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F 000 | INITIAL COMMENTS F 000
An abbreviated standard survey (KY17410) was
conducted on 11/30/11-12/02/1. The compiaint
was substantiated with deficient practice
identified at "D" level, | .
F 441 | 483.65 INFECTICN CONTROL, PREVENT F441
83=p | SPREAD, LINENS
The facility must establish and maintain an F 441
infaction Control Program designed to provide-a ) ,
safe, sanltary and comfortable environment and {.Residents A, B, D, and E gxperienced no
to help prevent the development and transmission ingues refated to care, All residents have the
of disease and infection. ‘ ' potential to be affected.
: Medical Director hips been made awarc of
(a) Infection Control Program issuos identiflod and ne new orders were
The facility must establish an Infection Control recaived.
Program under which it - ) _ )
(1) Investigates, controls, and prevents infections 2. The Education and Training Director
in the Tacility; (ETD) DON will observe at loast3
(2) Decides what procedures, such as isolation, instances of incontinent core on each shift to
should be applied to an individual resident; and idently if the policy/procedures for
(3) Maintains a record of incidents and comreclive infection control are being followed
aclions related to infections. properly, by December 15, 2011.Any issueg
- identificd will be corrected immediatety.
{b) Preventing Spraad of Infection .
(1) When the Infection Contro| Program 3.The ETD will re-educate all certified
determines thata resident needs isclation to nursing gssistants regarding the
| prevent the spread of infection, the facility must policy/procedures related to infection
! isolate the resident, - ¢ontrol during incontinent care, including
{2} The facility must prohibit employees with a hand washing, changing gloves, and proper
communicable disease or infectad skin lesions dispesal of soiled items, by 12/30/11. ;
from direct contact with residents or their food, If i
direct contact wiil transmit the disease,
(3) The facility must require staff fo wash their
hands affer sach direct resident contact for which
hand washing is indicated by accepted
professional practice.
LABORATORY D!REETOR‘S}]R PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
-y LR (Ll /a1 /1y

Any deficiency statemeft ending with an astgrisk (™) denc

a deficiancy which the institution may be excused from correcting providing it 19 determined that

other safeguards provide sufficlant protection to the patenty! {See instuctions.) Except for nursing homes, the findings stated above are disclosable 80 diys
followlng the date of survey whather er nat a pian of cormaation e provided. For nureing homas, the above findings and plans of comrecfion are disclosable 14
days foliowing the dats these documents are made avaliabls to the facllty.  deficlencies ame cited, an approvad plan of carraction |5 requisits to continued

program participation.
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F 441 | Continued From page 1 F 444
(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection. .
-Begmnmg the week of December 26, the
DON/Designee will monitor incontinent
. ) : ) caro on at least 3 residents covering all three
| This REQUIREMENT is not met as evidenced shifts for two weeks, then at least | resident
by: weekly for two weeks to cnsure infection
Based on observation, mterwew. review of facility sontrol policy is followed,
policy, and Lippincott's Manual the facility failed to Then DON/designec will do random audits
ensure effective infection control mazasures were of incontinent care, weekly for two weeks to
ufilized by facility staff to prevent the spread of snsure all infection care practlces are -
infection for residents selected for review and/for followed.
observation (unsampled Residents A, B, D, and _
E). Observation of incontinence care provided to i ality Assurance
unsampled Residents A, B, D, and E on 11/30/11, ‘éo;hr:lf;‘;‘ ‘:fm?:ns:ﬁ oF the Administrator,
Tevesled staff failed to wash their hands and/or DON, Umé Managers, the Medical Director,
change gloves when applicable and failed to and ancillary staff, will review the results of
provide a sanitary environment by placlng soiled these audits at least monthly and revise plan
| briefs on the resident’s bed. as needed to ensure complignce with
i i trol policy and procedure,
The findings include: _ infection control poticy &n¢ P
jance: 12/30/11
A review of the facility policy on hand hygiene 5.Date of Compliance
(revised November 2011) revealed when staff
moved from a contaminated-body site to 2
clean-body slite during the provision of resident
care, an alcoho! based hand sanifizer or soap
and water was (o be used. Continued review of
the facility policy related to standard precautlons
revealed staff was to use appropriate hand
hygiene immediately between tasks or
procedures on the same resident to pravent
cross-contamination of different body sites.
The Dirsctor of. Nursmg (DON) prowded awritten
FORM CMES-2667(02-99) Prevbus Vorslons QObsclate Evem ID: XE4841

