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F 0637 Assess the resident when there is a significant change in condition

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45484
or potential for actual harm
Licensure Reference Number 175 NAC 12-006.09 (C)(ii)
Residents Affected - Few
Based on record reviews and interviews, the facility failed to complete a Significant Change in Stats
Assessment (SCSA) Minimum Data Set (MDS-a comprehensive assessment of each resident's functional
capabilities. An SCSA is required when a resident has a major improvement or decline in condition that will
not resolve itself.) was completed within 14 days of a significant change for 1 (Resident 17) of 12 residents
sampled. The facility census was 34.

Findings are:
A record review of Resident 17's Admission Record dated 08/08/2024 revealed an admitted [DATE], and
diagnoses of heart failure, chronic kidney disease, poor circulation in the legs, dementia, and a history of a

heart attack. The resident had a diagnosis of pneumonia with an onset date of 05/19/2024.

A record review of the Minimum Data Set 3.0 Resident Assessment Instrument User's Manual v1.18.11
effective October 2023:

Some Guidelines to Assist in Deciding If a Change Is Significant or Not:

A condition is defined as self-limiting when the condition will normally resolve itself without further
intervention or by staff implementing standard disease-related clinical interventions. If the condition has not
resolved within 2 weeks, staff should begin an SCSA.

An SCSA is appropriate if there are either two or more areas of decline or two or more areas of improvement.
An SCSA is also appropriate if there is a consistent pattern of changes, with either two or more areas of
decline or two or more areas of improvement. This may include two changes within a particular domain (e.g.,
two areas of ADL [Activities of Daily Living-activities related to personal care, such as eating, dressing, and

hygiene] decline or improvement).
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F 0637

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Any decline in an ADL physical functioning area (e.g., self-care or mobility) (at least 1) where a resident is
newly coded as partial/moderate assistance, substantial/maximal assistance, dependent, resident refused, or
the activity was not attempted since last assessment and does not reflect normal fluctuations in that
individual's functioning;

A record review of Resident 17's Quarterly MDS dated [DATE], Section O Special Treatments, Procedures,
and Programs revealed that the resident was not using oxygen at that time. Section GG Functional Abilities
and Goals revealed the resident's assistance needs were as follows:

Coding for the amount of assistance needed is as follows:

06. Independent - Resident completes the activity by themselves with no assistance from a helper.

05. Setup or clean-up assistance - Helper sets up or cleans up; resident completes activity. Helper assists
only prior to or following the activity.

04. Supervision or touching assistance - Helper provides verbal cues and/or touching/steadying and/or
contact guard assistance as resident completes activity. Assistance may be provided throughout the activity
or intermittently.

03. Partial/moderate assistance - Helper does LESS THAN HALF the effort. Helper lifts, holds, or supports
trunk or limbs, but provides less than half the effort.

02. Substantial/maximal assistance - Helper does MORE THAN HALF the effort. Helper lifts or holds trunk or
limbs and provides more than half the effort.

01. Dependent - Helper does ALL of the effort. Resident does none of the effort to complete the activity. Or,
the assistance of 2 or more helpers is required for the resident to complete the activity.)

Self-Care

Eating-5

Oral hygiene-5
Toileting hygiene-2
Shower/bathe-2
Dressing upper body-5
Dressing lower body-5
Putting on footwear-2
Personal hygiene-4
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Mobility

Rolling side to side in bed-6
Going from sitting to lying-6
Going from lying to sitting-6

Going from sitting to standing-6

Transferring to and from bed to chair or wheelchair-6

Toilet transfer-6

Tub/shower transfer-4

Walking 10 feet-6

Walking 50 feet with two turns-6

Walking 150 feet-6

A record review of Resident 17's Quarterly MDS dated [DATE], Section O Special Treatments, Procedures,
and Programs revealed that the resident was using oxygen at that time. Section GG Functional Abilities and

Goals revealed the resident's assistance needs were as follows:

