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F 000 | INITIAL COMMENTS ' F 000

An Abbreviated Survey investigating
KY#00018242 was conducted 05/09/12 through
05/16/12 and an Extended Survey was conducted
05/17/12 through 05/18/12. KY#00018242 was

suibstantiated: immediateJeopardy-was
identified on 05/15/12 and was determined to
exist on 05/02/12 at 42 CFR 483.65 Infection
Control, F-441 and 42 CFR 483.76
Administration, F-480 at & Scope and Severily

[ (S/S) of a "K". The facility was notifiéd of the
Immediate Jeopardy on 05/15/12.

.| The facility failed to establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment in
order to prevent the development and .
transmission of disease and infection. The facility
failed to ensure the disinféctant used for the
whirlpool tubs was effective against Vancomycin
.Resistant Enterococcus {VRE). Additionally, the
facility failed to obtain a disinfectant effective
against VRE after becoming aware, on 06/11/12,
the current product in use had not besn tested
|-against VRE. Resident #2 was diagnosed with S
VRE on 04/29/12. Review of the Nursing , : "“"“’*“*"«M_
Assistant Care Plan revealed Resident #2
received a whirlpool tub bath on Wednesdays
and had received a whitlpool bath oh 05/02/12
and 06/09/12. The resident resided on a forly
(40) bed unit, and thirty-seven (37) of the
tesidents received a whirlpoo! tub bath in the
same whirlpoo! as Rasidenl#2. The facllity also
failed to ensure staff was knowiedgeable in
regards to Contact Precautions for hand hygiene
and use of gowns while providing care to
Resident#2. Additionally, the facllity
Administration falled to ensure the effactiveness

(X6) DATE

4wl 4- -2

latemant ending wlth an |sk * denotes a deficiency which the mstlluuon may be excused from correcﬂng providing & s determined that
" other safeguards provide sufficient protachiss’to the patiants. (Sea instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are. disclosabls 14
days following the date these decuments are mads available to the facility. If deficlencles ara clted, an approved plan of ‘correction is requlsite to conﬂnuad

program partlclpa!mn ’
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PROVIDER'S PLAN.OF CORRECTION (EACH
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An Abbreviated Survey investigating
 KY#00018242 was conducted "05/09/12 through

06/16/12 and an Extended Survey was conducted

(05/17/12 through 05/18/12; KY#00018242 was

isubstantiated. Immediate Jeopardy was identified on
06/16M2 and was determined to exist on 05/02/12 at 42
CFR 483.65 Infection Control, F-441 and 42 CFR 483,75

: Administration, F-480 at a Scope and Severity (S/S) of
. a nt

*. The facliity was notified of the Immediate
Jeupardy on 05/15/M2.

The facllity failed to establish and maintain an infaction

control program desighad to provide a safe, sanitary, and
:convfortable environment in order to prevent the

.| de-elopment and transmisslon of disease and infection,

‘Thr\ facility felled to ensura the disinfectant used for the

Jwhilpool tubs was effective against Vancomycin Resistant
-1 'Erterococcus (VRE). Additionally, the facllity failed to
:{ ‘obtain a diginfectant effective against VRE after becoming
-|'aware, on 05/11/12, the current product In use had not
been tested against VRE, Resident #2 was diagnossd with|

‘VRE on 04/29/12, Review of lhe Nursing Assistant Care

‘Plan revealed Residant #2 raceived a whirlpbol tub bath on |

Wednesdays

.and had roceived a whirlpoo| bath on 05/02/12

tand 06/09M2. The resident resided on a forty (40) bed
‘unit, and thirly-seven (37) of the residents received a
:whirlpool tub bath in the same whirlpool as Resident #2.
’The facility also falled to ensure staff was knowledgeable
din regards to Contact Precautions for hand ‘hygierie and

Jiuse of gowns while providing care to Resldant #2.
] Addittonal!y,‘ the facility Administration fallad to ensure the
. Effactiveness

However, submission of the Plan of Corraction is
not‘an admission that a deficiency axists or that

jacceptance or agreement with any clalm or

one was cited corractly. This Plan of Correction is
submitted to meet requirements established by
State and Fedéral faw and does not constitute

|

statement herein.

1 a0 SUMMARY STATEMENT OF DEFICIENGIES / x5 .
1  PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLET
W TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROFRIATE DATE
i ' DEFIGIENCY)
' This plan of corestion Gonstitutas our written

F oop fallegation of compliance for the deficiencles clted,
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. DEFICIENCY)
["Bourkon Height's updated infaction Contral |
F 4411 Continued From page 2 - Program Is designed to investigate, control, and

il
i §

1 (1) When the Infection Control Program determines that

a resident needs isolation to prevent the spread of

| Infection, the facility must isclate the resident.

(2) The facility must prohibit employees with a

| communicable disease or infected skin lesions from

direct contact with residents or their food, if direct contact
will transmit the disease.

I (3} The faclity must require staff to wash thelr hands after
{each direct resident contact for which hand washing Is
| indicated by accepted professional practice.

| () Linens
1 Personnel must handle, store, procnss and fransport

linens so as to prevent the spread cf infection,

This REQUIREMENT Is not met as evidenced by:

Based on observation, Interview, record review
end review of the facility's policy, it was determined the
facility failed to establish and maintain ‘an infection control

_program designed to provide a safe, sanitary and
f comfortable environment and to prevent the development
- and transmission of disease and infection. .-

“The facllity falled to ensure the disinfectant used for

sanitizing whirlpool tubs was effective against all Multi-Drug
Resistant Organisms {MDROs), speclfically Vancomycin
Resistant Enterococcus [{VRE)- specific spacies of bacteria
which are known to be resistant to Vancomycin, an
antibiotle used to treat infactions]. Resident #2 was

| The updatad infection control program sets forth ;
| critorla as to what procedures are necessary for

1 incidents and corrective actions related to |

| determines that a resident neads isolation to |

1 hand washing is Indicated by accepted

prevent Infactions in the facility.

- each individual resident. The infactlon control E
~ program also requires maintenance of records of ;

infections. In addition, as to the preventing spread
- of Infection, the Infection Control Program

prevent the spread of infection, the facillty musi

. Isolate the reaident. The policy also prohibits
employees with a communlicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact wiil

: transmit the disease.

The polley requires staff to wash their hands

after each direct resident contact for which

professional practice.
| The policy requires personnel to handle, store,
process and transport linens so as to prevent
the spread of infection.

The Infection Control Program and Manual was
updated on June 8, 2012. It was reviewed and

. approved by the Infectton Control Committee
Eand the Medical Diractor.on June 8, 2012.

'The staff was inserviced on the updated infection
control policy manual June 8, 7 and 8, 2012. The

; updated infection control policies went into effect
‘on June 8,2012.

The actions specified below have been taken to
remove the conditions giving rise to the finding of
Immediate Jeopardy as reported In the OIG
Immediate Jeopardy Notification dated May 15
2012, which alléges violation of 42 CFR 483.65
' Infection Control and reported as F441.

De/os/20
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SUMMARY STATEMENT OF DEFCIENCIES (EACH PROVIDER'S PIAN OF connecnon acH |l we
PREFIX ' DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX CORRECTIVE ACTION SHOULD BE CROSS- [ compLET
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; DEFICIENCY)
~ | When™ wotien that an immediate ]eopardy sltuatlo 05/18/201
F 441 | Continued From page 3 F 441 | had been identified to exist at Bourbon He:ghts ;

diagnosed with VRE 04/25/12, Resident #2 took a .
whirlpool tub bath in the same whirlpopl as
thity-seven (37} other residents on 05/02/12 and
05/09/12, The facility failed to obtain a diginfectant

effective against VRE after becoming aware, on 05/11/12,

the product in use had not been tested against VRE.
Residents received-whirlpool tub baths on 05/14/12 with
the same disinfectant still in use.

in addltion, the facllity failed to ensure staff was
knowledgeable related to Contact Isolation precautions as

|| evidenced by observation of a staff member exlting

| Resldent #2's room, who had besn diagnosed with VRE in
{ histher urine, to dispose of trash and did not wash or

] sanitize his hands after the disposal,
4 member was later obsetved to take a cup from Resldent

This same staff

#2's room,. open the closet and bathroom doors in the

| room, and exit the room without washing or sanitizing his
‘hands. Further observation revealed Licensed Practical

Nurse (LPN) #1 did not wear a gown when performing an
in and out catheter procedure on Resident #2.

