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DEFICIENGY)
F 000 | INITIAL COMMENTS F 000 The Preparation and exceution of this Plan of
Correction does not constitute an admission or
t by il i ¢
An Abreviated Survey Investigating Complaint Shceed o concesion s et (s Sonce o
#KY22513 was conducted on 12/03/14 to . . ) L
determine the faciiity’ i ith Federal Deficiency, This Plan of Carrection is prepared and
etermine the facllity’s campliance with Federa execuled solely because it is required by Federal and
requirements. #KY22513 was unsubstantiated Stale lnw.
with an unrelated deficlency cited at a Scope and
Severity of an "E".
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441
55=E | SPREAD, LINENS

Thae facliity must establish and maintain an
Infaction Control Program dasigned to provida a
safe, sanilary and comfortable environmant and
to halp prevant the development and transmission

! of disease and infeclion.

{8) Infaction Control Program

The facility must establish an infection Control
Program under which it -

(1) Invastigates, controls, and prevents infactions
In the facility;

(2) Dacides what procedures, such as isolation,
should be applled to an individual residant; and
{3) Maintains a record of incidents and carrective
actions refated to infaclions.

(b) Preventing Spread of Infection

{1) When the Infection Control Program
datermines that a resident needs Isclation to
prevent the spread of infection, the facllity must
isolate the resident.

(2) The facifity must prohiblt employeas with a
communicable disease or Infacled skin lesions
from direct contact with residents or their food, if
diract contact will transmit the disease.

{3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing is in}g]ﬂded by accepted

—

Pl

. Residents #5, #7, & #8, were monitoned for 72
hours to determiine il the deficient practice
resudied in any negtive outcomes. There were no
negative vutcomes noted for ony of these three
residents. Resident #8 hod her bag placed in a
dignity bag upon her return to the facitity.

2. ‘Twenty four hour reports and alt MDD ordders for
past 30 doys reviewed by Jamic Mnynard,
Director of Nursing an 124152014 to determine if
there have been nny noted infections or signs of
infections that mny be aliributed to poor hand
hygienc or infection control practices, None were
nnted. All residents with catheters were checked
1o ensurc that they itave dignity hags on and
available. This was completed an 12/3/2014 by
Jamie Maynard, Dircctor of Nurisng.

.s|\|o

5

TORY DIRFCTOR'S OR PROYIOE |

\

R REPRESENTATIVE'S SIGNATURE

y thificiengy’ stalement anding wilh an asmﬁ:w denctes a deficlency which the Institullon may be axcused from correcting providing it Is dalermined that
patienis . (See Instructions.) Except for nursing homes, the findings stated above are disclosable 0 days
the date of survey whelher or nol a plan of correction Is provided. For nursing homes, the abova findings and plans of correction are disclosable 14

rds provide suificlent protecilon to

days lollowing the dale these documents are mada available 10 the facilily. If deficiencies are cited, an approved plan of correcton Is requisite to continued
program participation.