Self-Care

Eating-5

Oral hygiene-4
Toileting hygiene-2
Shower/bathe-2
Dressing upper body-3
Dressing lower body-3
Putting on footwear-2
Personal hygiene-4
Mobility

Rolling side to side in bed-5
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F 0637

Level of Harm - Minimal harm or
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Going from sitting to lying-4

Going from lying to sitting-4

Going from sitting to standing-3

Transferring to and from bed to chair or wheelchair-3

Toilet transfer-3

Tub/shower transfer-1

Walking 10 feet-4

Walking 50 feet with two turns-Not attempted due to medical condition or safety concerns.

Walking 150 feet-Not attempted due to medical condition or safety concerns.

Compared to the 05/07/2024 MDS, Resident 17 was requiring more assistance to move in bed, go from
sitting to lying or lying to sitting, walk 10 feet, and perform oral hygiene. Resident 17 had also begun to need
oxygen. The resident was newly coded as 3-partial/moderate assistance for dressing their upper and lower
body, going from sitting to standing, transferring to or from bed to chair or wheelchair, and toilet transfer, as a

1-dependent for tub/shower transfer, and as not attempted for walking 50 feet with two turns or 150 feet.

A review of Resident 17's Progress Notes revealed a note from 05/19/2024 that indicated when the resident
became ill.

An observation on 08/08/2024 at 9:01 AM revealed Resident 17 in their room, seated in the recliner with their
feet up. Resident 17 was wearing oxygen set at 1 liter per minute (L/min) on the oxygen concentrator.

An observation on 08/12/2024 at 7:39 AM revealed Resident 17 seated in the dining room for breakfast
wearing oxygen connected to the portable tank.

An observation on 08/13/2024 at 7:40 AM revealed Resident 17 seated in the dining room for breakfast
wearing oxygen connected to the portable tank.

An interview on 08/13/2024 at 7:50 AM with the Director of Nursing (DON) confirmed that Resident 17 had a
decline in abilities in May of 2024, due to having pneumonia, and was not back to their baseline at this time.

An interview on 08/13/2024 at 12:35 PM with the Registered Nurse/MDS Coordinator (RN-MDS) revealed
that Resident 17 had improved since the 05/25/2024 MDS was completed, but was still not back at their
baseline.
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Residents Affected - Few

An interview on 08/13/2024 at 2:35 PM with the RN-MDS confirmed that an SCSA should have been done
within 14 days when Resident 17 had a significant decline in status and did not return to her baseline.
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45484
Licensure Reference Number 175 NAC 12-006.09(F)(iii)

Based on record reviews and interviews, the facility failed to revise the comprehensive care plan (CCP-
written instructions needed to provide effective and person-centered care of the resident that meet
professional standards of quality care) after a change for Resident 22 regarding code status (the type of
treatment a person would or would not receive if their heart or breathing were to stop) and for Resident 33
regarding a urinary catheter (tube to drain the bladder). This affected 2 of 12 residents reviewed for care plan
revision. The facility census was 34.

Findings are:
A

A record review of Resident 22's Clinical Census dated 08/08/2024 revealed the resident was admitted to the
facility on [DATE] and was admitted to hospice services on 06/06/2024.

A record review of Resident 22's Medical Diagnosis List dated 08/13/2024 revealed the resident had
diagnoses of chronic kidney disease, atrial fibrillation (an irregular heartbeat), type 2 diabetes mellitus (a
long-term condition in which the body has trouble controlling blood sugar and using it for energy), anxiety,
exocrine pancreatic insufficiency (a condition in which your small intestine can't digest food completely
because of problems with digestive enzymes from your pancreas), a history of blood clots in the legs, and
pain.

A record review of Resident 22's Electronic Health Record (EHR) revealed a Do Not Resuscitate (DNR-if
heartbeat and respirations stop, the individual does not want medical personnel to attempt to restart the
heart) document signed by the resident's POA (Power of Attorney- a legal document that allows one person
to make decisions for another person) on 06/06/2024 and by the medical provider on 06/17/2024.

