designee
remembered Resident #32. LPN #1 replied, " Yes, by 3/31/19.
| discharged him. He was only here for a few days
and then wert home,” When asked if Resident 4. With respect to how the plan
#32 was ever discharge from the facility to the of sorrective measuras will be
| hospital, LPN #1 repfed, "No." monitored: Over the next three
‘ menths, MDS Discharge
On D3/06M19 at apprcxwmately 12:34 pm, i Assessments will be gudited by
Resicent #32'SMDS was reviewed with RN #2, ‘he Resident Assessment
the MOS ccordinator. When RN #2 was askad :f Coordinator or her designee to
Is'.ne remem_bered Resident #3Z, RN #2 replied, venfy that they are coded with
deig oty oo, Do ha wentname- W I coreclpieuaf dlectrye
asked why the resident did 1ot have a discharge P snangs o the Audi=yalibe
Event ID: X911 Fachity ID: VA2 If continuation sheet Pags 2 of 13
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MD3 assessment. RN #2 replied, "{ will check
that out and get back with you."

Or. 03/06/"8 at approximately 0224 p.m., & follow
up inierview was conducted with RN #2. while
reviewing Resident #32s MDS RN #2 stated af
that time "Wee did not do a discharge MDS
because he was anly here for 3 week. The RAI
{resident assessment instrumant) manual allows
us to combine the five day assessmert and

" alzcharge assessment " When asked abcut the

cischarga destination for Residant #32 on his
Mecicare five day assessment, RN #2 statec "It
says he went t¢ the hospital " When asked if this
deslination was accurate, RN #2 replied "If's not,
he went home. I'm going to modify it now and
send itin. | wilt let you know when its done "

On 03/06/19 3:16 p.m., RN #2 provided this
sunweyor with a docurnent tiled CMS Submission
Report daled 3/6719 at 15: €1 that documented
section A2100 was ¢hangec to “Comimunity”

On 03/06/19 at approximately 3:2C p.m., this
surveyor was told oy ASM (administrative staff
member) #1, the Associzte Executive Ciractor
that the facility does not have a policy on MDS
assessment but follows the RAL manual.

On 3/6/18 at approxirately 4:00 pim., ASM
(admmn stratve staff memeer) #1 the Associale
Executve Director and ASM #2, the Dirsctor of
Nursing ware made aware of the findings.

RAI Manua) October 2018 - Cading Instuctions
for Section A2100

Select the Z-digit code that cormespends io the
residert's discharge status.

o Code 01, community (privaie home/apt

|

£, Aregs cited in F6471 was
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reviewed at Quality Assurance 7 |
F 621 Condinced From page 2 F 641 Performance Improvem=nt

(QA™!) meetings During ant at
*he conclusion of the three
months, the QAPI commitiee
will re-evaluate and initiate
necessary action or extend the
review period. The Executve
Cirector andfor Administrator
ara responsible for confirming |
implementalion ard ongoing \
compliance wth the
components of this Plan of
Correction, adcressing, ard
resolving vaiances thai may
occui. The Executive Direstor
andfor Administrator are
responsible for confirming the
status of this P an of Correction
is reviewed and discussed at
QAP! meetings and achon
initiated if required.

carrected on 4,18/15
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F 641 | Canzinued From page 3 F 641

- board/care, assisted living. group homey):
discnarge |ocatior is a private nome, apartment,
board and care, assisled living facibity, or group
home.

5 Gode 02, another nursing home or swing bed: if
discharge location is zn institufion {or a distinct |
* part of an institution) that is primarily engaged in [
providing skillad nursing care ana related
sanvices for residents who raquire medical or
nursing sare or rehabilfation sarvices for injured,
disabled, or s ck persors, includes swing beds.

I o Code 03, acLte hospitzl. if discharge location is
an institutior that is engaged in providing, by or
under the supervision of physicians for inpat.ents,
diagnostic services, therapeutic services for
medical diagnosis, and the treatment and care of
injured, disab'ed, or sick persons.

| 0 Code 04, psychiatric hospital: it discharge
iocation is an instituticn that is engaged in
providing, by or under the supervsion of a
physician, psychiatric sendces far the diagnosis
and treatment of mentally ill residents.

o Code 05, inpatient rahabilitation fecilty: if
discharge location is an institetion that is engaged |
in providing, under the supervisian of physicians,
rehabilitasion services for the rehabilitation of i
injured, disabled or sick persons. Includes IRFs
| that are units within acuts care hospitals.

