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This plan of correction constitules our written
allegation of compliance for the deficiencies cited,
F 00C | INITIAL COMMENTS F 000 However, submission of the Plan of Correction s
not an admission that a deficiency exists or that

one was cited correctly. This Plan of Correction i

An abbreviated standard survey (KY21247) was . : :
. d t lished b
| initisled on 02/06/14 and concluded on 02/07/14. e
The complaint was substantiated with deficient |
practice identified at "D" level. F441
F 441 | 483.65 INFECTION CONTROL, PREVENT F441| Resident A and Resident #2 physician was
ss=D | SPREAD, LINENS natified of concerns with incontinence care,
N hand washing and glove changing by the
The facility must establish and maintain an Director of Nursing immediately. No new
| Infection Control Program designed to provide a | orders noted. All residents have the
safe, sanitary and comfortable envircnment _a"‘? potential to be affected. The facility
to help prevent the development and transmission Medical Director was notified of concerns
I LC R L with the incontinence care, hand washing
{a) Infection Control Program s;?hg;zv:ewzﬁg:sg by ttl:[e Administrator
The facility must establish an Infection Control hoted.
Program under which it - . .. .
(1) Investigates, controls, and prevents infections The Education and Training Director and

Director of Nursing has completed
observations of care being provided to all
residents with incontinence care to identify
any issue with hand washing, peri-care and
glove changing with retum demonstration.
This was started on 2/14/14 completed on

| in the facility;

{2) Decides what procedures, such as isolation,
should be applied 1o an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infeclion ' 2/21712, with no issue noted.
(1) When the Infection Control Program Quality Assurance will observe peri-care
| determines that a resident needs isolation to | being provided to I3 Residents to identify
| pravent the spread of infection, the facility must any concerns with peri-care, hand washing
isolate the resident. and glove changing.
(2) The facility must prohibit employees with a Any issue identified will be reported to the
communicable disease or infecled skin lesions family and physician immediately and staff]
from direct comj‘:l':: with ristl:e:ll's or their food, if retraining will be completed immediately. |
direct contact will transmit the disease. _ | Unit Nursing Supervisor will randomly |
{3) The facility must require stalf to wash their | | . . . |
. - . | | observe care being provided to 10 Residentj
hands after each direct resident contact for which by 2/21/14 to identify any issue with glov
i hand washing is indicated by accepted Y =is Y slove
changing and hand washing.

professional practice.

TIMLE (X6) DATE

LABORATQRY, lgsciz/so ROVIDER/SUPPLIER REPRE SENTATIVE'S SIGNATUR
CZ == Pres don 7 2jo-1ty

Any deficiency stalement enﬁing with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing il is determined that
olher safeguards provide suthcient protection to the patients . (See instructions |} Excepl for nursing homes. the lincings slated above are disclosable 90 days
following the dale of survey whether or not a pian of corection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days lollowing the dale hese decuments are made available to the facility. I deficiencwes are chted. an approved plan of carreclion is requisite 1o conlinued

program parlicipation,
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Any issue identified will be reported to the
F 441 | Continued From page 1 F 441| family and physician immediately. Staff

{c}Linens

Personnel must handle, slore, process and
transpont linens so as to prevent the spread of
infection.

This REQUIREMENT is nol mel as evidenced
by:

Based on observations, interviews, and a review
of the facility’s policy, the facility failed to ensure
an infection control program, that included hand
washing and proper use of gloves to prevent the
development and transmission of
diseasefinfection, was maintained for one of three
sampled residents (Resident #2) and one
unsampled resident (Resident A). Staff failed to
wash hands and change gloves when they
provided incontinence care to Resident #2 and
Resident A.

The findings include:

A review of the facilitys policy, Infection Control
Guidelines for All Nursing Procedures, revised
October 2013, revealed employees must wash
their hands for 10 to 15 seconds using an
antimicrobial or non-antimicrobial soap after
gloves are removed, after contact with body fluids
or secrelions, and after they handle potentially
contaminated items or secretions. Continued
review of Ihe policy revealed staff was to wear
personal protective equipment {PPE), as
necessary, to prevent exposure to body fluids or
other potentially infectious materials.