I Based on the above findings, it was determined the facility's

failure to maintain an infection control program deslgned to
provide a safe, sanitary and comfortatile environment in
order to prevent the development and fransmission of
disease and infection is likely to cause serious injury, harm,
impaiment, or death. Immediate Jeopardy was identified
on 05/15/12 and deterrnmed to exist on

| 0s/02112,

The facility provided an acceptable credible Allegation of
Compliance (AcC) on 05/168/12 with the facility alleging
removal of the Immediate

‘as steps to prevent future issues with infection
control.  Below Is -a comprehsnsive
immediate correctlve actions that have been taken,
iftems were accomplished on May 18, 2012 and
represent the Facility's ¢ontinuing efforts toward
- improving quality of ¢are and compliance.

¢ Cause of_the Immediate

| idenfified.
The Immediate Jeopardy finding related to the

f acility’s .use of a disinfectant for cleaning o'
hirlpoo! baths, Contrary to representations mada
by the Vendor who supplies the Facllity, 4
fisinfectant used by the Facility to clean thg
hirlpool baths was not labeled to be effective to
Mestroy VRE. (Pfease note that the activ‘

' by the EPA to be specific for VRE.) When this way
; iscovered, the Facility discontinuad ugse of the
whirlpoocls end obtained a new disinfectant that was

may he at goterltial risk for harm. .
To idgntify the residents who may have}

1 athed In the whirlpool during the same time es th#
Jresidents that had used the whirlpool tubs from April
{29, 2012 untii May 16", 2012 when use of thd
fwhirlpool tubs was permanently discontinued.

immediate steps ware taken on May 15, 2012 to
1 investigate, correct and rectify the situation, as wel,;

list of

dresident with VRE, records were reviewed to identify]

‘FORM CMS -2657(02-88) Previous Veralons Obsolete

" Event ID: 287611

Facllity ID: 100024

If continuation sheet Page 4 of 29



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/13/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES E X7 PROVIDERISUPPLIERICLIA @) muLTiPLE (X3) DATE SURVEY
AND PLAN OF CORRECTION |~ IDENTIFICATION NUMBER: COMPLETED
| - A. BUILDING -
! B. WING , c
185283 05/18/2012

j? NAME OF PROVIDER OR SUPPLIER |

- BOURBON HEIGHTS NURSING HOME .

STREET ADDRESS, CITY, STATE, ZIP CODE
2000 SOUTH MAIN STREET

PARIS KY 40361

iJeopardy on 05/18/12.

facility, with remaining

ensure a safe, sanitary

The findings include:

| contamination".

-| mentioned In the "Cleaning of

il Interview, on 05/16/12 at

Immediate Jeopardy was verified
removed on 06/18/12 as alleged prior ta exiting with the

i non-compliance at 42 CFR 483.85 Infection

i|"Gontrol, with a scope and severity of an "E", while the
facility develops -and implements a Plan of Correction and

the facility's Qualily Assurarice continies to manitor to

and comfortable environment and to prevent the
development and transmission of disease.

1. Review of the facility’s policy entitled, "Cleaning of

| Whirlpool Tub", undated, revealed the standard was for
1 the whirlpoo] to be "cleaned to prevent cross-

Further review revealad the whitlpool was
/| -to be cleaned with an approved. cleaning. solution. The
policy referred to the use of a product entitled "Cen-Klean"
:| for the cleaning of the whirlpool tubs.

interview, on 05/10/12 at 4:.00 PM, with the Infection
Contro! (IC) Nurse revealed the Cen-Klean

Whiripool Tub" policy had been "phased aul" and a product
entitled, “Simply Solutions” was being used. She stated
{ the Infaction Control policy needed to be updsted,

12:45 PM, with the Housakeeping Supervisor ravealed the !
Cen-Kleen had not been used in the facility since 2001.

Obsarvation, on 05/10/12 et 4:30PM, of the label on a i
gallon jug of the Simply Solutions disinfectant stored In the |
janitor's closet, revealed no documented evidence the
product was effectlve against Vancomycin Resistant

o) 1D T SUMMARY STATEMENT OF DEFIGIENGIES (EACH b PROVIDER'S PLAN OF CORRECTION (EACH
PREFIX | DEFICIENGY MUST BE PRECEDED BY FULL | PREFiX CORRECTIVE ACTION SHOULD BE CROSS-
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG REFERENCED TO THE APPROPRIATE

0 g DEFICIENCY)
F 441 i Continued From page 4 F 441 1

. Infection Control Nurse, Ashiey Kincaide was

. All disinfectants and cleaning supplies used In:

. Vendors ware notified In writing that the Facllit

:As of May 16, 2012, all' residents using thd;

. The Fagility Medical Director, Dr. Ferrell, wa:

. With the Medical Director's Input and approval

. As of May 16, 2012, the residents wheo were

The dlslnfectant was changed to a disinfectant
tested . and labeled to be eoffective to destro
VRE on May 15th, 2012,

consulted to review the situation and tg
determine actlons necessary to abate any
deflciency. The two employees, Kim Bloving]
LPN. and Robert Akemon, Nurse Aide. whio
allegedly violated the Infection Control Polic
were Identified and immediately inserviced)
regarding the Infection Control Policy. Ms
Kincaide hegan inservicing all staff; performed
the necessary culturing of the whirlpools: and
assistod in the removal of the jeopardy.

3. The use of the whirlpool baths was permanently 5/15/201

discontinued on May 16", 2012, The. electronig
panels were disconnected 'to prevent any furthe!
use. ]
the Facility were reviewed to assure that they
were effective to destroy VRE by May 186, 2012
_ Y05/16/20):
would not purchase any cleaning supplies that
were not tested and laheled’ to be &ffective to;
destroy VRE on.May 16, 2012,

whirlpool baths during the same time es.a 05/26/201:
resident with:VRE were identified. (

consulted on actione that should be taken as &
result of the whirlpool situation.

a tool was developed for nursing staff to use,
when assessing residents fer eigns and
symptoms of VRE infection.

Identified to have used the whirlpool bath during’
the time the resident with VRE used the bathignsig/201
ware Individually assessed to determing
whether any resident had signs or symptoms of
VRE.
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- DEFICIENCY)
| i “T70, For fhe residents who were identified to have(js;16/201
F 441 | Continued From page 5 Fdaa1 | wounds or open areas that had used theé

1 Enterococcus (VRE).
1 Nurse revealed Resident #2 had been diagnosed with

1 VRE in hisfher urine. Observation, on 05/10/12 at 4:35

1 PM, of the Unit

1 1 whirlpool tub room, where Resident #2 resided, revealed
1 a disinfectant entitied "Simply Solutions" was present to
{ disinfect the whirlpool fub after

| use.

Interview at that time with the IC

1 interview, on 05/11/12 at 11:45 AM, with the:-Simply

Solutlons manufacturer's Regulatory Compliance Director,
revealed the Simply Solutions product was not effective
against Vancomycin-Resistant Enterococcus.  Further

- interview revealed the Simply Solutions disinfectant had

never been tested against VRE.

Observations of the Unit-1, Unit 2, and Unit 3 whirlpool tub
rooms, on 05/11/12 from 12:55 PM to 1:06 PM, revealed

1 Simply Solutions disinfectant to be present for use in
't sanitizing the whirlpool tubs.

‘I Intervlew, on 05/11/12 at4:23 PM, with the Housskeeping
: Supervisor who oversees the ordering of products,

revealed she was unaware the Simply Solutions d|sinfeclant

1 was not effective agamst VRE.