¢ Code 05, ID/DO facliy: if discharge location is
an institution that is engaged in providing, under
the supervision of a paysician, any health and
rehabilitative services for individuals who have
intellactual or developmental disabilit es. =g Pw
o Code 07, hospice: i discharge location is a Vs op ow :
program for terminally il persons where an array : : ’

of services is recessary for the palliation and '
management of terminal illness and |
CMS's RA| Version 3.0 Manual CH 3; MDS items |
[A |
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F 641 | Continuad From page 4 [ F 641 |
1
t

October 2018 Page A-30
+ A2100; OBRA Discharge Status {cont.

related conditiors. The hospice must be licensed
* by the State as a hospise provider andfor certified
under the Medware program as a hospice

cr inpatient hospice programs.

o Code 08, deceased: if resident is deceased,

c Code 09, long term care hospital (LTCH): if
oischarge location is an institution that is certified
under Medicare as a shart-term, ac ate-care
hespital which has been excluded from the
Inpatient Acuze Care Hosepital Prospective
Payment System (IPP'S) under §1886(d){1){B)(iv)
cf the Soxal Security Act. For the purpose of
Medicare payment, LTCHs are dafined as having
ar averaqge inpatient length of stay (as
determined by the Secretary) o’ grealer than 25
cays.

o Code 89, other: if discharge location is none of
the above.

[ : ; .
| No turther information was obtained prior to exit.

[1. Aheart problem involving the mitral valve,

1 which separates the upper and lower chambers
 of the left side of the heart. In this condition, the -
{valve does not close normaly. This information

. was chtainec from the website:
https:#medlineplus.gov/ency/aricle/C001 80 .htm.
2. Adisease in which plaque builds up inside
your arteries. Plaque is a slicky substance made
up of {at, cholesterol, calcium_and other
substances found In the blood. Over time, plague
| hardens and narrows your arteries. That [imits the
flow of oxygen-rich blood to your body. This
information was abtained f-om the website:
hitps:/medlineplus.gov/aherosclerosis.html.

Frovider. Includes community-based (e.g., homne)
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| The findings included:

CFR{s': 483.60()(1)(2)

§433.801, Food satety requiremrents.
The facility must -

§483.680(i(1) - Procure food from sources
aooroved or considered sat sfactory by federal,
state or local authorities.,

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

{if) This provision does not prohibit or prevent
facilities from using produce grown in facility :
garders, subject to ccmpliance with apglicable
safe growing and food-handling practices.

{iii) This provision does not preclude residents
from consuming foods not procured by the facility. |

§483,60()(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service satety. I
This REQUIREMENT is not met as evidenced
by:

Based on ¢aservation, staff irterview and facility
document review, it was determined that the
facility staff failed to store & mop head and
distribute food in a sanitary manner,

1. The facility staft tailed to practice sale food
handling techniques while taking foods
temperatures on the steam table,

2. The facility staff failed to store a mog head in a
sanitary manner, in tha main kitchen.

1. The tacility staff tailed to practice safe food
hand'ing technigues while taking foods

Responses t¢ the cited deficiencies do '

not constitute an adrmission or
agreement by the facility of the truth

facts alleged ar —onclusions set forth m
the Statement of Deficiencies. The Plan

of Correction is prepaed solely as 2

matter of compliance with federal ardfor

ztate law.

1.

Witn respect fo the specific

SEdErRERaL ARLINGTON, VA 22203
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES | o PROVIDER'S PLAN OF CORRECTION B0
P REFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAC REGULATORY 03 LSC IDENTIFYING INFORMATION) ' TAG CROSS-AEFERENCED TO THE AFPROFRIATE CAR
| CEFICIENGY}
o . r F81z
F 812 Food Frocurement,Store/Prepare/Serve-Saritary F 812

of

observation cited: The ~ood &
Beverage Director confirmed

with the nursing department
nc residents experienced a

nenalive outcome as a result of
the thermomater used lo kake
food temperatures. New food

temperatures were obtained

the Dietary Aide ai the time of
survey and the temperatures

were within required

temperature zones. The used '

mop observed on top of the

of detergent was slored properly

by the Chef at the time of
survey,

With respect to how tha

facility will identify vesidents

that !

Dy

box

with the potential to be
affected by the identified

concern and take corrective

action: The process for laking
tray line food temperatures was

chserved for 24 hours dy a
member of the Dining

management team lo confimm

FOAM CMS-25

67(02-00) Previous Yersions Obsolete Evenl ID: XK 111

Facllity ID; VAG152

Il continuation sheet Fage 6 of 13
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temperatures cn the steam table.

