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Royal Jensen, Administrator
Cascadia of Boise

6000 W, Denton St.

Boise, ID 83704

RE:  August 9, 2018, Initial Certification Survey Report for Cascadia of Boise

Dear Mr. Jensen:

This is to advise you of the findings of the Medicare/Medicaid initial survey of Cascadia of
Boise, which was done on August 9, 2018 by the Idaho Department of Health and Welfare,
Division of Licensing and Certification, Bureau of Facility Standards to determine if your facility
is in compliance with state licensure and federal participation requirements for nursing homes
participating in the Medicare and/or Medicaid programs. This survey found that your facility was
not in substantial coinpliance with Medicare and/or Medicaid program participation
requirements. This survey found the most serious deficiency to be an isolated deficiency
that constitutes no actual harm with potential for more than minimal harm that is not
immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant
corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. In the spaces provided on the right side of each sheet,
answer each deficiency and state the date when each will be completed. Please provide ONLY
ONE completion date for each federal and state tag (if applicable) in column (X5)
Completion Date to signify when you allege that each tag will be back in compliance.
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Your Plan of Correction (PoC) for the deficiencies must be submitted by September 4, 2018.

The components of a Plan of Correction as required by CMS must:

Address what corrective action(s) will be accomplished for those residents found to have
been affected by the deficient practice;

Address how you will identify other residents who have the potential to be affected by the
same deficient practice and what corrective action(s) will be taken;

Address what measures will be put in place and what systemic changes will be made to
ensure that the deficient practice does not recur;

Indicate how the facility plans to monitor performance to ensure the corrective action(s) are
effective and compliance is sustained; and

Include dates when corrective action will be completed in column (X5).

The administrator must sign and date the first page of the federal survey report, Form CMS-2567.

We can not recommend certification to CMS Regional Office and/or State Medicaid Agency
until the facility is found to be in substantial compliance with the requirements at 42 CFR 483.

Thank you for the courtesies extended to us during the survey. If you have any questions,
comments or concerns, please contact Debby Ransom, RN, RHIT, Bureau Chief at (208)
334-6626, option 5.

Sincerely,

Debby Ransom, RN, RHIT, Chief
Bureau of Facility Standards

DR/

Enclosures




PRINTED: QBl2efa018

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NG, 0938-D891
STATEMENT OF DEFICIENCIRS 1} PROVIDEREURPL
AHO PLAH OF CORRECTION B ey roaTioN i izaﬁ:i;m CONSTRACTION o) SoupLETEn
MDEDI1RID B. WiNG 08002018
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, GTATE, ZIF CODE
G000 W DENTON 5T
CASCADIA DF BOISE BOISE, 1 82704
yio SUMMASY STATEMENT OF DEFICIENCIES ™ PROVIDER'S FLAN OF GUAREGTION )
REFIX (EAGH DEFICIENGY NIUST BE BRYEGHDED Y FULL, PHEFIX EAGH CORREGYIVE ACTION SHOULD BB COMPLETION
™G REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG OROAS-EFERENOED TO THE APFROPRIATE DATE
: DEFIGIENGY)
F OG0 INITIAL COMMENTS F G0l
VED
The foliowing deficlendles were olied during the REC El
mitlal fadsral csrifloation survey conducled at tha .
faclity from a7/18 to 81918, ‘ AUg 27 28
The survaycrs sondueling the sutvey were: EACILITY STANDARDS
Debby Ransem, RN, RHIT .

Beflnda Day, RN
Lawrg Thompsan, RN, BSN
i This Plan of Corraction is prepared and
Acranyms used in the report; submitted a3 vequited by law, By

) Ass] submiiting this Plan of Cerrection, Cascadla
ggﬁ -%?r"a%i%c: glguﬁgpgng sistant of‘Bolsa doog not admit that the deficiencles
L PN - Licansad Fractical Nurse listed on the CM3 Form 25871, exist, nor

5DC - Staff DEIVEIOpmSni CQDrdinElof does the FHﬂilEE)’ admlt to any Statcnmnts,
F 650 Rosident Righls/Exsroles ¢f Rights g0} findings, flis or conclusions that farm the

= ; basis for the alleged defioiencies. The
85=D| CFR(s): 483.10(a}1}(Z){b)(1(2) Facillty raserves?;ha right to challenge In

§483,10{a} Rasident Rights, legal proceedings, all deficiencles,
The residant has a right io a dignifled exlstence, atatensents, findings, facts and conclusiong
seih-delarmination, ahd communioation with and that form the basis fur the deficiency,

gacaess la persona and servicss inside and
sutslde the fucllly, including those spedified in ‘
this secllon, F550

Resident Specifie
§483.10(a){1) A tacillty must ireal each resldent The ID tcain reviewed resident #1531 and
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raust establish and maintain identica! poficies and
practices regarding transfer, discharge, and the
provision of services under the State ptan for all
resldents regardless of payment source.