Interview, on 05/11/12 at 4:34 PM, with the facility's
Administrator revealed she had entrusted her supplier to
ensure the facility had:a disinfectant for the whirlpool tubs
that would "kill everything", The surveyor informad her of
what the manufacturer had reported in the-interview at
11:45 AM. She stated that was "disturbing” as she was

1 not aware the Simply Solutions Had never been tested
| against VRE.

| 12. Changes were made to the Infection Contra!

whirlpool baths since April 29, 2012, a culturé
was taken and sent to be tested for VRE o
May 186, 2012,

11. The Infection Control Nurse, Ashley Kincalde
and the Medical Director, Dr. Ferrell, reviewed
- Faclilty Infection Control Policy to assure tha
it specifically included information about VR
and made changes where necessary. If
addition, Inservice tralning régarding thé
Facility’s Revised Infection Control Policy wa
performed and conducted by Willas Gray
Asslstant Director of Nursing; Ashley
Kincaide, Infection Control Nurse; and Deanni
Eads, Director of Nursing. Inservice for staff
absent on this date was conducted Vi
telephone and Inservice for employees on
leave will be conducted before they return tc
work.

Policy to assign the Infection Control Nurs
the duty of reviewing all new residen
prescriptions for antibiotics as well as nev
reports of resldent wounds on a daily basls]
The Infection Control Nurse shall dsterming
whether any reports of new bacterla o
infections warrant an Immediate change In
disinfectants and' cleaning supplies. Thg
Infectlon Conirol Nurse shall report any
changes that need to ba made to th
Administrator. The Infection Control Nursé
ehal also report new types  of
infections/bacteria and resident wounds to the
Quality Contiol Committes, This policy was
added to the Facllity’s iInfaction Control
Policles on May 16, 2012, ‘

08/16/403
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Continued From page 6

:} Review of Resident #2's medical record revealed an )
1 admission date of 07/02/09 with diagnoses which included
1:Chronic Qbstructive Pulmonary Disease (COPD), and a

i history of Urinary Tract infections (UTIs).

| Review of the Annual Minimam Date Set (MDS)

:# Review of the Comprehensive Care Plan, dated

Assassment, dated 03/14/12, revealed the facility assessed
he resident to have s Brief Interview of Mental Status
SIMS) score of five {5) which indicated Resident #2 was
everely impaired cognitively.

Kinceide, Infection Control Nurse;

a review of infection
procedures,
proper use of gloves and protective gowns,

well ag linen precautlons.

proper

‘the Housekeeping and staff,
14,

Gray, Assistant Director of Nursing; Ashley
Deannd
Eads, Director of Nursing; and Barbara Traytor
Housekeeping Supervisor, for Housekeeping
and. Nursing Staff with speclal focus on use of
disinfactants, proper cleaning technigues, and
controf
including hand washing an
a
This training wadg
completed by May 16, 2012 for all members of

An in-service training for all staff on im‘ectloE
contro} policy as well as VRE spacifically was
conducted, which included training about the

,' SUMMARY" STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH 5 X5
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLET
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE : DRTE
DEFICIENCY)
Viégi 73, An in-sarvlce tralnlng on infection controlg 5116130
: : ctices and VRE was conducted by Willas]
F 441 Faar | Qooioge s y

i1103/21/12, revealed fissident #2 was frequently
lincontinent of bladde -,
rsigns and symptoms. of urinary tract infection,

Review of the Urine Culture results reported on

Interventions included monitor for

signs and symptoms of VRE infection as wel -‘gfl‘_iglzo
as proper infection control procedures ancg
techniques by May 18, 2012 with the facllity:
wide jn sarvice completed by May 17", 2012.
Infect!on Control procedures were reviewed
with the staff caring for the Resldent with VRE

15.

. 100,000 CFU (colony forming units) permt (milliliter) of
| VRE. Continued review of the Comprehensive Care Plan *

| information related to the urinalysis results received that
| Indicated the resident had VRE. Further reéview revealed

04/29/12, revealed Resident #2 had greater than
revealed the care plan was updated on 05/01/12 to include

Contact Precautions were implemented on that date.

Review of the Nursing Assistant Care Plan, for

05/2012, revealed Resident #2 was to receive a "speclalty
tub" (whirlpool) bath every Wednesday, on the 3:00 PM to
11:00 PM shift. Further review of the Nursing Assistant
Care Plan revealed the State Registered Nursing Asslstanls _
(SRNAs) signed off on Wedrnesday, 05/02/12 and ;

the infection by May 18, 2012,
16,

:  had the VRE infection on May 16, 2012.
17,

posslble VRE

hanges 1o ensure that Jeopardv will
reogcur.

infection to assure that proper procedures
ware belng followed to prevent the spread of

The attending physiclan for the Residan-
ordered tests to determine if the resident sgll

Isolated bathroom facllities were immediately]
appointed for Resident #2 upon notification o

As of May 16, 2012, the Facility hag initiated a

04/27/20

immediate jeopardy will not reoccur by assigning
the Infection Control Nurse the réspoiisibility ofts:

infection control needs of the Facility.

reviewing the disinfectant and cleaning supplies)”
used by Facllity on a quarterly basle to determine:
If the supplies are :appropriate to address the;
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‘sometimes communication didn't get passed along.

1 Wednesday, 05/00/12 that Resident #2's care was
1 provided which included the "speclally tub" (whirlpool)
{ bath, '

Interview, on 05/11/12 at 3:10PM, with SRNA
#12, and on 05/11/12 at4:18 PM with SRNA#13 revealed

| Resident #2 had been recelving a whirlpool tub bath on
| Wednesdays on the 3:00

PM to 11:00 PM shift.

1 Interview, on 06/15/12 at 4:00PM, with the Director of
1 Nursing (DON) revealsd there weare thirty-seven {(37)

"1 total residenis who received whirlpool tub baths on Unit
11, in the same whirlpoo! as Resident #2.

| Interview, on 05/15/12 at 5:10PM, with the Housekeeping
1 Supervisor revealed she had been informed of there being .

VRE in the building “a week or wesk and a half ago“. She ]
stated she was only informed of resident infections verballyf
during the morning meeting, at which all

Department Heads were present, In addition, she stated |fs
she was not present in the morning mesting there was no |

| system in place to enhsure she was made aware of new

organisms. The Housekesping Supervisor slated that
Accordmg to the Housekeeping Supervisor, who !
supervised tha Supply Cisrk, if she was not made aware of,
a need for a different product then she

.couldn't inform the Supply Clerk of what to order. i

She stated she felt it was the Infection Control (IC) Nurses

1 responsibllity to ensure the products used by nursing staff g

were effective against VRE. !

| Observations of the Unit 1, Unit 2, and Unit 3 whirlpool ;
| tub rooms on 0&/14/12 revealed the %

" .aqmty d[sinfectants and cleanlng supplies wili b

ges can be made If necessary. The!
;y-also raquires the Infection Control Nurs
the prescribing of antiblotics to Reslian
Resident Wounds to patients on a daily Bsil#
"determine If changes In disinfectant *aj
ning supplies are necessary. If so,

, to change supplies immediately to iha
Iagininistrator. The Infection Control Nurse is Al
required to report any fiew infeétione/bacteria ‘o
‘ ounde to the Quality Assurance COmmltlee a,:

Jstippiag.
y makEng the review of cleaning supplles
aoitkiy iﬁi‘ééti_on Contiol Policy, cortrols ar