A record review of Resident 22's CCP revealed a care plan focus initiated 12/29/2021 and revised on
10/04/2022 that stated:

Advance Directive [a legal document that states a person's wishes about receiving medical care if that
person is no longer able to make medical decisions because of a serious illness or injury]: Full Code [if
heartbeat and breathing stop, the individual does want medical personnel to start interventions needed to get
the heart restarted, including chest compressions, a breathing tube, and shocking the heart to correct a
life-threatening rhythm].

The goal, initiated 12/29/2021 and revised 08/07/2024, for this care plan was:

[Resident 22's] wishes will be followed through next review.

The intervention, initiated 12/29/2021 and revised 06/01/2022, listed for this care plan was:

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
285283 Page 6 of 16




Printed: 09/27/2024
Form Approved OMB

Department of Health & Human Services
Centers for Medicare & Medicaid Services

No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED
08/13/2024

A. Building

285283 B. Wing

NAME OF PROVIDER OR SUPPLIER

Tabitha Nursing Center at Crete

STREET ADDRESS, CITY, STATE, ZIP CODE

1800 East 13th Street
Crete, NE 68333

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Advance Directive completed full code, POA Healthcare: [family members listed].

An interview on 08/13/2024 at 12:11 PM with Registered Nurse (RN) E confirmed Resident 22's care plan
was not revised to reflect the change in Resident 22's code status.

B.

A record review of Resident 33's Admission Record dated 08/08/2024 revealed the resident was admitted to
the facility on [DATE] and had diagnoses of a right femur (thigh bone) fracture, chronic kidney disease, heart
disease, urinary retention (a condition where you can't empty your bladder), and a history of prostate (a
gland located just below the bladder in men that surrounds the top portion of the urethra [the tube that drains
urine from the bladder]) cancer.

A record review of Resident 33's Progress Notes revealed a N Adv Clinical Admission note from 06/19/2024
at 11:48 AM that stated Elder has history of Prostate Cancer. Had severe urinary retention requiring
catheterization in the hospital. Urology placed foley [a type of urinary catheter] prior to discharge on 6/18 with
orders for follow up in two weeks.

A record review of Resident 33's Progress Note dated 08/01/2024 at 2:57 PM revaled that Resident 33
returned from their cystoscopy (a procedure healthcare providers use to view the inside of the bladder and
urethra) appointment with the catheter removed.

A record review of Resident 33's Order Summary dated 08/08/2024 revealed:

-an order dated 08/07/2024 that stated if the resident was unable to urinate, the facility should do a bladder
scan (a portable ultrasound that measures the volume of urine in the bladder) and if it was over 400 milliliters
(ml) insert a temporary tube to drain the bladder and update the urologist and primary care during business
hours, and

-an order dated 08/04/2024 to track the resident's intake and output twice a day to monitor for urinary
retention.

A record review of Resident 33's CCP revealed a care plan focus initiated 07/04/2024 and revised on
07/04/2024 that stated:

Urinary: [Resident 33] has an indwelling Foley Catheter

Following with [provider office]

-Unsuccessful removal in-house 6/24/24

-7/3 Voiding trial at [provider office] failed

-Scheduled Cystoscopy

The goals, initiated 07/04/2024 and revised 08/07/2024, for this care plan was:

-The resident will show no s/sx [signs or symptoms] of urinary infection through review date; and

(continued on next page)
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F 0657 -The resident will be/remain free from catheter-related trauma through review date.

Level of Harm - Minimal harm or The interventions, all initiated and/or revised on 07/04/2024, listed for this care plan were:
potential for actual harm
-Catheter: [Resident 33] needs 18fr Foley Cath. Position catheter bag and tubing below the level of the
Residents Affected - Few bladder and away from entrance room door.

-Flush with NS [normal saline-a solution used to rinse out debris or mucus] as ordered by [provider office].
-Monitor for s/sx of discomfort on urination and frequency.