§483.10(b) Exercise of Rights.

The resldent has the right to exercise his ar her
rights as a rasident of the facility and as a citizen
ar rasident of the Uniled States.

§483,10{b}1) The facility must ensura that the
resident can exercise his or her rights without
interference, coerclon, discrimination, or reprisal
from tha facliity.

£483.10{b}{2} The resident has the right fo be
free of inlerference, coercion, discrimimation, and
reprisal from the faciity in exercising his &r har
rights and to be supparied by the facility in the
exarcise of his or her rights as required under this
subpart

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, staff interview, and record
reviow, it waa determined the facility failed to
ensure residents’ dignity during meals when:

* Residents were not provided fimely ongoing
assistance to eat their meals. ’

* Residents were not allowed fo eat thelr meals
without unnecessary interruplions.

* Rasidents were nat provided a choice of
whether to use a clathing protector.

* Residants were nat alfowed 1o complete their
meals before the [ood was removed.

* Staff assisting residents with dining wore
disposahie gloves when doing so.

This was irue for 2 of 2 residents whose meals

Fucility Systems

Staff have been provided education
regarding dignity during meals. Re-
education is provided By the SDC and/ar
designee to incfude prevention of
interruptions for medication assistance at
meal times, consistent and timely assistance
tiwoughout the meal, providing options for
napkin/clothing protectors, prevention of
meais being cleared prior to residents heing
done with intake, and use of gloves in the
dining room anly as appropriate. -The
systen is amended o include on-going meal
observations and re-training a3 necessary (o
vatidate dignity occurs.

Monitor

The DNS and/or designee will audit 10
meal services weekly for 4 weeks, then 5
weekly for 8 weeks. Starting the week of
8/24/18 the review wiil be documented on
the Pl audit tool. Any concerns witl be
addressed immediately and discussed with
the PI committee. The P1 committee may
adjust the frequency of the monitoring after
|2 weeks, as it deems appropriate,

Date of Compliance: 9/1/18

FCRM CMS5-2587{02-99} Prevlous Virslons Obaolele

Event [D; MATY{{

Facility i0: MO S001 860

tf continuation sheal Paga 2 of 1§
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were observed, This deficient praclice placed
residents at risk of hunger, weight loss, and a V |
diminished sense of self-worth. Findings include: ;

1. Residont #151 was admitted to the facility on i
6/8/18 with dlagnoses that included history of
unspecilied dementia without behavior
disturbance, major depressive disorder, anxiety
disorder, insomnfa, dysarthria {unclear speech)
following cerehral infarction {siroke)} affecting
right non-dominant side, asthma, muscie
weakness, age-related osleoporosis, and
dysphagia {difficuity swallowing}.

Residant #151's current Nutrition Care Plan, !
initiated 6/11/13, documented the following
interventions: Z

“Provide a calm, quiet setting at meal times with
adequate eating time.

*Resident #1561 does best with handled cups or §
tight welght cups, She needs cueing and ;
assistance with baverages, '

Residant #151's current Activity of Dally Living i
(ADL) Care Plan, initlaied 6/8/18, documented |
she required cusing and the assistance of 1 i
parson for ail meals/snacks. The care plan stated
Resident #151 naedad cues and reminders to
take bites and to swaliow.

Rasident #151's dignity was not promoted whiis
dining, as follows:

a, On 8/7/18 at 5:29 FM, LPN #1 and CNAA were
both wearing blue disposable gloves whiis
assisting Resident #151 with her evaning meal.

i
b, On 8/9/18 at 9:03 AM, breakfast was delivered : E

FORM CMS-2667(02-08} Pravlous Varsions Chaalaly Ewvent {D:M4TY 11 Faciiity {0: MD3001880 if conlinuation sheet Page 3 of 15
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to Resident #151°s table, Resident #151 was
eating breakfast with CNA B assisting by putiing
feod on the utensll and handing the utensi] to
Resident #1581,

0On 8/9/18 at 2:12 AM, CNA B, while silting at
another table, called across baoth dining tables
and clued Resident #151 to eat. Resident #1451
fed herself two bites with s spoon.

