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! FOo0: INITIAL COMMENTS =4 Q{}Q; Woedland Oaks does not believe and '
i : ! does nat admit that any deficiencies
74 An Abbreviated Survey o investicate ( ! axisted, either before, during, or after {
#KYO0021349 was inifiated on 07/01/14 and { thesaney. Woodland Oaks reserves al
| tconcluded on 07/03/14, #KY00024849 was | . !lshisto contest the survey findings
[ | substantiated with deficient practice identified and ; © through informaj dispute resolution,
[ ; oited. ' foemal iegal appeal proceedings, or any
F 441! 483.65 INFECTION CONTROL, PREVENT F441)  odminisistive or fegal proceedings.
SS=0 1 SER EAD, LINENS i This plan of correction does nut
. : constitute an admission regarding any
; ' The facility must establish and maintein an facts or circumstances surrounding any
[ Hnfection Controt Program designed to providea | ; altegedt deficiencies to which it
 safe, sanitary and comfortable environment and | . Tesponds, norls meant ta establish any
o help prevent the davelopment and transmission i 3‘ standard of care, contract obiigation or |
: of tlisease and infection. : i position. Woodland Oaks resarves all
i : rights to raise zll possible contentions {
/ (3} infaction Controi Program ! and defenses fn any type of civil or :
' The facility must establish an Infection Gontrof ] criminal claim, action or proceading. :
f i Program under which it - i Nothing contained in titis plan of
| . (1} Investigates, controls, and pravents infections . casrection should be considered as a j
'in the facility; . : waiver or any potentisily applicabie : 1
f i (2) Decides what procedurss, such as Isolation, } peer raview, quality assurance or selé- !
i i should be applied te an individual resident, and ¢ critical examination privileges which !
{ " (3) Maintains a record of ncidents and corrective ; Woodland Gaks doas not waiva, and f
{ t actions related to infections, ) ! reserves the right to assart in any )
J i j administrative, civil or eriminal chaim, ! f
/ “{b) Preventing Spread of Infection i : action or proceeding. Woodiand Oaks
5 (T} Wh@“ the mf@cm—"{‘ Control Program ' offers its responses, credible allegations : ;
/ i determines that g ressgienf r_xeeds isc;!aﬁgn to of compliance and plan of correction as [
. prevent the spread of infection, the facility must part of its ongoing efforts ta provid i
f ‘, f‘soiafe the r?SIdant. n » quality care to gur residents. ; i
! [ {2) The facility must prohibit amployess with a ;
; sommunicable disease or infectad skin lesions :
* from direct contact with residents or thair food, if { !
 direct contact will transmit the disease, i !
 {3) The facility must require staff to wash Heir i , b
* hands after each direct resident contact for which ‘ I
| hgnd washing is indicated by accepted i £ /
: yefessional practice, ;‘ I
L : i
(43) DATE

MTLE 7 /L%/ /j&_l

sther safeguards provide sufficient protection ta the patients. (Sea

following the date of survey
days feflowing the date these documants are mad

program participation,
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leisncy which the institution ma

A7 deficiancy staterment éncing with an asterisk (*) dencies @ den
mstructions.) Except for nursin

whethar or ot a plan of comaction s provided. For
e avallatie to the faclity. If deficiencies are cited, an approved plan of

ursing homes, the above findings and o

¥ be excused from cuiracting providing it is determined that

g homes, the dndings stated ahove are disci
fans of correction ara discipsabie 14

correction is requisite 1o continued

csable 50 days

IF continuation sheat Page 1 of 4

FIIRAE CMS-2567(02-99) Frevious Versions Obsolsta T Event i EXUMA

Facility 10 100485




PRINTED: 07/18/2014

FORMAPPROVED

B NG, 0538-0391
T

CEPARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDICARE & MEDICAID SERVICES :
STATEMENT OF DEFICIENCIES e PROVIDERISUFPLIERICLIA ! X3} MULTIFLE CONSTRUGTION I{%3) DATE SURvEY |
AND PLAN OF CORRECTION DENTIFICATION NUMBER, sl COMPLETED !
A BUILDING ]
i } c ii
|
] 185392 8. WING L. DFo3noty
! 1]
[ MAME OF PROVIDER OR SUPPLIER | STREET ADGRESS, GITv, STATE, 217 H0DE
] ; 1820 OAKVIEW ROAD
/ WOODLAND OAKS ASHLAND, KY 41164
5 o SUMMARY STATEMENT OF DEFICIENCIES oo PROMIDER'S PLAN OF CORRECTION P
PREFIX | (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX {ZACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE | GATE
j : CEFICIENGCY)
, t ;

F 441! Continuad From page 1

1 {cj Linens

; Personnel must handle, store, process and
fransport linens so as to prevent the spread of

" infection,

i

;

' This REQUIREMENT is not met as svidenced

i by

. Based an observation, record raviews and

interviews, it was determined the facliity failed ¢

" ensure proper hand washing and gloving

 technique duing the performance of perinaal

: {incontinence) cara

_residents, and one {1) of two (2) unsampled

'residents { Res

i Resident A).

i ' The findings include:

[ i The facility did not provide a poficy ralated ta

- perineal care; however, the facility did provide 3
" copy of the aducationat material which was used
I far training staff on the proper performance of

s perineat care. Interview with the Director of
Nursing, on 07/03/14 at 2:30 PM, revealed the

far bwa (2) of four {41 sampled :

Fa41! Fa41

1) Resident #1 and #3 had
no il effects to the
aileged improper peri-
care as evidenced by
it abdominal pain or

{ elevated temps,

! f Resident #1 and #3 was ;

J assessed by staff LPN

enjuly 21, 2014, The

i ; SRNA's involved with ! |

; i the incident received

education the day it

idents #1 and #3, and tinsampiad -‘ i | was reported by the

: f ~ ADONand

g : acknowledged

‘ understanding.