On 3/5/19 at approximataly 11:35 a.m,, an
observation was made of OSM (other staff
member) #3, the cook, aking tray line

, temperatures. OSM #3 was otserved laking &
thermomete: off a supply table. OSM #3 then
proceaded to remove the thermometer probe
cover, get a paper iowel from the paper towel
dispenser, wet it with tap water, and then wiped
the probe. OSM #3 then bagan to take

' temperatures on tha steam table. OSM #3 then
used the same paper towel fo wipe the
temperature probe between tak ng terr peratures
on different foed items.

Cri 3/5/19 at approximately 11:45 a.m., an

irterview was conducted with OSM #3. OSM #3

was asked to explain now temperatures are

usually taken of focc on the steam table. OSM #3

replied, "The food comes up from the kitchen |

, 9¢. my thermometer, clean it and then start taking
termnperatures." When asked how the

] thermcmeter is cleaned, QSM #3 replied, '
usualy use alcohol pads, but we are out.*

On 3/5/19 at approximately 11:56 a.m., an
ntarview was conducted with OSM #2, the
Directar of Dinning and Hospitality, When asked
how a thermometer is supposed to be sanitized
" prior to taking termperatures of food items. OSM
#2 replied, "We use thermometer alcohol probe
wipes i sanitize the thermometer prior to use.
Wae also clean the thermometer between taking
| temoeratures.” OSM #2 was asked why a

| thermometer should be sanitized prior to use.
OSM #2 replied, "It helps prevent any infection."

- | Review of the facility policy titled, "Food

sanitized batween each food
item. No issues were ohservec.
Janitor closets in the main
kitchen and skilled nursing
center werg inspected by the
Fcod & Beverage Director to
confirm that mops were prooerly !
stared. No discrepancies were
identified.

A. BUILDING
C
485269 B. WING 03/06/2019
NAME OF PROVIDER OR SUPPLIER STAEET ADCAESS, CITY_STATE. ZIP CODE
THE . EFFERSON 8C0 NORTH TAYLOR STREEY
* ARLINGTON, VA 22203 .
(40 10 SUMMARY STATEMENT OF DEFISIENCIES 1D T PROVIDER'S PLAN OF CORRECTION -~
PREFIX 'EACH DEFIGIENCY MUST BE PAEGEDED BY “ULL PREFIX (EACH COAREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C DENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE CaTE |
DEFICIENCY) |
. that the thermarneter probe wes :
F 812| Conlinued From page & F 812! &

3. With respect to what systamic
measures have bean put in
place fo address the stated
concern: Refresher tra'ning will
be provided to dietary team
members on the correct
procedurs for taking food
temperatures and cfeaning the
thermoemeter and proper storage
of mops and cleaning supplies
by the Food & Beverage
Director or his designee by
3/31/19. The kitchen manager
or designee will observe tray
line temperatures to confirrn that
dietary team rmembers are
sanitizing the thermometer
probe between each food item,
and will inspect janitor closets
for proper starage of moos and
clezaning supplies, once daily for
the next month, and then weekly
for 2 months.

4, With respect to how the plan
of corrective measures will be
manitored: Over the next thres
menths, the findings from tray

FORM CMS-2567]02-28) Pravious Versions Obisolets
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| Terperatures” ceted 98/31/2018, documented in

. part "Wash, rinse and sanitize 2 dial face, metal

| probe type thermometer with alcohal wipe. A
practical range of 0 - 220 deqgrees Fahrenheit is

' recommended. Re-sanit'ze the thermometer after

each usa”

On 3/6/° 8 at approximatzly 4:00 p.m., ASM
{admnistrative staff member) #1, the Associate
Executive Diractor and ASM #2, the Director of
NLrsing were made aware of the findings.

No further information was obtained prior 10 ext,

2. The facility staff failed to store a mop head ina
_santary manner, in the main kitchen.

| On 3/5/18 at approximately 10:25 a.m., an
observation was mads a storage closet in the
main kiichen with OSM (other staff member) #2,
the Director of Dinning and Hospitality. A used
moisi mop head was observed laying on top of
box of detergent. The mop head was immediately
picked up by OSM #2 who stated, "This mop
daes not belong hers, it belongs hanging up in
the mop closet.” "he mcp head was tren handed '
to another kitchen staff 1o take to the mop closet. |
OSM #2 then washed his hands.