On B/9/18 at 5:15 AM, CNA B calied across both
dining tables and cued Resident #151 {o take
another bite. Resldant #1561 did nat respond.

On 8/9/18 at 9:16 AM, LPN #2 removed Resident
#151 from the fabla. Resident #151's meal intake
before leaving the table was 4.6 bites of
scrambled eggs and no Intake of waffies with
strawberries and whipped craam. LFN #2 used a
galt belt and walker and cued Resident #151 (o
plck up her fest and took har to her room, LPN #2
askad CNA B to bring wafer to Resident #151's
roam.

Cn §/9/18 &t 9:20 AM, CNAB arrived at Resident
#151's room with watar,

On 5/9/18 at 9:20 AM. Residant #151 came out of
her room with tha assis{ance of LPN #2,

On §/9/18 at £:30 AM, Rasident #151 was seated
In a dining chalr,

On 8/56M18 a 831 AM, LPN #2 cued Resldent
#151 o eat and walked away,

On 8/9/18 at 8:32 AM, Raesident#151 was sipping
coffee alane at the dining table.

FORM GME-ZE7¢02.94) Provious Varsians Obaglele

EvonlID:M4TY 1
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On 8/6/18 at 9:34 AM, Resident #151 was wiping |
her face and looking around. i

On 8/9/18 at 9:35 AM, CNA B retumed to
Resident #151 and cut up her wafilas,

On 8/6/18 at §:37 AM, Resldent #151 took one
g bita of waflle and at 8:38 AM, Residant #151 {ook
another bite of walffla,

On 8/6/18 at 9:40 AM, CNA B was talking to :
Resident #151 in Spanish and Resident #151 was :
sipping her goffee,

On 8/8/18 at 9:41 AM, LPN #2 arrived at tha
dining fable with crushed madications, Resident
#151 was takan away from the meal by LPN #2.

On 8/9/18 at 9:44 AM, Resldent #151 was in her |
roomn with LPN #2 and CNA B. :

On 8/9/18 at 9:46 AM, Residanl #151's remaining
food was removed from the fable before she
retumed from her room.

Qn 8/3/18 at 9:53 AM, Resldant #151 retumed ta
the dining table.

Resident #151 did nof receive consistent cueing 5
or essistance {o eal her breakfast. Her meal was :
aiso rapeatedly interrupted for medication
adminfstration and the malorily of her meal was
removed before she was provided tha assistance
and oppertunily fo eat it,

in an interview on 8/9/19 at 1:18 P\, LPN #2 was
asked about the administration of Rasidant
#151's medications during breakfast, LPN #2
said she alternpted o give Rasident #151's

FORM CMS-2587{02-005 Previsus Verelons Obsolsts Event [C:M4TY 1 Faciity 1D: MOSOUT 000 i continuation shest Page 6 of 16
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mediations but she refused to take the
madications, LPN #2 said she then crushed the
medications and put them In applasauce,

In an interview with CNA A on 8/8/18 at 8:14 P\,
regarding Resident #151's dining assistance
needs, CNAA stated Resident #151's family :
preferred staff o 1eed her ainca that was what ;
they did at home, CNA A also sald because the
facility was fully staffed they could accommodate
the famlily's raquast, When asked i Rasident
#151 could feed hersell and how she fet staff :
know if she wanted to feed hersalf, CNA A stated
Resldent #1561 would reach for food with her
utans and staff assisted her if needed.

In an inferview with CNA B on 8/8/18 at 8:59 AM,
whan Bsked i she assistad Rasident #151 with
meals, CNA B sald it depended on how Resident
#1581 was doing at the time of the meals,
somatimas sha fed Resident #151 and other
times Resident #151 fad herself. When asked if
she wora gioves lo feed Raesident #151, CNA B
replied no.