An: place which assure that when Tesl
;'}(;}érlenca new types of iiifagtiong/ba

uspkeaplng Supervisor, Maintenance Dlrector'
. ]nlng Services Director, MDS - Coordlnator fitf
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F 441 | Continued From pags 7 F 441 éﬁo the ‘findings to the Administrator so ‘thaf
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Simply Solutions disinfectant to still be in use, even ’ - ;
t_houg_h the facility had been notified of the product's To assure that changes in cleaning supp“a
ineffectiveness against VRE on 4re made when Resldents experlence a rnew
 05/11/12. Interview, on 05/15/12 at 5:53 PM, with nfection/bacterla, the  Quality  Assirance
;:Eati R:ieglstere:jh Nur(s:;?%immggnt (SEN‘:‘)1’2180§,‘;3?1|2" Sommittee Wil review the Infection Control Nurse's
: she had. given three irlpools on.Unit 1.0n ]
She statod ehe had disinfected the whirlpool tub with the reports  of new . infections/bagterla o well as,
. Simply Solutlons disinfactant. When asked if she had ounds and changes in dlsinfectant and cleaning.
- been informed not to use the Simply Solutions, she stated supplies on a quarterly basis. The Qualliy.
: "Nip, that's all we had to clean it with", Interview, on Assurance Committee will be able to. determine I}
" | 0511812 at 4:45 PM, with SRNA new infection/bacterla is reported without i
 #24 revealed she had given a whirlpool tub bath hecessary change in disinfectant and cleaning:
on 05/14/12 on Unit 1. She stated she had used the supplies from the reports that are made by the'
same disinfectant as she had always used (Simply Infection Control Nurse. Because the Quality:
Solutions). According to the SRNA she had not been Assurance Committee réceives Information fromy
"| informed to use anything different. other -sources (Director of Nursing and. othef
: ' isciplines) about new Infections/bacteria and
Interview, on 05/16/12 at 3:10 PM. with the wounds, it will be able to monitor whether the
Supply. Clerk revealod she was not notified until* infection Control Nurse petforms the required
05/14/12 to order a new product for use of disinfecting revlews I
| the whirlpool tubs. She.stated the Simply Solutions
| diginfactant was still In use on ‘
| 05114112, Further interview with the Supply Clerk, at 3:41 . The 't’]f":““ C has _included dates of
1 PM, revealed she "guessed" she should have snsured the
Simply Solutions wgs offective: however, no one had told The Facllity is confident that the situatlon creatlnj
| her to do this. In addition, she stated she and the IC Nurse |: immediate ]eop:xrdy was corrected by Friday‘
should have looked at it together, ; 'BVG!“"g» May 18", 2012.
2. Review of the facility's Infection Control policy.revealed hErgne
a policy entitled, "Policy and Procedura for MULTIDRUG 1 s
{ RESISTANT QRGANISMS", undated, which included
Vancomycin-Resistant Enterococcus (VRE} infectlons,
revealed staff should follow "Standard Precautions” for all
resident cara. Continued review of the policy revealed
Standard Precautions, under the
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| "Bloodborn Pathogen Exposure Plan", undated, !

| 06/09/12 at 11:55 AM, revealed the door to Resident
Y| #2's room had signage posted stating "Contact

| inand out catheter procedure on Resident #2, who was on

| revealed LPN
| #1 did not wear a protectlve gown during the

. to wear a gown if there was a "big mess", such as stool.
-The LPN stated she had the "urine under control” when

stated gowns should be worn during procedures
that were likely to genersate- splashing of blood. or body
fluids.

Observation during the inltial tour of the facility, on

Precautions”, Continued observation, on 05/10/12 at
1:35 PM, revealed gowne and gloves were avajlable in
the room.

Observation, on 05/16/12 at 1:27PM, of Licensed
Practical Nuise (LPN) #1 revealed the LPN performed an

Contact Precautions for VRE in his/her urine, Observat:on

procedure,

Interview, on 05/46/12 at 1:33 PM, with LPN #1 revealed
sho was not aware of the facllity's policy on when she
should wear a gown. She stated she had always been told

she performed the in arid out catheter procedure,

Inferview, on 05/17/12 at 3:32 PM, with the Director of
Nursing (DON) revealed she would expact her nurses 1o
wear a gown when performing an In and out catheter :
procedure on a resident with Contact Precautions. !

'

3. Observation, on 05/10/12 at 9:40 AM, of Unit 1 re\.'ealecj:E

SRNA #5 to exit Resident #2's room, who was on Contact |:

Precautions related to a
dlagnosis of VRE, with a red biohazard bag which

i

| Committee will observe weekly and conduct -

- observation form has been implemented and |
¢ roviewsd every morning by QA committee.
| The inféction Control Nurse has heen and will

" infactions as a communication tookl.

' facility with a committed staff and dedicated '

members of the Quality Assurance

random Inspections each shift for proper || ..

gowning, hand hygiene, and other Infaction ||~
control issues. In addition, all staff has an

ongoing responsibility to report any
violations . of the Infectlon Control Policy to |
the Charge Murse. The Charge Nurse will f
then investigate and report to the Quality ;
‘Assurance Committes, A Quality Assurance

be attending. dally QA meetings to discuss
new antiblotics for all residents with

Bourbon Helghts is an excelient nursing

board of direstors. The Facility remains ;
committed to the providing a delivery of high ;
quality health care and will continue to make
whatever changes and Improvements |
necessary to satisfy that objective, Please do
not consider the filing of this Allegation of
Removal of Inmediate Jeopardy/Allegation of
Compliance to be an admission of the finding
of deficient practices. H
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he placed on the dirty linenftrash cart. SRNA #5 proceedad
down the hall without washing or sanitizing "his hands.
Observation, the same day at 1:40 PM, revealed SRNA #5
opened and closed the closet and bathroom doors in
Resident

- #2's room and tock a cup of water from the resident, and
proceed out of the room to another resident's room
without washing or sanitizing his hands. -

Intarview, on 05/10/12 at 1:40PM, with SRNA#S revealed

i he knew Resident #2 had Contact Precautions in place
1 ‘and-he should have washed his hands after disposing - of

the trash that
morning. Further interview at 1:50 PM with SRNA
#5 rovealed hi: should have washed his hands prior to

| exiting Residert #2's room earlier.

| Interview, on (/17112 at 3:32PM, with the Director of

Mursing (DOMN) revealed staff should wash thelr hands
after-disposing »f trash from Resident #2's room. She

further. stated | ar expectations were that staff wash or
sanitize their hunds prior to exiting Resident #2's room.

‘The facility previded an acceptable credible Allegation of

1 Compliance (£ 5C) on 05/18/12 with the facility alleging
removal of the Immediate Jeopardy on 05/18/12.

. Rewew of the facility's AoC revealed the

' following:

| 1. The Infection Control {IC) Nurse was consulted to

review the sltuation and determine actions necessary and

| performed culturing on the whirlpool tubs on 05/14/12. The
| results are pending.

i

F 441
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2. The disinfectant was changed to a disinfectant tested to

be effective ta destroy VRE on 05/15/12.

3. The use of whirlpool bathtubs was permanently

discontinued on 05/16/12.

4. All disinfectants and cleaning supplies used in the
facility were reviewed hy the Housekeeping Supservisor to
assure they were effective to destroy VRE on 05/16/12.

'5.Vendors were notified in writing that the facility would not

purchase any cleaning supplies that were not tested to be
effective to destroy VRE on
05/16/12.

6. As of 05/16/12, all residents using the whirlrool baths
during the same time as Résident #2 were identified.

i 7. The facility's Medical Director was consultad on actions

that shouid be taken as a result of the whirlpoo! situation.

- 8. With the Medicat Director's input and approval, a tool
. was developed for nursing staff to use in assessing
-residents far signs and symptoms of VRE infection.

9. As of 05/18/12, the residents who were identlfied to
have-used the whirlpool bath during the {ime as Resident
#2 used the bath, were individually assessed to
determine whether any resident had signs or symptoms
of VRE.

. 10. For residents identified to have wounds or open
jareas that hed used the whirlpaol since
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- 04/28/12, a culture was taken and sent to be tested
for VRE on 05/16/12 with the results pending.

"11. The IC Nurse and Medical Director reviewed the

i infections warfant an immediate change in disinfectants
5an'd cleaning supplias. Tha |C Nurse shall report any
:changes that need to be made to the Admiinlstrator.

- 13. An Ingervice tralning on Infection control practices and
I VRE was conducted, by the IC Nurse, with special focus

- on use of disinfectants, proper cleaning_techniques, and a
‘review of proper Infection contrel procedures for all
“members of the Housekeeping staff on 05/16/12.

"

facility Infection Control policy to assure it specifically
included information about VRE, and made chariges
where necessary on 05/16/12.