é On 3/6/19 at approximately 10:36 a.m. an [
inte~view was conducted with CSM #2. OSM #2 |
was asked how mops are to be stored when not
rin use, QSN #2 replied, “The mops should be
hang:ng up in the map ¢loge:.*

The facility policy titied, ' Janttor Closet" dated !
8/31/2018 documented, "Mops should be
washed, rinsed, wrung aut, and allswed to air dry

STATENMENT OF DEFICIENCIES (X1} PROVDER/SUPPLIER/CIA (X2) MULTIPLE COMSTRUGTION (X3) JAYE SURVEY
AND PLAN OF CORREZTION IDENT F-CATION NUMEER A, BUILCING COMP_ETED
C
485269 E. WING 03/06/2019
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i {x4) D SUMMARY STATEMENT OF CEFICIENCIES 1D 2HOVIDEA'S FLAN OF CORRECTION 1x5)
FAEFTY (EACH DEFICIEMZY MUST EE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY CR LSS IDENTISYING IMFORMATION] TAG CRDSE-REFERENCED TO THE APFROPRIATE DATE
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: - line temperature observat ons
F 8121 Continued From pace 7 Fgi2

ano janitor closet inspections
will be reviewed at Cuality
Assurance / Performance
Improvement {QAFI) meetings.
During and at the conciusicn of
the three manths, the QAPI
committee wil re-avaluare and
in tiate neceszary action cr
extend the review period. The
Executive Director and/or
Administrator ars resporsible
for confirming implemen:ation l
and ongoing compliance with
the compenents of this Plan of
Coreclion, addressing, and
resaving variances that may |
ocour. The Executive Director
and/or Administrator are
responsivle for confirming the
stalus of this Plan af Correction
is reviewed and discussed at
QAPI meetings and action
Initiated if required

S. Areas cited in F5812 will ne
corrected by 418/19.
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{X4) 1D SUMARY STATEMENT OF DEZICIENC'ES o PAOVIDER'S PLAN OF CORAECTION s}
PAEFIX (EACH DESIGIENCY MUST EE PRECEDED BY =ULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION! TAG CRDSS-HEFEHEB\JE:FEI?J E?q I::)E APBROPAIATE DArE
F 812 | Continued From page B F 8i2
before returning to the janitor's claset. The closet "
should be orderly at a | times. Detergents and
cleaning agents muslt be stored off the floar. This
prevents the producis from becoming damp and
hardened when datergents are stored in
eontainers that are subject to moisture
absorption, "
On 3/618 at approximately 4:00 p.m., ASM :
{administrative staff member) #1, the Associate
Executive Director and ASM #2, the Director of
Nursing were made aware of tha findings. .
ha further information was sotained prier to exit. | i
F 880 Infection Prevention & Control F 880
88=0 | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
§483.80 Infection Cantral | ; j
' The facility must establish and maintain an : |
infaction prevention and control program _ . F38D l
designed to provide a safe, sanitary and | ,
comfortable environment and to help prevent the | Respenses o the cited deficencies do
development and transmission af communicable not constitute an admission or
diseases and infections, agresment by the facility of the truth of
tacts alleged or conclusions set forth in
§483,80(a) Infection prevention and control the Statement of Deficiencies. The Plan
program. of Comrection is prepared solely a= a
The facility must establish an infaction prevention matter of compliance with federal and/or
and control program (IPGP) that must nclude, at state law.
a minimum, the following elements:
; | 1. With respect to the specific
§483.80(a){1) A system for preventing, identifying, ! observation cited; The
| reporting, investigating, and controlling infections drainage sysiem in the ics
and communicable diseases for all residents, machine was elevated by
' staff, volunteers, visitors, and othar individuals maintenance staff on 3/10/19 1o
providing services under a contractual allow the proper clearance
arrangement based upon the facility assessment above the floor drain. Following
conducted according to §482.70(e) and following the suivey observation, the !
|
FOHM CME-2587(02-99) Previou: Versione Obsolets Event 1D: X8111 Facllity 1D: VAQ132 I cantinuation sheet Page 9of 12
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STATEMENT OF DEFICIENCIES

K1) PAOV.JER/S. PPLIERICLLA

{X2) MULTIPLE CONSTRUCTION

1%3) DATE SURVEY

§483 B0(a)(2) Written standards, policies, and
procedures icr the program, which must include,
but are not fimited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infectiors before they can spread to other

persons in the facility;

(i} When and 1o whom possible incidents of
communicable disease or infectiors should be
réporec;

(i) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iviWhen and how isolation shouid be used for a
resident; ‘neluding but not limited to:

{A) The type and duration of the isolation,
depending upan the infecticus agent or organism
involved, and

(8} A requirement that the isolation should bz the
least rest-ictive possible tor the resident under -he
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease ar infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures fo be followed
by staff involved in direct resident contact.