¢, On B/9/M18 at 12:00 PM, CNAB wentioa
cabinet and got a biue clothing protector and put
it on Resident #151 without asking her
permission,

2.Resident #101 was admittad fo the facllity on
6/4/18 with cerebral infarction {stroke), dysarihria
{unclear spaech}, hemiplegia and hemiparasis
(paralysis on one side of the body), vascutar
dementia with behaviaral disturbancs, major ;
depressive disordar, pressure ulcer (sore} of left i
hip, and ederma {swelling). :

Resident #101's dignity was not promoted while

FORM CMS-2507{02.00} Previaus Versneg Obaalnis Eveont 10:M4TY11 FacHity i0; MDSO001080 I continualion sheet Page & of 45
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dining, as follows;

a. On B/7/18 at 5:20 PM, LPN 1 and CNA A were
observed wearing biue disposable gloves while
assisting Resident #101 with his evening meal.

b. On 8/9/18 at 9:03 AM, breakfast was daliverad
fo Resident #101's table,

On 8/8/18 at §:16 AM, CNA B left Residant #1071
at the dining fable fo take water o ancther
resident's yoom.

On 8/9/18 at 9:21 AM, 18 minutes after his mea}
was sarved, CNA B returned {o the dining rcom
and began assisiing Resident #101 to eat.

On 8/9/18 at 9.24 AM, LPN #2 called for CNAE :
to help her. CNAB stopped feeding Resident i
#101 to assist LPN #2. 1

On B/9/18 at 3:28 AM, CNA B refurned to . E
Resident #101 at the dining table, stirred his ]
coffee and assisted him to eat.

On 8/9/18 at 9:35 AM, LPN #2 taok Resldent o
#101 to his room o be oratly suctioned.

On 8/0/18 at 9:46 AM, Resident #101 refurned to
the dining table.

Resident #101 was not assisled with hismealln a
timely manner and his meal was interrupted when
CNA B attended o other tasks,

c. On Bf9/18 at 12:00 PM, CNAB wentioa
cabinet and gat a blue clothing protector and put
it on Resident #101 without asking his
parmission,

FORM CMS-2537{02-95) Provious Versions Obsolste Event 10:M4TY11 Faclilfy 1D: MDS001890 tf continuation shoet Page 7 of 15
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§483.90 infaction Control

The faclity must establish and malntaln an
infaction prevention and control pragram
deslaned to provide 4 safe, sanitary and
comforiable environment and to halp prevent the
development and transmisslon of comimunicable
diseases and Infections.

§483.80(a) Infection pravention and confrol
program.

Tha faciiity must establish an infectlon pravention
and control progeam (IPCF) that must include, at
a minimum, the following elemants;

§483.80{a}{1} A system for preventing, identifying,
repornting, inveatigating, and controlling Infactions
and coemmunicabla diseases for alf residenis,
staff, volunteers, visitors, and othar Individuals
providing services under a contractual
arrangement based upon the facilily assessment
conducted according to §483.70{a} and following
accapted national standards;

§483,80{a}2} Wrilten standards, policles, and
procedures for the program, which must include,
but are not iimited to:

{i) A system of surveiflance designed to identify
possibie communicakble diseasas or

infactions before they can spraad to other
pereons in the facliity;

{4} When and to whom possibis incidents of
communicabla disease or infections shouid be
reportad;

{il) Standard and {ransmisslon-based precautions
to be followed te pravent spread of infactions;
{v)When and how Isofation should be used for a
resident; inciuding but not limiled to:

Restdent Specific

The clintcal management team reviewed
resident #101 for adverse reaction to failed
infection control practices. Resident show
no evidence of infection,

Other Residesiis

The clinical manapement team reviewed
other residents for potential risk of poor
infection controi practices, Adjustmenis
have been made as indicated,

Facility Systems

Staff have been educated to proper hand
hypiene practices. Re-education was
provided by the SDC and/or designee for
proper tse of sanitizer and hand washing,
use ol gloves/changing of gloves,
management of secretions, and process for
wanaging trash in and owt of the resident
room. in addition, licensed nurses were
skiils checked by the SDC and/or designee
regarding clean dressing change