-Monitor/document for pain/discomfort due to catheter.

-Monitor/record/report to MD for s/sx UTI [urinary tract infection]: pain, burning, blood tinged urine,
cloudiness, no output, deepening of urine color, increased pulse, increased temp,

-Urinary frequency, foul smelling urine, fever, chills, altered mental status, change in behavior, change in
eating patterns.

-Notify [provider office] pf s/s of bleeding (as per orders).
An interview on 08/07/2024 at 1:36 PM with Resident 33 revealed that the resident had previously had a
urinary catheter, but it was removed due to bladder irritation and blood in the urine. The resident stated the

staff were trying to train me to have more function.

An interview on 08/13/2024 at 12:10 PM with RN E confirmed that Resident 33's care plan had not been
revised after the catheter was removed to reflect the resident's change in urinary status.
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F 0812

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45484
Licensure Reference Number 175 NAC 12-006.11(E)

Based on record reviews, observations, and interviews, the facility failed to ensure the facility's dishwashing
machine for House 2 reached the required water temperature to prevent the potential for food borne
ilinesses, failed to clean range hoods and ice machines in Houses 1 and 2, and ovens in House 1 in a
manner to prevent the potential for food borne ilinesses, failed to ensure food was covered to prevent
cross-contamination while transported through the hallway for Resident 2 and Resident 13, and failed to
implement hand hygiene practices in House 2 to prevent cross contamination and the potential for food
borne illnesses. These practices had the potential to affect all residents who ate food that was prepared in
one of the kitchens. The facility census was 34, and there was one resident who received nutrition through a
feeding tube, and did not eat.

Findings are:
A

A review of the 2017 Nebraska Food Code 4-501.110 Mechanical Warewashing Equipment, Wash Solution
Temperature revealed:

(A) The temperature of the wash solution in spray type warewashers that use hot water to SANITIZE may
not be less than:

(2) For a stationary rack, dual temperature machine, 66 C [degrees Celsius] (150 F).

An observation made on 08/07/2024 at 7:30 AM of the House 2 kitchen revealed the kitchen had two
dishwashing machines. The machine on the left was a [NAME] brand. The machine on the right was a
[NAME] brand, and had a panel on the bottom of the front that had gauges on it. Two of the gauges were
labeled Wash High Temp 150 F [degrees Fahrenheit] and Rinse High Temp 180 F.

An interview on 08/07/2024 at 7:40 AM with [NAME] B revealed that the facility used heat, not chemicals for
dish sanitation.

An observation on 08/07/2024 at 7:41 AM of the [NAME] dishwashing machine running through a cycle
revealed the wash temperature reached 130 F and the rinse temperature reached 190 F.

An interview on 08/07/2024 at 7:41 AM with Medication Aide (MA) A confirmed that the [NAME] dishwashing
machine wash temperature had been 130 F.

An observation on 08/08/2024 at 8:44 AM of the [NAME] dishwashing machine running through a cycle
revealed the wash temperature got to 120 F, and the rinse temperature got to 190 F.

An interview on 08/08/2024 at 8:44 AM with the Dietary Manager (DM) confirmed that the wash temperature
had been 120 F.

(continued on next page)
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F 0812
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Residents Affected - Many

An observation on 08/12/2024 at 10:11 AM of the [NAME] dishwashing machine running through a cycle
revealed the wash temperature reached 134 F and the rinse temperature reached 200 F.

An interview on 08/12/2024 at 10:11 AM with the DM confirmed the wash temperature had been 134.
A review of the facility's undated Dishwasher Temperature Logs/Reporting policy revealed the following:
-Each dish machine will be monitored for established proper temperature for dish washers

-A temperature log will be maintained for recording wash and final rinse temperatures. The cook will record
the temperature on the temperature log daily. The dishwasher will be drained and cleaned at the completion
of each meal service.

