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MEBIEARE CERTIFICHTIEN
4 000] Initial Comments 4000
A re-licensure survey was conducted by the State
Survey Agency, the Office of Health Care
Assurance on January 14, 2022. The facility was
found not in substantial compliance with Title 11
Chapter 94.1: Storage And Handling of Food;
Pharmaceutical Services; and Infection Control.
Facility census: 26
4 159 11-94.1-41(a) Storage and handling of food 4159 4159
1. On 01/21/2022, the resident's refrigerator for 1st | 01/21/2022
a) All food shall be procured, stored, prepared, and 2nd floor located at the nursing station were
Ejiétributed and servgd under sanita Eon%itions aPHTEplacEsl, Q. DRSETEe, e Ieldeman
! ry . temperature log was updated to reflect the
) acceptable range of less than or equal to 40 degrees
(1) Dry or staple food items shall be stored Fahrenheit. . _
above the floor in a ventilated room not subject 2.0n 02/02/2022, the Director of Nursing; 02/02/2022
t t - in-serviced all of the nursing staff of the acceptable
0 s_eepage or wastewa ?r acktiow, or temperature range for storing resident's snacks and
contamination by condensation, leakages, supplements in the resident's refrigerator at the
rodents, or vermin; and nursing station and the Iig:ensed nurse is to notify the
maintenance supervisor if the refrigerator
, temperature falls out of the acceptable range. When
(2) Perishable foods shall be Stofe_d at the the refrigerator temperature falls out of range, the
proper temperatures to conserve nutritive value resident's snacks and supplements will be
and prevent spoilage. transferred to another refrigerator with an
acceptance range until the issue have been
resolved.
3. 0On 02/10/2022, a facility wide in-serviced will be  [02/10/2022
This Statute is not met as evidenced by: conducted to re-enforced the importance of
Based on observation, interviews, and record momtonng_and ensuring the reS|denﬁs refrl_gerafor
. o . B at the nursing station is safe for storing resident's
reviews, the facility faﬂed to ensure perishable snacks and supplements and meets the
food and beverage items were stored at the recommended temperature of less than or equal to
i 40 degrees Fahrenheit.
proper temperature to prevent spoilage. As a ) ,
. L . . 4. On 02/22/2022, the Director of Nursing or 02/22/2022
result of this qef'IC]enCyj res@ents a_'re at risk Pf designee will audit monthly that the resident's
adverse physical reaction to ingesting potentially refrigerator at the nursing station is safe for storing
spoi[ed food and beverage items. the resident's snacks and supplements and meets
the recommended temperature of less than or equal
. . . to 40 degrees Fahrenheit. Results will be submitted
Findings include: to QA each quarter.
1) On 01/12/22 at 10:45 AM, conducted an
observation of the first-floor patient refrigerator
located at the nursing station. The temperature
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4159 Continued From page 1 4159

of the thermometer was 42 degrees Fahrenheit
(F) which is above the recommended (below 40
degrees F). On the inside back panel of the
refrigerator and on the outside of the juice and
ensure shakes bottles there was observable
condensation. RN2 confirmed the temperature
was above the recommended temperature and
that condensation was present on the resident
beverages and inside back panel of the
refrigerator. During an interview with the DON
and IP at 2:45 PM, both confirmed 42 degrees F
was above a safe temperature of storing the
resident's snacks and beverages.

2) On 01/12/22 at 11:03 AM, conducted an
observation of the same refrigerator on the
second-floor unit located at the nursing station.
The refrigerator contained resident snacks and
beverages. The temperature of the thermometer
was 41 degrees Fahrenheit (F). RN1 confirmed
the temperature of the refrigerator should be
below 40 degrees F. Review of the temperature
log documented on 01/8/22 at 05:00 AM the
temperature was 41 degrees F and on 01/09/22
at 05:00 AM the temperature documented was 40
degrees F. During an interview with the DON and
IP at 2:45 PM, both confirmed 40 degrees F was
above a safe temperature of storing the resident's
snacks and beverages.

4 194] 11-94.1-46(k) Pharmaceutical services 4194

(k) Drugs shall be stored under proper conditions
of sanitation, temperature, light, moisture,
ventilation, segregation, and security.