The system is amended to include
observation/surveillance rounds for meeting
infection control guidelines and following
facility policy.
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{A} The type and duration of the isclation, Mosnitor
depending upon the infectlcus agent or organism The IINS and/or designee will audit 2
involved, and dressing changes/ 0 occurrences far
(B} A yequirement that the tsolation should be the gloves/hand hypiene practices weekly for 4
lanst restrictive possible for the resident under the weeks, then 1 dressing change/5
circumstancas, occurrences for gloves/hand hygiene weekly
{v) The circumstances under which the facility for 8 weeks. Starting the week of 8/24/18
must prohibit smployees with a communicable review will be documented on the PI audit
diseasa or infected skin lesions from direct tool. Any concems will be addressed
contact with residents or t_heir fo?d, if direct hminediately and discussed with the PI
con tact wili transmit the disease; and comnitiee. The PI committee may ndjust
{v/¥The hand hygliene procedures to be followed he fr. fth Horine after 12
by staff invoived In direct resident cantact. the frequency of the monitoring afte:
weeks, ns it deems appropriate.
§403.80(a)4) A system for racording Incidents .
identified under the facility's IPGP and the Date of Compliance: 9/1/18
corrective actions taken by the facility,
§483.80(e) Linens,
Personne! must handle, store, process, and
franspart linens so as to prevent the spread of
infection,
§4853.80({f; Annual review.
The facillty will conduct an annual review of ils
[PCP and update their program, as necessary.
This REQUIREMENT is not met as avidenced
by:
Based on observation, policy review, racord
review, and staff interview, it was determined the
facility falled {o ensure siaff followed facility poiicy
and natlonally recognized guidefines for infection
pravention for 1 of 2 residenis (Resident #1014}
who were observed during the survey, This
placed residents and staff at risk for the
transmission and possible spread of Infectious
agents. Findings include;
A faciBity policy infection Prevention and Confrol
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Frogram, dated 10/31/17, stated the infection
pravention and control program included
processes o minimize healthcare associated
Infagtions through an organization-wide program,
The pollcy stated the program Included the yse of
standard precautions by staff and monitoring
complance with standard precticas which
included, but was not imitad {o, hand hygiene
and the use of personal pratactiva equipment.

This policy was not followed. Exarmples Include:

1. Afacility policy Clean Dressing Ghange, dated
11/28/17. documented the steps for performing a
drassing change on a wound. The steps included
performing hand hygiene prior to the dressing
change, with glove changes, and at tha
complefion of the dressing change. The pelicy
also stated glove changes were to be completed
after removing the dirly dressing, after cleansing
the wound, and after application of the clean
dressing.

Resident #101 was admitied fo the facllity on
6/4/18, with diagnoses which included demantia,
CVA, and hip and knee contractures. Rasident
#101 was admitted to the facliity with a Stage iV
pressure Ulcer to his left hip and was on hasples.

An observalion of wound care was condycted on
8/8/18 beginning at 11:00 AM, by LPN #1 for
Resident #101. LPN #1 washed her hands prior
to gning over to the bedsids, and the wound and
dressing supplies were on a badside tabie
covered wih a chux {a pad that protects the
surface from fiuid and are disposable). Resident
#101 was laying on his right side in his bed and
LPN #1 uncoverad him and lowered his pants to
expese lhe dressing, She then put on gloves and
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removed a square band-aid covering the wound,

Resldent #101's wound had a small opening in
the center, LPN #1 threw the band-aid in a trash
can next to the head of tha bed and removed her
glovgs. She than put on new palr of gloves,
without performing hand hyglene, and sprayed
wound cleanser onto gauze and cleaned the
wound, While cleansing the wound Rasidant
#101 grunted and grimaced and she asked a
couple of imes if he wanted pain medication, he g
stated no. LPN #1 then want ta the bathronm and |
washed her hands, returned io the bedside and
donned gloves,

LPN #1 then procaaded with dressing tha wound
per the physician order. After the wound was
dressed LPN #1 removed a black sharpie pen
fromn her pocket, prior to remaving her gloves,
and wrate her initials and the date on the
dressing. LPN #1 ramoved har gioves and threw
them in the trash can. She did not perform hand
hygiena afler removing her gioves, She moved
the wound supplies {bottle of packing gauze,
medi-honey {uba, and spray botle of wound
cloanser} from the bedside tabie onio a paper
towel on top of the night stand. LPN #1 gathered
up the chux, which had the dirty supplies, and
threw i info the trash can without wearing gloves.

LPN #1 gathered the trash bag from the trash can
and pulied it oui and knotted i, and placed a new
trash bag in the trash can without wearing gloves.
She did not perform hand hygiene before pulling !
up Resident #101's sweat pants, handing him :
back his call light, and placing his blanket back
over him. LPN #1 next moved to the other side of
tha bed and used the remote conirol (o lowear his
bed. She went back {o {he other side of the bed
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and without wearing gloves picked up the paper
towel from the night stand, with the wound
supplies Inside, In one hand, and grabbed the
frash bag in the other hand and watked fowards
the bathroom.