12. Changes were made {o the Infection Control policy to
assign the IC Nurse the duty of reviewing  all naw resident
prescriptlons for antibiotics, as well as, hew reports of
restdent wounds on a dally basis. The IC Nurse shall

determine whether any reports of new bacteria cr

The
IC Nurse shall also report new types of
infections/bacteria and resldent wounds to the Quality
Control Committee. This procedure was added to the
facility's Infection Control pelicy on 05/16/12.

14. The attending Physiclan for Resident #2 ordered tests
to determine if the resident still had the VRE infeclion on
05/16/12, with the results pending. -

15..An inservice training for all gtaff on the
Infection Control policy and Contact Precautions,
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.as well as VRE specifically, was condicted by the
+1C-Nutse which included tralning about the signs

iand symptoms of VRE infection, as well as proper infection
gontrol procedures and technigues, with the facility-wide
-insarvice completed by 06/17/12. Inservice for staff absent
. { on this date-was conducted via telephone and inservice for

employess on leave will ba conducted before they return to
work.

16. Infection Control procedures and Contact
Precautions were reviewed with the staff caring for
Resident #2, who had the VRE infection, to assure the
proper procedures were being

followed to prevent the spread of the infection by
05/18/12.

17. The Quality Assurance Committee will review the IC
'Nurse's reports of new infections/bacteria, as well as,

wounds and changes in disinfectant and cleaning supphes
'on a quarterly basis.

The surveyors validaled the corréctive action taken by
the facliity, prior to exit on 06/18/12, as follows:

1"*Observatlon on 05/18/12 of the whirlpcol tub redms

! revealed no evidence of the Simply Solutions. Further
|observation revealed a product entltled, "Dispatch”

[:which according to

| the label was effective against VRE.

| *Interview, on 05/18/12 at 5:47 PM, with the Infection
-|iContral {(IC) Nurse revealed she had halped prepare staff
E Iinsewlces, and asslsted with the inservicing of staff on the
iinfection control issuas.

H
H

3
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*Observation, on 05/18/12, revealed the whirlpool tubs were |
:no longer in use and had been disabled.

| *Interview, on 05/18/12 at 5:16PM, with the

| Housekeeping Supervisor revealed on 05/15/12, she had
| reviewed ali the facility cleaning/disinfectant praducts to
| -ensure they were effective against VRE. Review of the
7} literature provided indicated the products were effective
‘1iagainst VRE.

:*Review of the letters sent to all the facility
;vendors/suppliers reveated they were- dated _
:05M16/12. Interview, an 05/18/12 at 5:13PM, with the
Administrator reveaied all facllity vendors/suppliers had
‘been’ notified via the letiers that the facility would not
‘purchase any cleaning supplies that were not tested to be
effective to destroy VRF on 05/16/12.

*Inteiview, on 05/18/1% at 5:47PM, with the IC Nurse
revealed all residents ‘who had used the whirlpoo! tub,
Jiduring- the same time &s Resident

; 51#2 were identified and =ssessed for signs and symptoms
1iof VRE and this was ve.ified through racord review.

.| Culturés were performed on residente with wounds,
suprapubic catheter, residents with G-tubes {feeding
Ilube), aind residents on antiblotics which was verified
‘through record review, with results pending. In

addition, the IC Nurse stated all the whirlpool tubs wers

| eultured on 05/14/12 and 06/16/12.

*Interview, on 05/18/12 at 3:30PM, with the Medical
Director revealed the facility had consulted with him
ragarding . the whirlpool tubs and the decision to ;
digcontinua the whirlpool use

3
|
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was made. Continued interview revealed he was involved
In the policy revisicns.

“*Review of the "Signs and Symptoms of VRE" too!

developed for nursiiig staff to use in assessing residents
for signs and symptoms of VRE revealed all Unit 1 (unit . gE
on which Resident ’ i
#2 rosided) residents were aseéessed beginning on ' i
05/16/2. With the Meédical Dlrector's input and approval,
a too| was devefoped for nursing staff to use In assessing ]
residents for signs and symptoms of VRE infection. ‘ i :
' Interview, on i f
' 05/18/12 at 3:30 PM, with the Medical Diractor revealed ! ’
§ he had reviewad and approved the tool prior to it's use. S
H

" *Interview, on 05/18/12 ai £:45 PM, with the 1C Nurse il i
'and Medical Director reve-aled they had reviewed the
‘faclhtys Infectlon conlrol olicy to assure it included
) information related to VREL. Changes were made as
necessary

“Review of the revised irfection Contro! policy revealed the - |
IC Nurse had been assigied to review of all new resident ‘ 1
prescriptions for antibiofic:s, as well as, new repors of ! i
resident wounds on a daily basis. Continued raview i
revealed the IC Nurse was to determine ‘whether any i
réports. of hew bactetia or infections warrant an immediats -
i changs In disinfectants and cleaning supplies and raport i
i any changes that need to be made to the Administrator.

: Further review of the policy revealed the IC Nurge was to i

‘report new types of infactions/bacteria and residant wounds #e
‘to the Quallty Control Comimittee, The revision was made :
“t0 the policy on 05/16/12 per interview on 05/18/12 at .
. 5:13FM with the Administrator.
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Continued From page 16

*Interview, on 0 /18/12 at 5:40 PM, with the |C Nurge
valldated that she was aware of her responsibility outlined in
the new Infection Control policy.

*Interview, on 05/18/12 at 5:47 PW, with the IC Nurse and
Director of Nursing {(DON) revealed an inservice tralning on

| infection control practices and VRE was conducted with

special focus on

use of disinfectants, proper cleaning techniques, and a
review of proper infection control procedures for all
members of the Housekeeping. Further interview revealed
all staff was inserviced

| on me infection control policy and VRE. They
| stated &taff was inserviced on signs and

symptoms of VRE infection and infection control
procedures with the facility-wide inserwce completed by
05117112, Staff was insaervicad

*regatding the care of Resident #2 and the
| procedures to follow to prevent the spread of

infection.

*Review of the Inservice Sign-in sheets revealed

inservices regarding the infaction ‘control policy were
conducted on 05/17/12. Further review revealed evidence
some staff. was inserviced via telephone and validation
that the facility conducted the inservice education for all
staff. Interview, on 05/1812 at 5:13PM, with tha
Administrator revealed there were six (6} staff mempers

1 who had not been Inserviced, however would not be
| allowed to work until they received the inservice.

| *Interviews were conducted on 05/18/12 to verify that staff
| had received education and verify staffs’ knowledge of the

new Infection control policy as

F 441
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{ follows: Housekeeping Supervisor at 5:13-PM, Licensed )
| Practical Nurse (LPN) #3 at 6:34 PM, Feeding Assistant | . i
#14 at 6:38PM, Kentucky Madication Aide (KMA) #18 at ] ‘ 3
| 6:41 PM, State Registered Nursing Assistant (SRNA) / o
| #24at-6:48 T ; g i
‘ .| PM, SRNA #15 at 6:49 PM, Registerad Nurse | i
(RN) #2 at 8:60 PM, KMA#15 at 6:54 PM, SRNA '
g 4 #25 at 6:55 PM, Feeding Assistant #19 at 7:00
1 PM, SRNA#16 at 7:03PM, Housekeeper#21 at
| 7:41 PM, Housekeeper #4 at 7:15 PM, and SRNA
#17 at 7:17 PM. All staff verbalized knowledge of the new |
4 infection control policy and procedure, Contact Precautions
/| 'and was aware of the discontinuation of the Simply Selution
.| cleaner and the uge of the whirpool tubs.
: ?*Rev[ew of Resident #2's recordrevealed a urinalysis (U/A)
{|:with culture and sensitivity (C&S) were ordered on 05/16/12, .
‘intarview, on 05/18/12 at 3:30 PM, with thie Medical Director, {
‘who was l
.fhe resident's al-ending Physiclan, revealed he had
i 'ordered the U/A with C&S to see if Resident .
; #2 still had a VKE infectlon in his/her urine. He stated he - | T
i ‘ordered it to be obtained via an in and out catheter
-procadure. 1

“interview, on 05/18/12 at 4:38 PM, with the Quality : F: {
Assurance Director révaaled the Quality Asslrance ' .
Committee will roview the IC Nurse's reporis of new
infections/bacteria, as wall as, wounds and changes in ' s
‘disinfectant and cleaning supplies on a quarterly basis. o
483,75 EFFECTIVE ADMINISTRATION/RES!DENT il
|} WELL-BEING

:A facllity must be administered in a manner that enables ! :
itto use Its resources effectively and efficiently to attain i ! i
.or maintaln the highest

F 490} | Fago
sS=K| | |
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" PROVIDER'S PIAN OF CORRECTION (EACH

practicable physical, mental, and psychosocral well-
being of each resident.