1. Observation on 02/06/14 at 2:25 PM revealed
State Registered Nurse Aide (SRNA) #1 and
SRNA #2 washed their hands and put on gloves

retraining will be completed immediately.

EDT to retrain all staff regarding hand
washing and changing gloved with a return
demeonstration to ensure infection control
policy is followed. This will be completed
by 2/21/14. ETD to retain all licensed
nurses and S.R.N_A. staff regarding peri-
care with a return demonstration started on
2/14/14 and finished on 2/21/14,
DON/Unit Nursing Coordinator will moniigr
2 clinical staff members providing care to 5
residents weekly x4 weeks beginning on
2/21/14 to ensure al} care is completed per
the infection control policy that includes
hand gashing, glove changing, and peri-care.
All information will be submitted to the
Quality Assurance Committee.

Staff nurses to randomly observe care being
provided by a SRNA every shift beginning
on the week of 2/21/14 x 10 shifis then at
least one SRNA weekly x4 weeks to ensure
hand washing is being performed per
infection control policy. All information
will be submitted to the Quality Assurance
Committee.

All new hires will receive competency for
hand washing, glove changing and peri-cars
by the DON or designee staff beginning on
02:21/14.

Results of audits will be reviewed during
Quality Assurance Monthly.

Date of Compliance February 22, 2014.
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before they began to provide incontinence care to
Resident A. SRNA #2 was observed lo cleanse
feces from Resident A's buttock area, and then
assisted SRNA #1 1o change the resident’s bed
linen, put a clean gown on the resident, and
reposition the resident in bed. However, SRNA
#2 failed to remove her gloves, wash her hands,
and apply clean gloves afier she had cieansed
the feces from the resident's buttock area and
before she helped change the resident’'s gown
and bed linens, and reposition the resident in bed.
Continued observation revealed SRNA #2
removed the soiled gloves, washed her hands,
applied clean gloves, and cleansed Resident A's
perineum and adjusted the resident’s nasal
cannula without washing her hands or changing
her gloves between.

SRNA #2 acknowledged in interview conducted
on 02/06/14 at 2:57 PM that she should have
removed the soiled gloves, washed her hands,
and applied new gloves after cleansing feces
from Resident A's buttock area and before
touching the resident's clean linens and gown.
Continued interview revealed SRNA #2 should
have also washed her hands and changed gloves
after cleansing the resident's perineum and
before she adjusted the resident’s nasal cannula.
SRNA #2 stated she became "nervous” during
the observation and "forgot” 1o follow the infection
control guidelinegs.

2. Observation on 02/06/14 at 4:30 PM revealed
SRNA #3 and SRNA #4 washed their hands and
put on gloves before they provided inconlinence
care to Resident #2. Further observation
revealed SRNA #4 cleansed feces from the
resident's buttock, cleansed the resident's
perineal area, and helped change the residenl’s
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gown and bed linens. However, SRNA #3 failed
lo remove her glaves, wash her hands, and apply
clean gloves after she had cleansed the feces
from the resident's buttock and prior to cleansing
the resident's perineal area and before she
helped change the resident’s gown and bed
linens.

SRNA #4 acknowledged in interview conducted
on 02/06/14 ai 4:55 PM that she should have
washed her hands and changed gloves after she
had cleansed feces from the resident’s buttock
area and before she cleansed the resident's
perineal area, Continued interview revealed the
SRNA should have also washed his/her hands
befcre she assisted with changing the residenl’s
gown and bed linens. The interview further
revealed SRNA #4 was nervous during the
observation and would have normally changed
her gloves after cleansing feces from a resident
and before she touched clean areas.

Inlerview on G2/06/14 at 5:30 PM with the
Director of Nursing (DON) revealed staff should
wash hands and change gloves when moving
from a dirty area {0 a clean area or when the
gloves become visibly soiled. The DON further
stated she was often at the nursing units and Unit
Managers monitored resident care on a random
basis and they had not identified any concerns
refaled to infection control.
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