Temperatures that do not meet standards will be reported to the Dietary Manager or Maintenance
Department. In addition, all dishes that have been washed while at substandard temperatures will be
rewashed once the machine is at acceptable temperatures. If acceptable temperatures cannot be
maintained, the 3 sink method of dishwashing will be employed, with a sink for washing, one for rinsing and
one for sanitizing being used.

A review of the Dishwashing/Warewashing Machine Temperature Log marked [DATE] provided for House 2
revealed no temperatures were documented for 08/03/2024 or 08/04/2024.

On 08/01/2024, the wash temperature was documented as 140 F, and the rinse temperature as 116 F.

On 08/02/2024, the wash temperature was documented as 167 F, and the rinse temperature was not
documented.

On 08/05/2024, the wash temperature was documented as 140 F, and the rinse temperature was not
documented.

On 08/06/2024, the wash temperature was documented as 168 F, and the rinse temperature was not
documented.

There was no indication on the log of which machine had been checked.

The top section of the log had spaces to list the type of machine and the temperature requirements for high
and low temperature machines, and the chemical concentration [measured in parts per million (ppm)],
requirement for low temperature machines. It also had instructions to Use a separate Temperature Log sheet
for each machine, and Record temperatures, flow pressure (** and ppm, where applicable) once during each
meal period. None of the temperature or ppm requirements were filled out.

An interview on 08/07/2024 at 8:02 AM with [NAME] B confirmed that the cooks checked the dishwashing
machine temperatures daily and kept a log. [NAME] B further confirmed that they only checked the
temperature of one dishwashing machine per House during the day.

(continued on next page)
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F 0812
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Residents Affected - Many

An interview on 08/08/2024 at 8:46 AM with the DM confirmed that the cooks checked the water
temperatures on whichever dishwashing machine they were using, and that they used one machine during
the day. The DM confirmed that the cooks should have marked which machine they checked on the
Dishwashing/Warewashing Machine Temperature Log, and should notify the DM or maintenance right away
if the temperatures were low. The DM further confirmed that the dishwashing machine water temperatures
did not get checked until the cook arrived, and that the staff member serving breakfast did not check the
dishwashing machine water temperatures.

An interview on 08/08/2024 at 8:56 AM with the DM confirmed that the aides were not likely to watch the
water temperatures and rerun the machine if they were low.

An interview on 08/08/2024 at 8:56 AM with Housekeeper (Hsk) D confirmed they did not watch the
temperatures while the dishwashing machine was running.

An interview on 08/08/2024 at 2:09 PM with the DM confirmed that the cooks did not come in until 10:00 AM.
Prior to 10:00 AM, another person who worked in the House prepared and served breakfast and cleaned up
after the meal. The DM confirmed that from Monday through Friday that person was Nurse Aide (NA) C in
House 2 and Hsk D in House 1. The DM revealed that each person who worked in the kitchen completed a
basic education packet on preventing food borne illnesses.

A review of the undated Care Partner Training Preventing Food Borne lliness packet provided by the DM
revealed no information regarding required dishwashing machine temperatures.

B.

A review of the 2017 Nebraska Food Code 4-601.11 Equipment, Food-Contact Surfaces, Nonfood- Contact
Surfaces, and Utensils, revealed:

(C) Nonfood-contact surfaces of equipment shall be kept free of an accumulation of dust, dirt, food residue,
and other debris.

A review of the 2017 Nebraska Food Code 4-602.13 Nonfood-Contact Surfaces, revealed:

Nonfood-contact surfaces of equipment shall be cleaned at a frequency necessary to preclude accumulation
of soil residues.

An observation on 08/07/2024 at 7:44 AM revealed the exhaust hoods above the stove in House 2 had a
dark brown substance on them.

An interview on 08/07/2024 at 7:44 AM with MA A confirmed there was a dark brown substance on the
exhaust hoods in House 2.

An observation on 08/07/2024 at 7:55 AM revealed the exhaust hoods above the stove in House 1 had a
dark brown substance on them.