LThIs-REQUIREMENT is not met as evidenced by:

Based on observation, interview, record raview
and review of the facility's policy, it was determined the

-facility's Administration failed to ensure the facility was
administared in a manner that enabled it to use iis
‘resources effactively and efficiantly to attain or maintain the |
_highest practicable, physical, or psychosecial well-belng
" of each resident. The facility failed to have an

effectwe system in placé to ensure programs, policies -
and procedures were Implemented.

' ' The facility's Administration failed to maintain an infection

control program designed to provide a safiy, sanitary, and
comfortable environment in order to prevent the

development and transmission of disease and infection as |

.evidericed by failure to ensure the disinfactant used for :he
- whirlpool tubs was effective against Vancomycin Resistant
- Enterococcus {(VRE)- specific species of bacterla which
are known to be resistant to Vancomycin, an antibiotlc
“used to treat infections]. The facility's Administration fal[ed
to ensure a disinfectant effective against VRE was-
obtained afier receiving Information, on

.05/11/12, that the current product in use had not been

tested against VRE. The facility also failed to ensure’

:Contact Precautions wera followed. (Refer to F-441}

‘Based on the above findings it was determined the

facility'a failure to have an effective

jt is the policy of Bourbon Heights Nursing Home
; 'Bourbon Halghts"‘,l to ensure that the faclllty is

x40 | SUMMARY STATEMENT OF DEFICIENCIES 1 LR
PREFIX | (EACHDEFICIENCY MUST BE PREGEDED BY FULL ! PRE CORREGTIVE ACTION SHOULD BE CROSS- i COMPLETIC
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION}) : FIX | REFERENCED TO.THE APPROPRIATE DATE
) . | TAG | ‘ DEFECIENCY)
kil | :hlﬁ plan of corraction constitutes our wiitten
F 450; Continued From page 18 'F 490 Pllegation of compllance for the deficiencies cited.

owever, submission of the Plan of Correction is not
admission that a deficiency exists or that one was |
correctly. This Plan.of Correction is submitted to|
requirements established by State and Federal - |
W and does not conatitute'accaptant':a or agresment

""‘the highest practicable, physical and/or
clal well-belng of each resldent. on an

Fthgr, it Is the policy of Bourbon Heights to have an
ffestive system in place to ensure programs, pollicies

;‘pecific for VRE, the Adminlstrator made an immediat
iitjilfry to the supplier of the disinfectant regardlng he
1 ous convarsation with the Distributor, who had
t:her thet it was effective agalnst VRE.
irbon Helghts determined that all residents have
potentlal to he affected by the deficient practice.
h; Infection control policy manuals were totally
d to Inciitde all aspects of F tag 441 and to
dk{rass spaclfically MDRO's and disinféctant usein
1arder to ensure no residents would be affected. The
1 nfactjan Control Policy-Manual was approved by the
Anfactioty Control Committee end the Medical Director,
ngarvice of all staff on the updated manual was
;életed on June 8", 2012, The Quality Assurance
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’I‘he foﬁowing steps ware | mmediafelylaken T !05/14!;/2{
F 490 Continued From page 19 ' F 490

T order to meet substantlal compliance:
1.The Infection Control (IC) Nurse was consulted
| administration is likely to cause serious injury, harm, .| to review the situation and determine actions
impairment or death to a resident. f:: _necessary and performed culturing on the
; “| whirlpool tubs on 05/14M2. The resulis were
Immediate Jeopardy was identiied on 05/15/12 and was | nagative for VRE. '
determined to exist on 05/02/12, ] +| 2. The disinfectant was changed to a disinfectant|

tesfed to be effective to destroy VRE on 05/15/12.|
3. The use of whirlpooi bathtubs was N
A permanently discontinued on 05M18/12, 135./‘15!2(
4. All disinfectants and cleaning supplies used
in the facllity were reviewed by the

i Housekeeping Supervisor fo assure they were

An acceptable credible Allagation of Compliance (AcC) |
was received on 05/18/12 with the facllity afleging removal {
of the Immaediate Jeopardy on .

05/18/12. The Immediate Jeopardy was verifled to be
removed on 05/18/2 as alleged, prior to exit with

remaining nen-compliance at scope and severity of an "E", | ijlabeled to be effective to destroy VRE on vstie/at

i| while the facility develops, implements, and moniters a Plan; : 05]16!12 ,r K

i of Correction to prevent recurrence. 5 Vendors were notlflad in writing: that the facility;

1 | [ would not purchase any cleaning supplies that

| The findings include: +| were not tested and labled to be effective to Lo

' destroy VRE on 05/16/12. 06/1.672¢
‘Review of the facility's Infection Control policy revealed 8. As of 05/16/12, all residents using the .
staff was to use a product entitled _;Wh-'rll?-‘_“-" baths during the same time as 05/16/2¢
Cen-Kleen for use in the cleaning and disinfecting of the Residant #2 were identified.
whirlpoal tubs. 7. The facllity’s Medica! Diractor was consulted

[ on actions that should be taken as a result of

1the whirlpool si fon.
Record review revealed Resident #2 was diagnosed with i fﬁa.iv\i:h"t'ge Medlt::l:lt D?rector‘s Input and

| VRE (Vancomycin Resistant Enterococcus) on 04/29/12 in ‘approval, a too] was developed. for nursing staff
¢ histher urine. This resident was noted to receive & to use In"aSSe's'éinQ residents for signs and
| whiripool tub bath on 05/02/12 and 05/06/12. Observation | symptoms of VRE Infectton.

| revealed.a product entitled Simply Solutions was in place | 1 9. As of 05/16/12, the residents who were
1 for use in disinfecting the whirlpools. Review of this ! tdentified to Havt’a used the whiripool bath _
1 product's label revealed no documented evidence it was : dnrlnﬁ the time as Resi‘de'r'\t- #2 used the bath, |

{ effective against VRE and the facility's Administration was E

; | were Individually assessed to determine
notified on 05/11/12. Interview withthe manufacturer { Whether any residént had signs or symptome

revealed the product had never been tested against VRE. | of VRE.
interview revealed thify-seven (37) residents utilized the | 10. For residents idantified to have Wolinds
same whirlpoal tub bath as Resident or open areas that had uaed the whiripool _
#2. Interview with the Director of Nursing (DON) since 04/29/12, a culture was taken and sent  [05/16/2(
: to be tested for VRE on 05/16/12 were
negative.
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B E ' 11 The Infection (;ontrc;l Ni:lrse afnd IMedcl:caE | a5/16720:
i |-Director reviewed the facility Infection Contro
F 480] Continued From page 20 s f E 490 | policy to assure it Spacifically included ’
and Infection Control (IC) Nuise revéaled they were not | | Information about VRE, and made changes
.} aware tha Simply Solutions product had not been tested ! ’where necessary on 05/18/12.
i against VRE. Observation on I ;12 Changes were made to the Infaction
i} 06/14/12 revealed Simple Solutions was still /| Control policy to assign the IC Nurse the duty
J being used to disinfect the whirlpool bathtubs, even | of reviewing all new resident prescriptions for
| though Adminisiration was Informed on ntibiotics, as well as, new reports of: realdent
i 05/1112 this product was no effective against cunds on'a daily basis. The IC Nurse shall
| VRE. determine whether any reports of new bacteria
: . r infactions warrant an immediate -change ‘In
T Interview,. on 05/11/12 at 4:34PM, with the facility's i|disinfectants and cleaning supplies. The IC
Administrator revealed she had entrusted her supplier to /|INurse shall report any changes that need to be |
ensure the facllity had a disinfectant for the whirlpool tubs - /|imade to the Administrator. The IC Nurse shall
that would "kill everything”. The surveyor informed her of : |also report new types of infections/bacteria
| what the manufacturer had reported in the interview on ;’and resident wounds to the Guality Control
05/11/12 at 11:45 AM thet day, which was the product had | Gommittee. This procedure was added to the
not been tested- ageinst VRE. ‘She stated that was “|ifacility's infection Contrel policy on 05/16/12.
"disturbing" ‘as she was not aware the Simply Solutions had ‘143, An Iinservice -training on Infection control
never been tested against VRE. +| practices and VRE was condu”c'tad by the IC
| Nurse, with special focus on use of
1 Interview, on 05/18/12 at 5:00 PM, with the Administrator i Iidisinfectants, proper cleaning techniques, and
revealed she had relied on the whirlpool supplier to send review of.proper Infoctlon control procedures 5726120

