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TAG REGULATORY GR LSC IDENTIFYING INFORMATION) Tad CROSSREFERENCED 1O THE APPROPRIATE DATE
DEFICIENCY)
F 000" INITIAL COMM ENTS Fopo Preparation and sxecution of this:
; - plan of correction does not constitute |
© A Recertification Survey was conducted 0305/ | : an afimissmn of or agreement by the
: X A ; (provider of the truth of the facts
through G3/08/13. A Deficieny was cited with 3 . gt
Scope and Severty of sn “E* -alleged or conciusions set forth in;.
F 441 48365 INFECTION CONTROL, PREVENT Fagy [0 statement of deficiency. This;
58=F SPREAD, LINENS Plan of Correction is prepared and’
it : Bxecuted solely because Fedoral and;
- The faciity must establish and maintain an : State Law require it. Compliance has;:
 Infection Controt Program designed te provide a ; ‘been and will be achisved no later 5?
safe, sanitary and comfortable environment and X ‘than the last completion date
to help prevent the developmen and transmission’ s?a{ensrﬁed in the POC. Compliance |
- of disease and Infection. s will be maintained as provided in the -
' ,Plan of Correction. Faliure to dispute .
(&) Infection Contref Program or challenge the alieged deficiencies |
- The facility must establish an Infectian Canteal below s not an admission that the !
: Program under which it - ‘alleged facts occurred as presented |
(1) Investigates, controls, and prevents infections (in the statements, ;
“in the facility; : :
1 {2) Decides what procedures, such as isolation, F 144 Infection Contral
; should be applied to an individuat resident, and | ST
(3} Maintains a record of incidents and corrective | Corrective Action for T. sted Resi
“actions related to infections., : The Li , . esidents
| © Licensed staff members, RN #1 and :
. {b) Preventing Spread of Infection i RN#2 found to not be practicing
(1) Whaen the Infection Cantro! Program ! ‘approprigte hand hygiens before and:,
. determines fhat a resident needs istlatig fler each resident during medication
infect i ik . g
_? gﬁzt@;gég ;’g;eéﬁ of infection, the faci Aiiinistration and after changing gloves :
(2) The facility must prohibit employee WiHlg performing aceu-checks was. re-.
- communicable disease or infected skintgsions dugated by the Assistant Director of |
 from direct contact with residents or the od, i -Nursing on March 6, 2013 ard March 8,
; direct contact will transmit the disease. e -1 2013 respectively. She reviewed the!
{3} The facifity must raquirg staff {o wash their ; facility’ : . ,
| hands after each direct resident tontact for which | : : .%}r $“p Gh? ;n , Haﬁdwasfung / Hand
hand washing is indicated by accepted ! Jiene’ which includss before ang ;
professional practice, ‘after direct resident contact ang after |
. remaving gloves. :
{e} Linens : :
i_ﬁsommgj,{mg&c RS GRj}WGV?Q%ﬁ.’S{}PR}E RREPRESENTATIVE'S SIG&A{GF@E «i TITLE {¥8) DATE
{ % i\/; i s){z [ /i {4 AL {M?% . 2126
§ N7 i 4 /f = gf"; é:wif Vi T ;'ﬁg/ - 2 - e
terisk {* ing providing it is determined that |

Any defisiency siatemsnt srding with as(iztmsk {

other safeguards provide suficient PO 1o the patients. {See insiractions. )
foilowing the dats of survey whethar of nol f

days following the date these documents g
program partivipation.
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i

F 441 Continued From page 1
i Personnel must bandie, store, process and
. bansport inens so as 0 prevent the spread of

infection,

" This REQUIREMENT is not mat as svidened
by

. Based on observation, Interview, record review,
and review of fachity poficy it was determined the
facility falled to establish and maintain an :
i Infectieon Control Program designed o provide a
safe, sanitary and comfortable environment arnd
1o help prevent the development and
Fransmission of disesse and infection for five {8}

; Unsampled Residents (Unsampled Residents A

"B, C, D, and E), ;

; Qbiservation of an actucheck for a fingerstick
blood sugar revealed the nurse performed the
- fingerstick on Unsampled Resident A, removed
i her solted gloves and faled to wash her hands

 prior o exiting the room.