{X8) OATE
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professional practica.
(c) Linens 3. Ihe following will be completed to ensure that the
Parscennel must handle, stors, process and deficient practice does not reaccur, The faciliy
transport linens so as to prevent the spread of will perform retenining which will be completed
infection. by 1/09/15 on infeetion control, including hand
washing and glove use and will pecform checkofis
on all the SENAs with no SRNA working after
1/09/21 5 without having the retenining and
This REQUIREMENT is not mel as evidancad checkoffs compleied. All uewly hired Nussing
by: Assistants will be trained in infection control
Based on observation, interview, record review, during oricatation. The ADON, Infection Control
and review of the facility's policy and procedures Coordinator or designee will perfonn random
it was determined the facility failed to melntain an infection control nudits $ (five) times a week for 6
infection control program for three (3) of eight (8) {six) weeks, The results of these audits will be
sampled residents (Resident #5, #7, and #8) given to ihe CQI conunittce for any modifications
The facillty failed to parform hanld h;rgiena w,']"e of this plan of corrcction. The audits will inchude
providing care for Resident #5 and #8 and failed hand washing, glove use, tray delivery, and
dignity bugs al a minimum.
to pravent a urinary catheter bag from touching
:1: d'.t;or a”n d OUt‘d?for SIdzwalfki:OLResldeﬂlhw' g A4 The CQI commitiee will review nll retraining nm
itionally, a staff member failed to wash hands nudits and will make recommendations o the
af?er touching a trash bag in the trash “P and Administrator for appropriate followup,
E"or to delivering a maal tra_ly and remaving & cup modifications, or eelenining.  The CQI commiliee
lid and plate cover for a resident. will meet at least quarterly, including the Medical
. Lirector, Administeor, Director of Nursing,
The findings include: Socinl Services, Dictary Manager, and
Mainfenance.
Review of the facliity's policy and procedure titled,
"Hand Hyglene®, last ravised 11/01/12, revealed
all personnal shall follow the hand washing/hand 5. Date of Completion: January 10, 2015
hygiene procedures to help prevent the spread of
infactions to other parsannel, residents, and
visitors. Furlher review revealed hand hyglane is l (6 5
tha primary means of preventing the transmission {
of Infection and staff was expecled to wash their
hands with soap and waler bafore and after
assisting a resident with toileting. Additionally,
hand hygiene was expecled after handling soiled
or used linens, soiled equipment and after
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remaoving gloves.

1. An observation on 12/33/14 at 2:50 PM,
revealed Certified Nursing Assistant (CNA) #6
parformed peri-care for Resident #5. Further
ohservation revealed CNA #6 wiped Resident #5
from front to back with gloved hands. When the
peri care was complated, with the same gloves,
CNA #6 placed blankels on Resident #5, placed
the call light on hisfher chest and placed the
bedside table next to histher bed. Further
obsarvation revealed CNA #6 placed Resident
#6's wheelchair and walker to the corner of
hisfer room, picked up a pillow, gatherad up the
sailed linen, and trash and left Resident #6's
room, With the same gloves, CNA #8 want out
into the hallway, placed the sciled linen and lrash
onto the finan cart. CNA #6 wheslad the linen
cart to the soiled laundry room and entered the
soilad laundry room threse (3) times to place the
soiled linens In the linen room. After placing the
solled linens In the laundry room, CNA #6
removed the trash, exited the door to the
dumpster, discarded the trash to the dumpsite,
and removed gloves. CNA#6 entered the
building through the kitchen and went back to the
nurses' station. CNA #6 was not observed to
change gloves or wash his hands after
performing the peri care.

Interview with CNA #6 on 12/03/14 at 3:12 PM,
revealed he normally washed his hands before
and after performing pari care per the facility's
policy and pracedures. He stated he must have
Just forgotten and was nervous. He stated this
was important to prevent the spread of germs

Interview with the Diractor of Nursing, (DON) on
12/03/14 at 3:17 PM revealed thal all staff should
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wash hands bafore and aftar performing peri care
and after handling soiled linen and biohazard
wasle.

interview wilth the Administrator on 12/03/14 at
4:45 PM, revealed he expected the staff the
follow the training on peri care and io follow the
policy and procedures as it retates and lo always
utilize good judgmant.

2. Revisw of the World Health Organizalion
Guidelines on Hand Hyglene in Healthcare: A
Summary dated 2009. Section 8 (six), page 17
(seventesn), revealed documentation to include,
“when wearing gloves, changa or remove gloves
duting patient care if maving from a conlaminated
body site to another body site within the same
patient or environment.”

Ravlew of an In-service record, dated 11/17/14,
located al the nurses station revealad a stgn in
sheet and photocopied booklet litted, "What you
should know About Infaction Control", 2011
edition. The booklet revealed: "Hand Hyglene is
the Most Important Measure in Infection contral”,
Hand hygiene was expected aftar touching blood
and other body subslances even if gloves were
worn.