LPN #1 set the paper towe! with tha wound
supplies on the bathroom counter, set the frash
bag on the floor, and proceeded o wash her
hands. When she finlshed she did nol don gioves
when she picked up the wound supplies in the
paper towel in her ieft hand and the trash bag in
her right hand and walked out of the room to the
dirly ufifily room. LPN #1 used her bare right
hand, with tha frash bag In that hand, and used a
key pad to open fhe door. She lifted the trash bin
lid with her bare right hand and placed the trash
bag inside. LPN #1 used the same hand o gef a
paper towel and with the paper towal grabbed the
wound suppiles from her left hand. The new
paper towel did nof completely cover the waund
supplies and her bare hand touched the botties
and tube. She did not perform hand hygiena after
touching the door or touching the trash can, LPN
#1 did not perfarm hand hygiena bafare picking
up the wound supplies with her right hand and
leaving the dirty utillty room.

LPN #1 walked over to the wound carf, opaned
the drawer, and placed the wound supplies into a
plastic bag In the second drawar. She did not
perform hand hygiene prior to touching the cart,

Al that point, the observations were discussed
with LPN #1 and she confirmed she did miss
opporiunities for hand hyglens.

During an interview on 8/8/18 at 12:05 PM, the
DON was asked about expeclations for hand

F 880
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hygiane and hygiene with wound care. She
stated the expectation was hand hyglane will be
done whenaver gloves are removed and hands
ware washed prior to wound care. The DON
confirmed, after discussion regarding the
observation of wound cara, thare were missed
opportunilies for hand hygiene and poor
awareness of when o usa gloves and when going
from dirty {o clean or vica versa,

2. A facility policy Hand Hygiene/Handwashing,
dated 11728/17, siated gloves are worn when
contact with blood or other potentially infectious
materials, mucous membranes, and non-infact
skin could occur. The policy includad referances
from the CDC {Centers for Disease Control and
Prevention) and WHO {World Health
Oryanization),

The CDC Guldeline for isolation Precautions:
Preventing Transmission of infectious Agenis in
Healthcare Settings (2007), accessad from the
wab on 8/15/18, stated Standaird Precautions are
based on the principle that all blood, bpdy fluids,
secretions, and mucous membranes may contain i
transmissible Infectious agenls, Standard
Precautions include prevention practices which
apply to alf patients. These includs hand hygiena
and tha use of parsonal protective equipment,
which include the use of gloves or a gown, in
anticipation of possible exposure.

The facliity policy and standards for prevention
were not foilowed.

a. Resident #101 was obsarved in tha dining
area on 8/7/18 beginning at 5:40 PM. He was
sifling in his spacialized whasichair at a dining
room fabfe with LPN #1 and ¢he Activity Director.
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Resident #101 was coughing and had a gurgiing
sound In hig throat, The Activity Director picked
up a food protector from the dining room table, to
attampi to have Resident #101 spit out the
phlegm. She placed the food protector back ento
the dining table and did not parform hand
hyglena, Residen{#101 coughed again several
times with audible gurgling of phisgm. LPN #1
then offerad the same food protector to attempt to
have him spit out phlsgm into ¥, using her bare
hands. After remaving the food protector from
Resident #101' mouth LPN #1 did not perform
hand hyglene. The food protector was then
placed back anto the dining room table.

b. Resident#101 was observed having breakfast
on 8/8/18 beginning at 2:10 AM. He was assisted
by LPN #1 and CNA A, Resldent #101 was
coughing and had a gurgling sound coming from
his throat while trying to eat his breakfast. Both
. i CNAA and LPN #1 ofiered the foad protector for
E Rasident #101 to spit any phiegm into when he
was coughing. Neither were wearing gloves
when holding tho food protector by his mouth and
directing hirn to sough and spit out the phlegm.
After removing the food protector from Residant
#101's mouth it was placed on the dining room
table. No hand hyglene was performed by LPN
#1 or CNA A after removing the food protector
from Resident #101's mouth,

An intarview was conducted on 8/8/18 beginning
at 1:50 PM, with the Administrator, DON, and
50C. The DON stated statf were {rained with a
web based video and testing, then observed for
competencies. The DON and SDC confirmed na
formal obsarvations were documented regarding
Infection control. They stated they have both
worked on the floor with the staff and observed
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recommendations and had re-educated and i
redirected staff, ;
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