| Further observalion revesied a nurse ;
; administered medications o Unsampled Resiaemf‘
. 8 and exited the room withoy! washing ar {
' sanitizing her hands. The nurse then set up 5
t madications for Unsampied Resident C, sanitizad ;
i her handis prior fa medication administration and :
“administered medications to Unsampled Resident |
-C. The nurse then exited Unsamplad Resident i
| C's room without washing or sanitizing her hands.
| The nurss then set Up and adminjsterad
“medication to Unsampled D), and exited the room f
“without washing or sanitizing her hands and ;
immediately started seiting up medications for
: Unsampled Resident £,

F 441 ldentfication of Other Residents  with |
Potential to be affected :
Al residents have the potential to be
affected. A review of the facilities .
Infection Control Program's tracking and’,
‘ending report was completed by the
i Assistant Director of Nursing on March;,
121, 2013 to identify any further breach ofi
standard  infection  control practice. ;,
: There were no other residents identified,”
 through this process. 5

- Systemde changes :
- The Director of Nursing reviewed the -
facilities Infection  Control Policy on.
March 20, 2013 to ensure that it met the .
ﬁgenaraf infection condrof standards tof
prevent the spread of infection within the:
facility including  management and.
‘surveiflance of infections as they cocur!,
‘and for adequate training of all staff.;
‘Review of the palicies indicates that!
‘they are safisfactory to meet the!,
{requirements.

An inservice for the facility's staff wasi,
‘presented beginning March 13, 2013
through March 23, 2013 by the Directori.
‘of Nursing and Assistant Director  of;
Nursing to re-educate on standard |
rinfection  control practices  andg e !
facility's Infection Controt Policy. This |
-inservice included raview of the poticy
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F 441 _‘ Continued From page 2

: The findings inciude:

. Review of the facility Handwashing/Hand Hygiens

. Policy, undated, revealed employees must wash |

thelr hands for at least fileen (15} seconds using

' antimicrobial or non-antimicrobial soap and water

" before and after performing any invasive

» procedure {e.q,. fingerstick blood sampling).

Further review, revesled if hands are not visibly

" soifed use an alcohol based hand rub containing

" 80-95% sthanof or 'sopropanol before preparing
ar handling medications.

- 1. Observation of an accuchack for a fingersilck

" blocd sugar, on 03/05/13 af 4:30 PM, of the 300
fUnit far Unsampled Resident A revealed
Registered Nurse (RN) #1 performad the :
, fingerstick, removed her soited glaves and exited ;
the room without washing or sanitizing her hands, :
RN #1 then cleaned the gllicometer machine with |
a Sanicloth Bleach Wipe and placed it back an
 the medication cart, and pushed the medication

' cart down the hall,

Interview with RN #1 immediately after the
. fingerstick as she was pushing the medication
‘cart down the hall revealed she had not was hed

i har hands.

2. Observation of medication pass, on 03/07/13
- from 8:30 AM 10 8:00 AM, on the 206 Unit
: raveated RN ¥2 administered medications to

. Unsampled Resident B by handing the resident |
the cup of pift and a glass of water and exited the
' room without washing o sanitizing her hands. |
| RN #2 then set up medications for Unsampled

. Resident C by placing medications in a medicing

Fa41:on the standard

practice of hand’
‘ hygiene, !

. Staff was also required o sutcessfully:
[ pass an exam on ateeptable infaction:
s control praclices following the inservice!
o ensure comprehension and future
- compliance with this policy. ;

. During new employee arisntation, newly’
- hired nursing staff wil receive education)
by the Staff Development Coordinator!
L on standard infection control practices:
. regarding hand hygiene and the facitities:

Irfection Control Policy. They wil alsol
ibe required o retumn demonstrate

; satisfactory handwashing technique
: before receiving  assignment to floor
. srientation, :
| Monitoring

[ The Director of Nursing, Assistant!
Directar of Nursing and other assigned.
Nursing Managers will complete audjts;{
to ensure staff are practicing appropréaie;@
S hand hygiene during medication pass, ;
" accu-check monitoring,  and  other,
“random tasks that require handwashing
; for prevention of infection {ransmission.
These audits will oocur daily x 2 weeks,
then weekly x 4 weeks, then again in 2.
“weeks and then in 1 maonth,