the facility a product that would "kill" all organisms and he

] (the supplier} had indicated the Simply Solutions would.

|| The Administrator stated the Housekeeping Supervisor and
| Supply Clerk were responsible.for moniforing the products
‘| used to ensure they were sffective and the Housekeeping
| Supemvisor oversees all the facility's supplies. She stated

the facility had policles in place and she relied on the

‘Depariment Heads to follow the policies. The Administrator

indicated the Quality Assurance Committee was responsible
for updating policles.

Interview, on 05/18/12 at4:38 PM, with the

ij_or all members of the Housekeeping staff on
051612,

14, The attending Physician for Resident #2

| ordered three separate tests to determine
if the resident still had the VRE infection. The
{test resulte on 6/20/12, §/26/12, and 06/03/12 were
1:all negative for VRE.

16. An Ingervice tralning for all staff on the

+ Infection Control policy and Contact
Precaullons, as waell as VRE specifically, was
conducted by the IC Nurse which included
training about the signs and symptoms of VRE
infection, as wall as proper infaction control
procedures and techniques, with the. facllity-
{wide insorvice completed by 06/17/12.

06‘/03/ 12

08/17/20:
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In’ adﬂlﬂou, il iitla, Tas an ongoing responsibity,
: ; to report any violations of the Infection Control
F 490 Contmue_:d From paglg 21 . F 480 Policy to the Charge Nurse. The Charge Nurse
: Quality Agsurance Director revealed the Administrator was will then Investigate and report to the Quality-
part of the Quality Assurance Committee. Continued A5suran¢e Committes. Inservice for staff absent’
| interview with the Administrator, on 05/18/12 at 5:00PM, on this date was conducted via telephone and -
‘I revealed when agsked when the infaction control policy had insarvice for employees on leave wilt bs
{|'last been updated, she stated she did not know. Interview : conducted before they return to work.
with the Housekeeping Supérvisor revealed sven though | 16. Infaction Control proceduras. and
| the facility's policy stated Cen:Kleen was to be used to | Contact Precautions were reviewad with the
| disinfect the whirlpool tubs, this product had not been in . | staff caring for Resident #2, who had the
{| use since 2001. Further interview, on 05/18/12 at VRE Infectlon, to assure the proper
i| 5:00 PM, with the Administrator revealed she did procedures were belng followed to prevent
i| not know when the Cen-Kleen use had been the spread  of the infection by 08/18/12.
- discontinued and the Simply ‘Solutions Initiated. (Refer to 17, The Quality Assurance Committee will
o| F-44'1). review the IC Nurse's reports of new
) ' | infections/bacteria, as well as, wounds and
| Review of the Taclity's AocC revealed the | changes In disinfectant and cleaning supplies -
| following: on a quarterly basis.
i| 1. The Infection Control {IC) Nurse was consulted to » “The B Ldag dngltded dates: O
i| review the situation and determine actions necessary and | .QQI&QIM!.EQHQD: E
I
; F:srrﬁ{:l :Se;ﬂ:ﬂ;::g on the whitipool tubs on D5/14/12. The. [Fh# Facility is confldent that the situation creatlﬂg
‘Ninfwdciaty Jeopardy was corrected by Friday

N th.
2. The disinfectant was changed to a disinfectant tested to 18VenIng, May 187, 2012.

| e effective to destroy VRE on 05/15/12. Y addition, in order to prevent any future: msmﬂos{qa[zom
“ragarding - infection control, the Quality Ag#ir nq
jittee, which consists of Angsla Forsylhe.
) \|strator;, Deanna Eads, Director of Nursfng
;| 4. All disinfectants and cleaning suppiles used In.the ® Roberts, . Assistant Administrator; Kim
-| facilily were reviewed by the Housekeaeping Supervisor to : Dining Services Director; Gary Arnold
i1 assure ‘they were effective to destroy VRE on 05/16/12, JMaliitenanch supervisor, Teresa Eariywins, Qua!lty
: JAY urﬁnce Diréctor; Sharon Patterson; Soclal Servfce_
jD]reclor Barbara Traylor,. Housekeeping Suparvisor.
‘Willds: Gray, Asslstant Director of Nursing; ‘Ratilétia
JGHOK;  Activities Director; Janet Casweli, NMDE¥
‘Coordinator; Df. James L. Ferrell, Medical Directc:rL
: y Kincaide, Infection- Control Nurse will asslg'
“HamliErs to obsorve weekly and conduct FaRdon
i 4 each ehift for proper gowning, it
; and othei inféction control issues. A
Assurance observation form has ba""_’

| 3. The use of whirlpool bathtubs was permanently
‘| discontinued on 05/16/12,

{ 5. Vendors wers notified. in writing that the facility would
not purchase any cleaning supplies that

; blttmittee. The Infection Control Nurse has
Jand:will be attending daily QA mestings to dig j
inew antibiotics for all residents with infections as:
goinmunication tool. -
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B | Gurson Helghts is an excellent nursing faclityl
F 490 | Continued From page 22 F 400 |t a committed staff and dedicated board of

were not tested to be effective to destroy VRE on
05/16/12,

ES. As of 05/16/12, all residents using the whiripool baths
:during the same {ime as Resident #2 were identified.

f?. The facility's Medical Director was consulted on actions
‘ that should be taken as a result of the whirlpool situation.

. With the Medical Director's input and approval, a tool
as developed for nursing staff to use in assessing
residents for signs and symptoms of VRE infection.

. As of 05/16/12, the residents who wers identifled to

| have used the whirlpool bath during the time as Resident
“#2 used the bath, were Individually assessed to
determine whsether any resident had signs or symptems
of VRE.

10. For residents: identified to have wounds or open
. areas that had used the whiripool since

- 04/26/12, a culture was taken and sent to be tested
for VRE on 05/16/12 with the results pending.

«11. The 1C Nurse and Medical Director reviewed the

:facjlity Infaction Contro! policy to assure It Specifically
‘included information about VRE, and made changes

‘where necessary on 05/16/12.

. 12. Changes were made to the Infaction Control policy to
-assign the 1C Nurse the duty of reviewing all new resident
proscriptions for antibiotics, as welt as, new reports of
-resident wounds on a daily basis. The IC Nurse shali

I’ directors. The Fagility remains committed to
liproviding a delivery of high quality heaith care
Will confinua to make whatever changes afi
improvameita: necessary to satlsfy that' 'obl tve]
6. do not consider the filing of this Allegation
0 Removal of Immadiate Jeopardy/Allegation . Q‘
Soiypliance to be an admission of the finding’ o1
dafictant. practices.
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atarmine whether any reports of new bacteria or infections:
arrant an immediate change in disinfactants and cleaning |
upplies. The IC Nurse shall report any changes that need
| to be made to the Administrator. The IC Nurse shall also
_report new types of infections/bacteriaand resident
fwounds to the Quality Control Commiltee. This procedure
|was added to the facility's Infection Control policy on
{05/16112

A
ll-13. An insérvice training on Infection control practices and
‘VRE was conducted, by the IC Nurse, with spacial focus
1ron use of disinfectants, proper cleaning technlques, and a
review of proper infection control procedurés for ail
members of the Housekeeping staff on 05/16/12.