Qbservation, on 12/03/14 at 3:30 PM, revaaled
Resident #7 who had been incontinent of urine,
was provided incontinent care by three (3)
Certified Nurses Aides {CNAs) #3, #4, and #5.
CNA #4 washed his/ner hands and applied gloves
prior to providing perineal care; however, further
obsarvation revealed CNA #4 placed a clean pad
and briaf, reposilioned Resident #7 in the bed
and reposilioned the bed covers prior 1o removing
gloves and washing his/her hands.
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Interview with CNA #4, on 12/03/14 at 3:45 PM,
revealed she normally removes her gloves and
washes hands prior o exiting the room and that
she did nol know she should remave gloves afler
cleansing perineal and rectal area unlass stool
was visible.

Interview with the Administrator, on 12/03/14 at
4:45 PM, revealed he expected stalf to follaw
proper training on incontinent and perineal care,
to follow policy and procedure as it relates and to
use gocd nursing judament if "thase things are
not specifically outlined".

3. Obsarvation, on 12/3/14 at 8:45 AM, during the
breakfast meal servica revealed CNA#1 lo emply
the contents of a ray into tha trash with her left
hand touching the trash bag In the trash bin.
Additional observation revealed CNA#1 did not
sanitize her hands, then delivered the resident's
tray to his/her table and removed the plaslic
covers off of the drink and the lop cover over the
meal and silverwara. CNA#1 then went over to
the sink In the Restorative Dining area and stated
“wa are officially out of soap” and rinsed her
hands wilh water and then dried them and used
tha foam hand sanitizer on the wall.

Interview with the Administralor, on 12/03/14 at
4:40 PM, revealed staff were raquired to wash or
sanilize their hands batween residents during
meal sarvice and his expectation would be for
staff to wash thelr hands if they touched a trash
bag in the trash can lo ensura infection control
and prevent contamination when they provide
services to residents.

4. Review of "Indwelling Urinary Catheler Use in
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the Long-Term Care Selting” dated 4/18/14,
ravealed documentation to Include urine
drainage bags are to ba positioned below the
bladder utilizing gravity to facilitate drainage.
Bags must never touch the floor to pravent
contamination that can be a potential source for
external blofilm formation.

Record review ravesled the facility admitted
Rasidant #8 on 04/30/14 with diagnoses to
include Diabetes Mellitus Type I, Chronic Kidney
Disease, Pressure Ulcer, Cellulitis, Congestive
Hearl Fallure, Hypertension, Anamia,
Rheumatold Arthritis, History of Colonic
Malignancy, and Gastro esophageal Reflux
Diseasa. Review of the Quarterly Minimum Dala
Set (MDS) assessmant, dated 10/25/14, revealed
the facilily assessed the resident cognitively
intake with a BIMS score of "15" (fifteen) and
required tolal assistance with all activities of daily
living. Hel/she had an indwelling urinary catheler
related to hydronephrosis and Resident #8
transfers to dialysis three days per week.

Review of the comprahansive care plan revised
11/05/14, revealed documentation to include
Resident #8 was at risk for infection related to
indwelling catheter and staff were to observe for
proper placament of tubing when repositioning,
transferring and ambulating and a urinary
catheter leg sirap should be In place at all timas.
Review of the medical record, dated 11/21/14,
revealed Resident #9 was diagnosed with a
urinary tract infection, and the culture and
sensitivily revealed gram negative bacilll,
Rocephin 1 (one) gram Injection was given
intra-muscularly on 11/23/14, a urinary leg strap
was ordered.
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Observation, on 12/03/14 at 11:30 AM, revealed
Resident #8 silting in a wheelchair, and the
urinary catheter drainage bag without a dignity
bag was anchaored beneath the wheelchalr seat
and dragged on the floor from room 117A to the
eniranceway of the facility. Further cbservation
revealed the urinary drainage bag was dragged
on the outdoor sidewalk (o the transport vehicle.

Interview with the DON, on 12/03/14 at 5:30 PM,
revealed she expacted siaff to place catheter
drainage bag inslde dignity bag and the bag
should not drag the ground. The DON stated
there was a dignity bag on Resident #8's
whealchair and she was "unsure why they did not
put the cathater drainage bag inside the dignity
bag prior to transport to dialysis”.

Interview with the Administrator, on 12/03/14 at
5:05 PM, revealed staff should place urinary
catheter drainage bag inside a dignity bag and
the bag should be clipped so the bag Is lower
than the bladder but not dragging the ground.
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