An interview on 08/07/2024 at 7:55 AM with [NAME] B confirmed there was a dark brown substance on the
exhaust hoods in House 1.
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F 0812 An observation on 08/08/2024 at 8:46 AM revealed the exhaust hoods above the stove in House 2 had a
dark brown substance on them.
Level of Harm - Minimal harm or

potential for actual harm An interview on 08/08/2024 at 8:46 AM with the DM confirmed there was a dark brown substance on the
exhaust hoods in House 2. The DM further confirmed that the exhaust hoods had not been cleaned for about
Residents Affected - Many 3 months since they changed maintenance personnel. The DM stated the task had been on the previous

maintenance person's calendar, and when the new maintenance person started, they forgot to add cleaning
the exhaust hoods to the new person's calendar.

An observation on 08/08/2024 at 9:00 AM revealed the exhaust hoods above the stove in House 1 had a
dark brown substance on them.

An interview on 08/08/2024 at 09:00 AM with the DM confirmed there was a dark brown substance on the
exhaust hoods in House 1.

C.

An observation on 08/12/2024 11:57 AM revealed a room tray was carried in the hall to Resident 2 by Nurse
Aide (NA) C. A container of peaches was not covered to be carried through the halls.

An observation on 08/12/2024 12:00 PM revealed a room tray was carried in the hall to Resident 13 by NA
G. A container of peaches was not covered to be carried through the halls.

An interview on 08/12/2024 12:15 PM with NA C confirmed that the peaches had not been covered and that
foods and drinks should be covered to carry them through the halls.

An interview on 08/12/2024 12:16 PM with NA G confirmed that the peaches had not been covered and that
foods and drinks should be covered to carry them through the halls.

47406
D.

An observation on 08/12/2024 at 9:56 AM with Cook-B for meal preparation in House 1 revealed Cook-B with
gloved hands placed frozen chicken in a mixture of flour, salt, and pepper, then placed in pan to fry.

An observation of on 8/12/24 at 10:25 AM with Cook-B revealed [gender] washed [gender] hands with soap
and water for 10 seconds then dried [gender] with a paper towel. Cook-B then shut the faucet off with
[gender] bare hand. Next Cook-B opened a can of green beans and placed then in a pan on top of the stove.

An observation on 8/12/24 at 10:36 AM of Cook-B revealed [gender] washed [gender] hands with soap and
water for 12 seconds then donned (put on) gloves. Cook-B then cut up onions, and added minced garlic,
thyme, mushrooms, and cooking [NAME] into bowl per recipe, then stirred and sat to the side for later.
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An observation on 8/12/24 at 10:51 AM of Cook-B revealed [gender] washed [gender] hands for 10 seconds
and then dried [gender] hands. Cook-B then used the same paper towel that was used to dry [gender] hands
to shut off the water faucet.

Cook-B placed lemon juice, diced up tomatoes, dill weed dried, parsley, pepper, and diced onion in bow! for
later after stirring. Cook-B placed Rotini noodles in a pan of water and placed on the stove. All of this was
done using a recipe.

In an interview with Cook-B on 8/12/24 at 11:07 AM revealed Cook-B should have washed [gender] hands
longer and used a clean towel to shut off the faucet, and stated, | was in a hurry | guess.

In an interview with the DM on 8/13/24 at 7:20 AM revealed the expectation of the kitchen staff is to wash
hands for 20 seconds and to use a paper towel when shutting off the faucet.

A record review of Hand Hygiene- Infection Prevention policy dated 9/25/2019 revealed:

A. Indications for Handwashing

3. Handwashing shall also be used for routinely decontaminating hands in the following clinical situations:
-After removing gloves

-Before any food preparation or serving

Non-Surgical Hand Hygiene Technique Handwashing with soap and water:

Vigorously rub hands together for at least 15-20 seconds, covering all surfaces of hands and fingers. Dry
hands thoroughly with a disposable towel(s). Use disposable towel to turn off the water.