This Statute is not met as evidenced by:
Based on observations and interviews, the facility
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4194 Continued From page 2 4194 4194
) o 1. On 01/14/2022, the Director of Nursing checked 01/14/2022
failed to ensure medications were securely stored medication cart for both 1st and 2nd floor are locked.
as evidenced bv observation of two unlocked Both medication carts were locked.
S 3 d ti rty d atItOf;f ’{n 2. On 02/02/2022, the Director of Nursing in-serviced | 02/02/2022
medication carts anc no siati present. all licensed nurses on ensuring that all medication
carts are locked at all times. Each new hired
Findings include: licensed nurses will be in-service on ensuring that
medication cart is locked at all times.
. 3. On 02/10/2022, a facility wide in-serviced will be 02/10/2022
On 91/1 ?/22 at 10:50 AM’ observed the conducted to re-enforce on ensuring that licensed
medication cart on the first floor was unlocked nurses keeps their medication cart locked at all
and the Registered Nurse (RN)2 was not present 2”’8302/22/2022 the Director of Nursi 02/22/2022
: . .On , the Director of Nursing or
in the area. The meqlcaﬂo_n Cart was ‘Ocated, designee will audit monthly that medication carts are
neara F!OO" that multiple disciplines use to exit kept lock at all times. Results will be submitted to the
the facility. At 10:52 AM, RN2 confirmed the QA meeting each quarter.
medication cart should have been locked but was
not.
On 01/12/22 at 11:00 AM, observed the
medication cart on the second floor of the facility
was unlocked and unattended. At 11:10 AM, RN1
confirmed the medication cart was unlocked and
attended and should have been locked.
During an interview with the Director of Nursing
(DON) on 1/13/22 at 11:00 AM, the DON ?1)203
confirmed t.he medncatlop cart Sbom.d be ‘OCkefj 1. On 01/12/2022, RN1 was corrected to wipe down | 01/12/2022
when Ste}ﬁ 1S not accessing medication stored in her face shield with an approved disinfectant wipe
the medication cari. after exiting a COVID-19 positive resident's room.
RN1 wiped down her face shield with an approved
. disinfectant wipe.
4203 11-94.1-53(a) Infection control 4203 2. On 02/08/2022, the Director of Nursing in-serviced | 02/08/2022
all of the nursing staff to ensure that face shield used
. . to enter a COVID-19 positive resident's room is
(a) There Sha!l be apprgpna’te pohc;es and wiped down with an approved disinfectant wipe after
procedures written and implemented for the exiting the room.
prevention and control of infectious diseases 3.0n 02/10/2022, a facility wide in-serviced will be 02/10/2022
; H : ; conducted to re-enforce guidelines to staff providing
Jl[hat Shfattl!]beé? Ct'ompgan?e WI;I'}(hall (éjippllftablet care to the residents who are COVID-19 positive
aws of the olate and ruies or the departmen including wiping down face shield used to enter the
relating to infectious diseases and infectious COVID-19 positive resident's room.
4. On 02/22/2022, the Director of Nursing or 02/22/2022

waste.

This Statute is not met as evidenced by:

designee will audit daily to ensure face shield used
by staff to enter the COVID-19 positive resident's
room is wiped down after exiting the room. Results
will be submitted to the QA meeting each quarter.
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4203 | Continued From page 3 4203 @) ‘ .
1. Or) 01/12/2022, the Director of Nursing followed 01/12/2022
Based on observations, interviews, and record up with Rg“ andt RN2 togg\‘;?DS‘;;e appropriate PPE
. i : L is worn when entering a -19 positive
review, the facility faﬂed to ensure pol{mes and resident's room and a prescribed eye glasses wil
procgdures were W”ﬁ_en, a_nd appropriate not be considered to provide eye protection. On
infection control practices implemented for the 01/12/022, the Director of Nursing informed the
revention an o i i H es. nursing staff to make sure to use the appropriate
P d control of infectious diseas PPE - gown, gloves, N-95 mask, and face shield
Lo . when entering a COVID-19 positive resident's room
Fmdmgs include: and a prescribed eye glasses will not provide eye
protection.
1) On 01/12/22 at 11:59 AM, observed registered 2. On 02/08/2022, the Director of Nursing and the IP }02/08/2022
L .o in-serviced the nursing staff to review the guidelines
nurse (RN)1 enter and administer medications to to staff providing care to COVID-19 positive
a COVID-19 positive resident. After exiting the residents including to ensure that an appropriate
room, RN1 did not wipe down the face shield PP% is ;/vom when entering a COVID-19 positive
. . resident's room
used in the COVID-19 positive room and entered 3. On 02/10/2022, a facility wide in-service will be  |02/10/2022
anOtth‘ resident's I‘Qom- “?qUH’Ed with RN1 conducted to re-enforce the guidelines created to
regarding the cleaning of his/her face shield after staff providing care to COVID-19 residents and to
exiting the COVID-19 positive resident's room. ensure all staff entering a COVID-19 positive
RN1 fi d the f hield should h b resident's room has appropriate PPE.
contirmed the face shieia snouid have been 4. On 02/22/2022, the Director of Nursing or 02/22/2022

wiped with an approved disinfecting wipe after
exiting the COVID-19 positive resident's room but
did not disinfect the face shield prior to entering
another resident's room.

2) On 01/12/22 at 12:15 PM, observed RN2
inside of Resident (R)1's room without a face
shield on. R1 (confirmed COVID-19 positive) was
coughing (without a face mask) while RN1 was
providing care and interacting with the resident.
Inquired with RN2 if he/she should have worn a
face shield into the room when providing care.
RN2 stated that he/she did not have to don a face
shield if he/she wore prescribed eyeglasses.
Inquired with RN2 as to how the staff
appropriately disinfects his/her glasses after
exiting R1's room. RN2 stated that he/she did not
and was unaware of what could be used to clean
off his/her glasses.