H continugtion sheet Fage Jof 4
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Fad1 Continued From page 3 F 441 Infection  Contrel Rounds wil  be :
- eup with applesauce, then sanitized her hands ‘complated by the Assistant Director of :
 and administered medications to Unsampled Mursing to ensure all other infection |
Resident C by spoon feeding the pills whote with ; | . o
" applesauce. RN #7 then exited Unsampled coniro § ractices a;“e ; adequate  to ,
- Resident C's room without washing or sanitizing ‘prevent the spread of infection. These:!
her hands. Further observation revealad RN £2 rounds will occur weekly x 4 weeks, f‘
thern set up Unsampled Resident D's medscahons then every 2 weeks x 4 weeks, therf
; and administered the medications whole by _monthly x 1 month. .
spoon feeding the medications from 3 medicine : :
cup. RN #2 then exited Unsampled Resident Is ?Any non-compliance found during the
; roem without washing or sanitizing her hands. ' audit ds wi o g
RN #1 began to set up medications for auaits or rounds will require immediate’
| Unsampled Resident B, corrective action by the Director of)!
) [ Nursing or other member of nursing!
Interview, on 03/07/13 at 3:00 AM, with RN #2, ‘ management as deemed appropriate b
i revealed she should bave washed her hands or f acility Administration. :
. santtized her hands before and after medication ¥ r-j
fistration, :
; administrati Resuiis of the audits and rounds wil be
- Interview, on U308/13 at 3:40 PM, with the submitted to the Quality Assurance;.
" Assistant Director of Nursing {ADONYInfaction cammattee for review and revision untif ;
: Control Nurse revealad staff should wash hands  the Quality Assurance committee hag’
. after a fingerstick, as welt as wash ur sanitize o
"hands before and after medication administration 5 determined 100% compiiance has been: 3196113

¢ and between residents,

. achieved,

Event 1), GG 1
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K 000 : INITIAL COMMENTS
| GFR: 42 CFR 483 70(a)

‘Building: 01

~Plan Approval 1982

‘Survey under: NFPA 101 (2000 Edition), Chapter

;18 {existing heatth care)

Facility type: SNE/NE
 Smoke Compartment: 5 :
" Fire Alarm: Complete fire alarm

| Sprinkler Systerm: Camplete automatic Sprink
| systern

A slandard Lits Safely Code survey was
. conducted on 0073, The facility was found |
“notto be in compliance with the requirements for ;
- participation in Medicare and Medicaid. A
- Deficlency was cited with a Scope and Severity of
Ta D :
K 062 ' NFPA 101 LIFE BAFETY CODE STANDARD
$8=0 |
- Required automatic sprinkler systems are
- continuously maintained in refiable operating
" condition and are inspectad and tested :
cperiodically,.  19.7.4, 4.6.12, NFPA 13, NFPa2zs, :

975

i

This STANDARD is not met as avidenced by:

K 000: Preparation and execution of this

| Corrective Action for Targeted Residants

Kasz

- plan of correction does not constitute
“an admission of or agreement by the .
‘provider of the truth of the facts
‘aleged or conclusions set forth in
the statement of deficiency. This:
iPlan of Correction is prepared and:
rexecuted solely because Federal and,
- Btate Law require it. Compliance has;,
been and will be achieved no iater
than the iast completion date
‘identifisd in the POC. Compliance .
' will be maintained as provided in the
Plan of Correction, Failure to dispute;
+of ghallenge the alfeged deficiencing
helow is not an admission that the
alleged facts occurred as presented |
n the statements, ’

| No Residents were directly affected by,
- this practice although the facility realizes
that there was a potentiat to affect all:
: residents, staff and visitors in this smoke:
| compartment area located on Unit 2. On
- 3-18-2013 Ceniral Kentucky Sprinkler)
irepiaced  the two Sprinkler heacﬁs§;
identified with corresion in Unis w2
- shower room. ;

Cidentification  of Other Residents  wigy
| Potential to be affocted :
All residents have the potential to be.
affected. An audit was performed by’

L&BQRA?QR\? URECIOR'S OR PROVIDER/SUPPLIER REFRESEMTATIVE'S SIGNATURE /} TiTLE ;IXE: DATE
3 . / o T r f o oy
fw\-“%-%i /ié g}j i"“,{j?’"%ff‘%w%’@%m w:s/;.;«? féfi{\j
N ;
whilch the institution may bo sxqused fom correcting proviging i is a‘egermineﬂ’ that