;[ 14. The attending Physician for Resident #2 ordered tests :
i| fo determine if the resident still had the VRE infection on |
i 05/16/12, with the results pending.

15, An‘inservice training for all staff on the infection Control
policy and Contact Precautions, as well as VRE specifically,
| was conducted by the IC Nurse which included training

‘| about the signs and symptoms of VRE infection, as well.as
proper infection control progedures and techniques, with the
facllity-wide inservice completed by 05/17M2. nservice. for
staff absent on this date was conducted via telephone and
inservice for employees on leave will be conducted before
they return to work.

16. infection Control procedures and Contact
Precautions were reviewed with the staif caring for
Resident #2, who had the VRE infection, to assure the
proper procedures were being
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followed to prevent the spread of the infection by
05/18/12

‘;17. The Quality Assurance Committee will review the IC

Nurse's reports of new Infections/bacteria, as well as,

‘wounds and changes in disinfectant and cleaning supplies

.on a quarterly basis.

The surveyors validated the corrective action taken by
{the facility, prior to exit on 05/18/12, as follows:

“*Observation on 05/18/12° of the whirlpool tub rooms
iravealed no evidence of the Simply Solutions. Further
{obsarvation revealed a product entited, "Dispatch”
iwhich according to the. label was effeciive against VRE.

| *interview, on 05/18/12 at 5:47PM, with the Infection

Control {IC) Nurse revealsd she had helpet prepare staff

‘inservices, and assisted with the inservicing of staff on the
Infaction control issues.

*Qbservation, on 05/18/12, revealed the whirlpool tubs
-were. no longer In use and had been
;dlsabled.

*Interview, on 05/18/12 at 5:16PM, with the
' Housekeeping Supervisor revealed on 05/15/12, she had

‘reviewad all the facility cleaning/disinfectant products to
"ensure they were effective against VRE. Review of the
 literature provided indicated the products were effective

against VRE,

*Review of the letters sent to all the facility

vendors/suppllers revealed they were dated
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|| tube), and residents on antiblotics which was verified
{| through racord review, with results pending. In

)| cuktured on 05/14/12 and 05/16/12.

-] Interview, on
1 05/18/12 at 3:30PM, with the Medical Diractor

Continued From page 26

05/16/12. Interview, on 05/18/12 at 5:13 PM, with the
Administrator revealed all facility vendors/suppliers had been
notifiad via the letters that the facility would not purchase
any cleaning supplies that were not tested to be effective to
destroy VRE on 05/16/12.

*Interview, on 05/18/12 at 5:47 PM, with the IC Nurse
revealed all residents who had used the whirlpool tub,
during the same time as Resident

#2 wore identified and asseseed for signs and symptoms
of VRE and this was varified through record review.
Cultures were porformed -on residents with wounds,
suprapuble catheter, resideonts with G-tubes (feeding

addition, the |C Nurse stated all the whirlpool tubs were

*Interview, on 05/18/12 at 3:30PM, with the Medical
Director reverlad the facility had consulted with him
regarding the wh:rlpool tubs and the degision to

interview reve: aled he was involved In th_e pollcy revisions.

*Review of the "Signs and Symptoms of VRE" tool
devaloped for nursing staff to use in assessing residents
for signs and symptoms of VRE revealed all Unit 1 {unit
on which Resident

#2 resided) residents were assessed beglnning on
05/16/12. With the Medical Director's input and approval,
a tool was developed - for nursing staff {0 use in assessing
residents for signs and symptoms of VRE infection.

revaaled he had reviewed and approved the tool

F 490 '
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dito it's use.

4 -*Intarview, on 05/18/12 at 5:45PM, with the IC Nurse

Continued From page 26 prior

‘and Medical Diractor tevealed they had reviewed the

‘ 'EneceSSary.

. fthe IC Nurse had been assigned to review of all new
H :'resldent prescriptions for antibiotics, as well as, new reports

?Lfac:llity's infection control policy to assure it included
‘information related to VRE. Changes were made as

t
E"Res\.ﬂ.c.-w of the revised Infection Control policy revealed

|of resident wounds on =a daily basis. Continued review
Ereveated the IC Nurse was to detemine whether any
raports of new bacteria or Infectlons warrant an immediate
{|ichange In disinfectants and cleaning supplies and report
;any changes that need to be made to the Administrator.
iFurthar review of the policy revealsd the IC Nurse was
to report new types of infections/bacteria and resident
awounds to the Quality Control Committee. The revision
‘was made to the policy

“on 06/16M12 pér interview on 05/18/12 at 5:13 PM

with the Administrator. }

*Intgiview, on 05/18/12 at 5:40 PM, with the IC Nurse
-validated that she was aware of her responsibility outlined
in the new infection Contrél policy.

E*l,ntei'view.'on 05/18/12 at 5:47PM, with the I1G Nurse and

infection control practices

and VRE was conducted with special focus on use of

i ldisinfectants, proper cleaning techniques, and a review of
i Iproper infection control procedures for ell members of the
1iHousekeeping. Furthar interview revealed all staff was
‘Finserviced

Director of Nursing {DON) revealed an inservice fraining on|

F 490
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'was inserviced on'signs and symptoms of VRE infection
and Infection control procedures with the facifity-wide
|nsemce comp]eted by 05/17/12. Staff was inserviced
‘Tragarding the care of Resident #2 and the procedures to
follow to prevent the spread of infection.

*Review of the Inservice Sign-in sheets revealed
: inservices regarding the infectlon control policy were
‘|eonducted on 05/17/12.- Further review revealed evidence
’some staff was inserviced via telephone and validation
that the faclllty conducted the inservice education for all
:rstaﬂ‘ Interview, on 05/1812 at 5:13PM, with the
Admrmstrator revealad there were six (6) staff members
Who had not heen inservicad, however would not be
: al_l__t')wed to work until they received the insarvice.

*Inteiviews were conducted on 05/18/12 to verify that staff
| had received education and verlfy staffs’' knowledge of the
‘| new Infaction control policy as follows: Housekeeping
Supervisor. at 5:13PM, Licensed Practical Nurse (LPN) #3
| at-§:34 PM, Feeding Assistant #i4 at 6:38PM, Kentucky
| Medication Aide (KMA) #18 at 8:41. PM, State Registered

| Nuising Assistant (SRNA) #24 at 6:48

| PM, SRNA#15 at 6:49PM, Registered ‘Nurse

| (RN) #2 at 6:50 PM, KMA #15 at 6:54 PM, SRNA

#25 at 6:55 PM, Feeding Assistant #19 at 7:00

PM, SRNA#16 at 7:03PM, Housekseper#21 at
7:11PM, Housekeeper#i4 at 7:15PM, and SRNA

#17 at 7:17PM. Al staff verbalized knowledge of the new

cleaner and

'L on the infection control policy and VRE. They stated staff |

_{inféction control policy and procedure, Contact Precautions |
and was aware of the discontinuation of the Simply Solution
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| *Review of Resldent #2's record revealed a urinalysis (U/A

| progedure.

*Interview, on 05/18f12 at4:38 PM, with the Quality

‘disinfectant and cleaning supplies on a quarterly basis.

‘the use of the whirlpoo! tubs,.

‘with culture and sensitivity (C&S) were ordered on 05/16/1 i
Interview, on 05/18/12 at 3:30 PM, with the Medical Dlrector -
-who was 1
ithe resident's attending Physiclan, revealed he

thad ordered the U/A with C&S {o see if Resident

#2 still had a VRE infection in histher urine. He stated
he ordered it to be obtained via an in and out catheter '

Assurance Director revaaled the Quality Assurance
'Committes will revisw the IC Nurse's reports of new
.infections/bacterla, as well as, wounds and changes in
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