During an interview with the Director of Nursing
(DON) and the Infection Preventionist (IP), they
both confirmed that staff should wipe down their

designee will conduct a daily audit to ensure that
staff entering a COVID-19 positive resident's room is
wearing appropriate PPE, gown, gloves, N-95 mask
and the designated face shield. Results will be
submitted to QA meeting each quarter.
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4203 Conti m ed 4 203 (3) :
ntinued Fro pag 1.0n 01/12/2022, NA1 was corrected to ensure 01/12/2022
face shields after exiting a resident's room who is appropriate PPE was worn when entering a
. as . COVID-19 positive resident's room. Appropriate PPE
conflrmgd COVID-'1 9 positive. Inquired as to how includes gown. gloves, mask, and face shield, NAT
staff disinfects their personal eyeglasses. The IP was also corrected to make sure R1 is wearing a
and DON could not provide an answer and stated n}aég\v}/liéeq gexiting his room to minimize the spread
O -13.
they had not thought about that and there was 2. On 02/08/2022, the Director of Nursing 02/08/2022
Cyr‘rently. nOThm.Q in place to address staff in-serviced all of the nursing staff to review
disinfecting their personal eyeglasses. guidelines to staff providing care to COVID-19
positive residents including wearing an appropriate
3) On 01/12/22 at 2:15 PM, while conducting an PPE when er.ltermg a COVlD-19_posmve resident's
: . : room. In addition, COVID-19 residents are
interview with the DON and the IP, observed encourage to remain in their room as much as
nurse aide (NA)1 enter R1's room with only a face possible to minimize the spread of COVID-19 and to
shield and a facemask. R1 was confirmed make sure that COVID-19 resident is use mask
" . . h iting in his/h inimize th d
positive with COVID-19 and placed on ‘g}gg@fgﬂ%fn isfher room to minimize the sprea
precautions that required staff don a gown and 3. On 02/10/2022, a facility wide in-serviced will be  |02/10/2022
gloves in addition to the face shield and face conducted re-enforce guidelines to staff providing
mask Shortly after informing the DON and IP of care to COVID-19 positive residents including
; . wearing an appropriate PPE when entering a
my observations, we walked down the ha!!way COVID-19 positive resident's room and for
towards R1's room and observed NA1 exit Ri's COVID-19 positive resident exiting his/her room.
4. On 02/22/2022, the Director of Nursing or 02/22/2022

room with R1 (not wearing a mask) and enter a
bathroom across the hall from R1's room. The
DON and IP confirmed NA1 should have been
wearing a gown and gloves when assisting R1
and R1 should have been wearing a mask when
exiting his/her room to minimize the spread of
COVID-19.

4) On 01/12/21 at 2:25 PM, observed a face
shield hanging from the light fixture between
room 8 and room 9 (confirmed COVID-19 positive
resident) while conducting an interview with the
DON and IP. The DON and IP confirmed that
staff should not have hung the face shield on the
light fixture between room 8 and room 9.

5) On 01/12/21 at 2:15 PM, conducted an
interview with the DON and the P regarding the
facility's written infection control policies and
procedures related to COVID-18. The DON and
IP confirmed the facility did not have current
policies and procedures written that reflects

designee will conduct a daily audit to ensure an
appropriate PPE is worn by staff when entering
COVID-19 positive resident's room. The Director of
Nursing or designee will also conduct a daily audit to
ensure COVID-19 positive residents remains in their
room or uses masks when exiting in his/her room.
Results will be submitted to the QA meeting each
quarter.
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4 203 | Continued From page 5 4 203 4 _ '
1. On 01/12/2022, the face shield hang on the light 01/12/2022
staff's current practices. fixture outside of the room 8 and 9 was remove.
2. On 02/08/2022, the Director of Nursing 02/08/2022

in-serviced all of the nursing staff to review the
guidelines to staff providing care to COVID-19
positive residents including where to appropriately
place the face shields designated for COVID-19
positive residents.

3. On 02/10/2022, a facility wide in-service will be 02/10/2022
conducted to re-enforce guidelines to staff providing
care to COVID-19 positive residents including to
where to appropriately place designated face shields
for COVID-19 positive residents.

4. On 02/22/2022, the Director of Nursing or 02/22/2022
designee will audit daily to ensure designated face
shields for COVID-19 positive residents are placed
appropriately in the designated area. Resulits will be
submitted to the QA meeting each quarter.

(5
1. On 02/04/2022, the Director of Nursing and the 1P {02/04/2022
completed the written COVID-19 policies and
procedures of current practices.

2. On 02/08/2022, the Director of Nursing reviewed  [02/08/2022
the COVID-19 policies and procedures of current
practices to all of the nursing staff.

3.0n 02/10/2022, a facility wide in-service will be 02/20/2022
conducted to review and to re-enforce the COVID-19
policies and procedures of current practices.

4. On 02/22/2022, the Director of Nursing or 02/22/2022
designee will conduct a daily audit to ensure that
COVID-19 policies and procedures of the facility is
followed and implemented. Results will be submitted
to the QA meeting each quarter.
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