E.

An observation on 8/12/24 at 10:59 AM revealed the ice machine in House 1 had a greenish substance on
the deflector of the machine. The Registered Dietician (RD) wiped off some of the substance onto a paper
towel and revealed a dark greenish moist substance.

In an interview on 8/12/24 at 11:00 AM with the RD confirmed that the ice machine needed to be cleaned.

An observation on 8/12/24 at 11:03 AM of House 2 kitchen's ice machine deflector had a blackish substance
on it. The RD wiped the deflector with a paper towel and revealed a black moist substance.

In an interview on 8/12/24 at 11:04 AM with the RD confirmed that the ice machine needed to be cleaned
also. RD said both ice machines would be cleaned today, and the facility would use the ice machine in the
garage.

An observationoOn 8/12/24 at 11:20 AM of the ice machine in garage revealed the machine was clean.
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F 0812 Record review of kitchen weekly cleaning schedule revealed the ice machine is to be cleaned every

Wednesday. Record review revealed these were not marked as being completed.
Level of Harm - Minimal harm or

potential for actual harm F.
Residents Affected - Many An observation in House 1 on 8/12/24 at 10:56 AM revealed both ovens with black and brown charred
substance.

In an interview on 8/12/24 at 10:57 AM with the RD revealed the ovens were dirty and needed cleaned.

Record review of kitchen weekly cleaning schedule revealed the left and right ovens are to be cleaned on
Friday. Record review revealed these were not marked as being completed.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47406
potential for actual harm
Licensure reference number 175 NAC 1-005.06 (D)
Residents Affected - Few
Based on observation, interviews and record review, the facility failed to ensure that staff performed hand
hygiene between glove changes prevent cross contamination during catheter care for 1 (Resident 19) of 1
sampled resident. The facility census was 34.

Findings are:

Record review of Resident 19's medical record of clinical census revealed Resident 19 admitted to the facility
on [DATE].

Record review of MDS (Minimum Data Set, a comprehensive assessment of each resident's functional
capabilities) dated 5/4/24 revealed Section H: scored 9 indicating resident had a catheter.

Observation of catheter cares for Resident 19 on 8/12/24 at 8:33 AM with MA-F, revealed MA-F donned (put
on) surgical mask, gloves, and gown. Observation did not revealed that MA-F performed hand hygiene prior
to donning gloves. MA-F pulled resident's sweatpants down to ankles and opened the brief on the resident.
MA-F then changed [gender] gloves and did not complete hand hygiene. Next MA-F completed peri care and
catheter for Resident 19. MA-F then assisted Resident 19 to [gender] left side and removed the dirty brief
and applied a clean brief and pulled up the sweatpants. The observation did not reveal that MA-F changed
gloves and did not perform hand hygiene prior to applying a clean brief. MA-F then changed [gender] gloves
then used a graduate container and emptied the catheter drainage bag. MA-F then cleaned the catheter
drainage bag opening with an alcohol wipe and washed [gender] hands with soap and water for 20 seconds.

Interview on 8/12/24 at 8:48 AM with MA-F confirmed [gender] should have performed hand hygiene prior to
donning gloves, mask, and gown, and when changing gloves each time.

Interview on 8/12/24 at 2:35 PM with DON revealed the facilities expectations for hand washing is 15-20
seconds and to perform hand hygiene between changing gloves.

Hand hygiene- infection prevention policy dated 9/25/19 revealed:

Procedure:

A. Indications for Handwashing

3. Handwashing shall also be used for routinely decontaminating hands in the following clinical situations:

-when moving from a contaminated body site to a clean body site during client care, and after removing
gloves.

(continued on next page)
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F 0880 If hands are not visibly soiled, an alcohol-based hand rub may be used for routinely decontaminated hands

in the following clinical situations: When moving from a contaminated body site to a clean body site during
Level of Harm - Minimal harm or client care, and after removing gloves.
potential for actual harm

Residents Affected - Few
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