Received Time Dec. 21, 2011 10:10AM No, 4281

Facllly ID: 100273 _ If continuation shost Page 2 of 5




12/21/2011 WED 10:17 FAX 064512633 Sunrise Manow @oed/oLo

DEPARTMENT OF HEALTH AND HUMAN SERVICES , N CRM APEROVED

GENTERS FOR MEDICARE & MEDICAIR SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) FROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

£ Fl 1 :
AND PLAN GF G_ORR CTION IDENTIFICATION NUMEBER: A BUILDING COMPLETED
c

12/02/2011

B WING

185173
NAME OF PROVIDER OR BUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE

- 200 NORFLEET DRIVE
SUNRISE MANOR NURSING AND REHAEBILITATION CENTER SOMERSET, KY' 42501

X |- SUMMARY STATEMENT OF DEFICIENCIES . s - " PROVIDER'S PLAN OF CORRECTION (X5}
PREPIX {EAGH DEFICIENCY MUST Bk PRECEDED BY FULL PREFIX © {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN

TAG REQULATORY OR LSC IDENTIFYING INFORMATIONY YA CROSS-REFERENCED. TO THE APPROPRIATE DATE
DEFICIENCY)

F 441 | Continued From page 2 - .| - Fast

staterment on 12/01/11 that, in addition o the
facility policies, the facility utilized procedures
established in the Lippincott's Manual for staff
guidance when providing incontinence care. A
review of the Lippineotf's Manual revealed staff

| was to remove their gloves and wash their hands
| before touching clean clothing or linens.

Observation of inconiinence care for Residert D
on 11/30/11, at 3:00 PM, revealed Cerfified
Nursing Assistant (CNA) #1 and CNA #2
removed the soiled brief from the resident and
placed the soiled brief on the bed next to the
resident's leg. Further cbservation revealed staif
also placed a washcloth used {o cleanse the
resident's perineal and buttock area on the soiled
brief beside the resident’s leg, CNA#1 and CNA
#2 applied a clean brief to the resident's buftock
area and placed the soiled brief and washcloths
in laundry bags. At that time, the CNAs were
observed to touch the resident and the blankets
on the bed with soiled gioves while they
repositioned the resident in the bed.

Observation of inconfinence care for Resident A
on 11/30/11, at 3:10 PM, reveaied CNA #1 and
CNA #2 removed the solled brief from the
resident and placed the solled brief on the side of-
the bed." A clean brief was pul on the resident
and the CNAs placed the soiled brief in a laundry
bag. CNA #2 proceeded to place the blankets
back on the resident while wearing the same
gloves she used to provide incontinence care.

Observafion of inconiinence care for Resident B
on 11/30/11, at 3:18 PM, revealed CNA #1 and

CNA #2 removed a soiled hrief from the resident
and piaced the solied brief and washcloths used
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F 441

| were then placed in laundry bags. CNA #1

Continued From page 3

te provide peri-care on the slde of the bed. When
the CNAs rapositionad the rasident, the resident's
leg was observed to come into contact with the
soiled brief, The solled brief and washcloths

procesded to place the bed covering on the
rasldent prior fe removing the gloves that had .
been womn fo provide Incontinence cure, -

Observation of Inconfinence care for Resident E.
on 11/30/11, at 3:23 PM, revealed CNA #1 and
CNA #2 remmoved the resident's satled hrief and
placed the soiled brief on the bad beside the
rasident's leg, When CNA#1 and CNA #2
repositionad tha resident to the side to apply 2
clean brief, the resident's leg rolled onto the
soiled brief. CNA #2 placed the solied brief In the
lanndry bag and then placad the blankats back on
the resident bsfore removing the saiied gloves.

interview with CNA #1 and CNA #2 on 11/30/11,
at 3:30 PM, revealsd the soiled briefs and
wagshcloths should have been placed in a bag and
not laid on the resident's bed. Boeth CNAs stated
that their spiled gloves shouid have bean
removed after providing incontinence care and
before touching the clean biankels and
rapasitioning the residents in their beds.

Interview with the Education Tratning Director on
11/30/11, at 2:00 PM, revaaied the facility
provided all staff with an elght haur general -
orientation that included infection control and
proper handwashing, The Director also stated
that a competency cbservation was performad of
all ztaff to ensure handwashing was performed
properly. in addition, according to the Director, all
staff are tralned, tested, and observed on an

L DEFICIENCY) .

F 441
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annual basis for infection control purposes. The
Director also stated staff was instructed to place
solied briefs and linens in trash/laundry bags and
to never lay them on the bed, floor, or bedside
fable. She also stated that staff was instructed to
remove sciled gloves before fouiching objects
| and/or anything that came info contact with the

| resident’
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