; 2} This practice has

: t : potential to affect all

: 8 residents in the facifity,

All residents have been

assessed by staff LPN's

' educational refarence represanted facility pra{:tice‘i ;
: ' and RNs to ensure

,ii | for the performance of perineal care. Review of
| ; the refersnce material revealed the training

f - ineluded a focus on the importance of washing

{ “hands and changing gloves when maving from g
! jcontaminated area of ¢
} : the body during the pe

P 1. Review of the medical record revealed

| Resident #1 was admitted By the facility on

; UB/0G/10 with diagnoses which ncluded:

. Parkinson’s Dissase, Alzbaimer's Dementia, and

he bedy to a clean area of :
rformance of perinzal care, ‘; % peri-care as evidenced

there are no signs or
symptoms of infection |
refated to improper

s‘ : by nc elevated temps
X . orabdominal pain,
i

i
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 Generalized Muscle Weakness.

' Qbservation of perineal care performed for

" Resident #1, on 07/02/14 at 12:45 P, revealed
| SRNA#2 washed her hands and apphied gloves
i prior to the procedure, Sha was observed io

. cleanse the perineal arsa and apply moisture

! barrier cream to the rectaj
! ohservation revealed SRNA #2 proceeded to

i re-apply the resident's incontinence brief, touch
| the bed linens and blanket, and re-position

T’ Resident #1 in the hed without remaving her

" gloves-and washing her hands. In ather words,
' SRNA#2 did not remove her gloves and wash

» her hands when she moved from a contaminaled

| area of the body to a clean area,

,E 2. Medical record review revealed Resident #3
' was admitted by the facility on 06/11/06 with

| diagnoses which included Biabetes, Cerebral

i Vascular Accident (stroke), and Hypertension,

Il

- Observation of perineal care performed for

| Resident #3, on 07/03/14 at 1:15 PM, revesied

- SRNA#2 washed her hands znd applied gloves
i prior fo the procedure. Continued observation :
i revaaled after cleansing the rectal area, SRNA #2 .
| broceeded to apply a new incontinence brief,
' reposition the resident in bed, and adjust the .
' resident's piliows and clothing, before rsmeving
i her gloves and washing her hands,

3. Observation of perineat care for Unsampled

' Resident A, on 07/03/14 at 1:45 PM, revealed

[ SRNA #4 washed her hands and appiled gloves
i prior fo the procedure. Continued obsarvation

; revealed after cleansing stoof from the rectst
SRNA #4 applied an incontinence brief,

area, S :
! repositioned the resident by touching the bitateral

i

area. Continued i

i

One.on One education .

'5) July 24, 2014

was completed with af

SRNA's to ensure
proeper peri-care per ‘i
Infection Contro! Nurse
and LPN’s by 7/23/14.
Upon orientation
SRNA’s wiil be
educaied by
CQ/infection Control
Nurse on proper peri- ;
care, catheter care, :
and hand washing, In-

services will be
completed annually,
The ADON will conduct
a direct observation
audit of at least 10% of
resident population en
a monthly basis on
proper peri-care. This
will be included into
the OA review,

i

e VR

B
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F 441 Continued From page 3
!ower legs, and rearranged the shests and
[ tlankets withaut femaoving her gicves and
| washing her hands.

Interview with SRNA #4, on 07/03/14 at 12:20
' PM, revesled she did not reglize she had not

' changed her gloves and washed her hands when |

i meving from a contaminated area 1o a clsan
; drea, She stated she had lsamed the proper
; precedure in schoot and must have just forgotten,

Hnterview with SRNA #2, on 07/03/14 at 4 45 PM,
i revealed she was not aware she did not change
; her gl
from a contaminated area of the ody to a clean
‘area. She stated she must have been nervous
I and forgot to follow the correst procedurs,
. Continued interview with the DON, on 07/03/14 at
| ~ 2:30 PM, revealed it was her expactation for all
nursing staff to use carrect hand washing and
| gloving techniques when performing any resident
s care. She stated the SRNAs should have
. changed their gloves and washed their hands
‘when they moved from a contaminated areafo a
| clean area during the performance of perineal
care, in order to help prevent infection. Eurther

for Staff Development activities in the facility.
! She stated an In-service titled “Peri-Care

oves and wash her hands when she moved |

]
+

H

§

:

i

i

: interview revealed the DON was aisa responsible |

| Refresher” was conducted on 01/28/14, Review f

 of the in-sarvice sign-in shest with the DON
| revealed SRNA #2 attended the in-service;
! howaver, SRNA#4 did not,

'
i

i
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