§483.80(2)(4) A system for recording incidents
identified under ‘he facility's |PCP and the
corrective actions ta<en by the facility,

| §483.80(e} Linens.
: Personnel must handle, store, process, and

transport linens so as to prevent the spread of
infaction,

AND FLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495269 B. WING 03/06/2019
MAME OF PROYIDER OF SUPPLIER STREET ADDRESS, C T, STATE. ZIP CODE
THE JEFFERSON 800 NCATH TAYLOR STREET
ARLINGTON, VA 22203
[Xa) ID SUMMARY STATEMENT OF DEFICIENCIES 1o FRAOVIDER'S PLAN OF CORAREGTION X5)
PAEFIX (EACH DEFIGIENCY MUST BE PAECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG AEGULATORY OR LSG IDENTIFYING INFORMATION) TAG €3055-REFERENCED TO THE APPROFPRIATE CATE
DEFICIENCY) |
: reusable plastic medication
F
830] Continued Fr_om page 9 F 880 ays were cleaned between
accepted national standards;

gach resident use du-ing the
survey

2. With respect to how the
facility will identify residents
with the potential tc be
affected by the identified
gencern and take correciive
action;: The ice machines in the
skilled nursing center pantry and
activity room were inspected by
the Food & Beverage Director
on 3/6/19 and found (o have an
&ir gap for the drain. Immediate
refresher fraining was provided
to nursing staff by the Director
of Nursing Services and

i Assistant Director of Nursing

Services, Reusable plastic

medication trays in Lse were

then cleanad between uses with

each resident on 3/6/19.

3. With respect to what systermic
measures have been put in
Rlace to address the stated
gcongem: ce machine drains
will be inspacted on weekly
kiichen rouncs for three mornths
by the Food & Beverage
Director or his designes to
confirT that a gap is maintained
between the ice machine drain
and the floor drain. Refresher
training will be conducted for
nursing staff regarding ¢leaning
reusable medical equipment by

FORM GMS-2567(02-99) Previous Versions Dheolate
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STATEMENT OF DEFICIENCIES (1) PROVIDEF/SUSPLIER/CLIA {32) iULTIPLE CONSTRUCTION (¥3) DATE SURVEY
ANG PLAN OF CCASECTION ICENTIFICATICN NUMBES: & SLILDING COMPLETED
| G
' 495269 & WikG 03/06/2019
NAKME OF ®ROYIDER CA SUPPLIER STREET ADDAZSS, ST, STATE, ZIP CODE
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(X4) 1D SUNMMATY STATEMEMT OF DEFIC.FNCIES ) PACVIDER'S P_AN OF COSRECTION x5}
PREFIX {EACH DEFICIENGY MUET BE PAECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RECLILATORY OR L3C IDEMTIFYING INFCRAMATION) TAG CROS5-AEFERENCED TQ THE APPROPAIATE OATE
CEFICIENCY)
i I
. the Director of Nursing or :
F 880 Continued From page 16 F BBUI designes by /31/19. Use of lhe |
. ) . ‘ ptastic medication irays was
§443.8011) Annual review. discondinued on 32519,
The facility will conduct an annual review of its
IPC? and update their program, as necessary, 4. With raspact to how the piar
by. _ _ ) monitored: Over the next three
Based on observation and s:aff inerview, and months. the findings from tre
review cf facility documents, the facility staff failed weekly iteRar Eounds will Be
" to properly maintain an ice machine to prevent reviewed st Quality Asscrance /
the spread of cisease, ‘cr one of two facilty ice Performance Improvement
machines, {the ice machine in the main kitchen): i (GAPS) meetings. During ard at i
and trie facility staff failed to implement infection WrEstalie r AP s titee
contral practices 10 prevent the spread of months the QAP commitiee
infection and c?tmmumcable d-sease, on one of will re-evauste and mitiste .
s BRI necessary action or extend the |
. 3 b i review periog. The Executive
1, Thefmﬁa:ﬁltchen lcs_ maggine did not have anh f Biractor andor-Edministator
ks Rl IS, are rasponsible for confirming
s : impl tation and on
2. The facility staff failed to clean a reusatle implementation gmng
; S i R compliznce with the
plastic medicacion tray in betwean residents componerts of this Plan of
 during medication administration. Cofrzctionl adaressing and \
P , resolving variances that may
I Theindings: Delioe, occur. The Executive Director ’
| 1. The facility stafi failed ic maintain an ice ?:;g;ggg?ﬁgn:;r::ﬁq ik
| machine drainage system in a sanitary manaer | tat?;s of yis ﬁlan of Cbr?e*t%n
fo- one o two ice machines, the ane in the main fs e discussed:tt
kitchen, ‘ : -
enen | QAP! meetings and action
I The ice machine in the main kitchen was , itated 1 requlread, :
obsetved on 3/5/19 at approximately 10:15 a.m,, o . |
with O5SM (other s1aff membe-) #2, the Director of ‘ 5. f\reas C'Ejeg 'Zi%??gwm be !
Dining and rospitality. The whita PVC (pohyviny, corrected by : \
chioride) drainpipe was visible below the surface
of the floor drain. OSM #2 was asked how a
drainage pipe should be maintained. OSM #2 |
replied, "t should be a distance above tha floor*
{ OSM #2 was asked why, OSM #2 repliag, "To |
FORM CMS-2567{02-99) Previouz Varsions Obsolste Event ID: X19111 Facilty ID; ¥a0132 it continuaton sheet Page 11 of 13
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DEFICIENCY)

F 880 Continued From page 11

' prevent water from backing up into the machine.”
OS5M #2 was asked how the facility ensures thal
backflow o* water does not {low into the drainage
pipe. OSM #2 replied, "It's not by tw il call
maintenance to come and correct it."

- On 3/8M19 at approximately 3:45 p.m., a follcw up
observation and inteview was conducted with
QOSM #2 of the ice machine in the main kitchen,
Twa large gray ice storage bins that were below
the ‘ce machine were remaved ¢ visualize the ice
machine drainpipe system. A large gray pipe,

! which collects the drainage from the ice machine,
connectsd 1o @ white PYC pipe that descends at
a gradent 'c the point it empties below tha level
of the floor. The white PYC had several white
PVC pipes that empty info it. OSM #Z stated,

drain pipe because we would Iose the gradient
that is used to drain the other pipes as wel as the
ice maching. We have a couple of options we can
elevate the ice machine or elevate the gray pips
but then we could not fit the ice storage bins
underneath the ice machine,"

Tte facility policy titled, ®lce Machine' dated
10/2018 documented, "Install and maintain
machine pet state and federal plumbing code
- regulaions.’

On 3/6/18 at approximately 4:00 p.m., ASM
(administratve staff member) #1, ihe Associate
Executive Director and ASM #2, the Director of
Nursing were made aware of the findings.

2. The facility staff failed to clean a reusable
plastic medicalion tray in betwesn residenls
during medication administration.

“Were running into problems trying o elevate the |

No further information was obtained prior 1o exit. l
i

F 880
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F BBO] Centinued From page 12

On 03/05/2019 at approximataly 8:45a.m., an
observation o the morning medication
administraton was canducted with RN (registered
nurse) #1. During the medication pass, AN #1
used a small grey plastic tray to carry the cup of
pills and cup of water nto the residents' rooms.
As the medications werg agministered to the
residents, the plast ¢ tray was placed cn tha
bedside table. Upor finishing the medication
administration lor each resident, BN #1 carried
the olastic tray out of the room and placed it on
the medication cart while preparing the
medicaticns for the nexi resident. At no paint
during the observation did RN #1 wips down or
otherwise clean the plastic tray. The plastic tray
was used in multiple resident rooms.

On the moming of 03/06/2019, a brief interview

. was corducted with Administrative Staff Member
(ASM) #4, the Assistant Director of Nursing. ASM
#4 was asked abolt the facility practice for

. reusable medical equipment. ASM #4 stated that
| any equipment that was re-used should be
cleaned in hetweer use with one resident and the
next. She stated that sanitizing wipes were
available to wipe down reusable eguipment.

ASM #1, the Asscciate Executive Director, and
ASM #2, the Directar of Nursing, were informed
, of the findings at the end of day meeting on
{13/06/2019. No further documentation was
presented.

F 880
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