; 3 -
deficienc tement ending with 45 asterisk £*) denotes a deficlancy i
prkd I y\%é/ i clions.) Except for nursing homes, the findings stated above are distiosable 80 days

oher safequants provide sufficiant prothetion to the patients. {See insty

foilowing the date of survey whether or nol a plan of correction is provi : ursing
days fellowing the date these documents are made avaifatie o the fecilty. if deficiencies

grogram parlicipation,
F&M Cﬁéaﬁ&f{éé«%; Fravious Versfons Ohaotele Eveni I GNQ.ZT

ded. For nursing homes, the above firetings

Facinly £ 100544

and plans of correction are disdosabia 14
are cited, an approved plan of comacton is requisite o contingad
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K082, Continued From page 1
. Based on observation and interview it was
. determined the facility failed o ensure sprinkiers
were free of corroslan Tor two {2 spriniders,

: The findings inchude:

Observation during tour of the faclity, on 030743
betwesn 900 AM and 2:30 PM, revealed thare
- Was corrosion on two {2} sprinkler heads in Unit

: #2 shower rogm.

Interview with the Maintenance Director, on .
33007713 at 12:24 PM, revealed he was not aware
of the sprinkier heads being corroded and thought |
the contractad sprinkler company should have

: replaced the heads.

' Reference: NFPA 25 {1988 Edition).

1 2213 Sprinklers shall be inspected from the
flaor level annually. Sprinklers shall be frae of
corrosion, foreign materials, paint, and physical

“damage and shall be installed in the proper

| Qrientation {e.g., upright, pendant, or sitlewsall,
) Arry sprinkler shall be replaced that is palnted,
. carraded, damaged, joaded, or In the impropar

" grientation.

‘Maintenance  on  March 8, 2013
Maintenance found 2 sprinkler heads in :
oulside courtyard and 2 sprinkier hesds |
in Shower room on Unit #1 in need of :
‘being replaced due 6 corrosion. Central.!
‘Kentucky Sorinkler replaced the above 4/
Sprinkler heads on 3-19.13, i

‘Systemic changes
On March 8, 2013 the Maintenance
Director in-serviced ay Maintenance. *

‘staff on K02 'ag and reporting to him :
‘any issues found so they can be '
feplaced. On  March 11, 2013 the
Administrator reviewed KOB2 tag with al ;-
Department Directors. The Department |
‘Directors were directed to report any
‘sprinkier heads that were found with
[impediments during their dally M-F :
Continuous Quality Improvement..
'Rounds to be reported o Maintenance
Director immediately for replacement.

'On March 14, 2013 the Safety Team
called an impromptu meeting regarding!
LEC tag KOB2 o review requirement. .
The Safety team changed their rounds.
‘sheets {0 add checking of sprinkier |
 heads for impediments. :

On  March  18-19, 2013 The
' Housekeeping Supervisor in-serviced afl
‘Housekeepers that their daily M-F
-cleaning sheets have been updated for

FOFM CMB-Z56702-99] Pravious Versions Ovsclgle Even 10 8NQU2 T
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TAG REGULATORY OR L8C IDENTIEVING INFORIMATION) TAG b
K062 K (82: them to observe sprinkfer heads in their
3 1 assigned areas and i report any issues :

found o Maintenance,

AN in-service for all the facility's staff’
. Was presented beginning March 13,"
- 2013 through March 23, 2013 by the’
(Director of Nursing  and Assistant.
 Director of Nursing to Include the tag.
(K082 ang reporting  any  findings ;
 regarding sprinkler heads foung o not
" be free of corrosion, foreign materiats,

(paint  and physical damage G,
. Maintenance immediately, :
fi‘l‘oni{oﬁng
‘The  Department  Directors daily

" Continuous Quality Improvement M.
rounds wift now inciude the reporting of :
lissues with spriniier heads and wil
! reviewed dally M-F in the moméng;;i
‘Department  director Meeting, The,
 housekesping  MF cleaning rounds
‘have also been updated to nclude!;
'sprinkler head concerns and wil be.
L reporied immediately to Maintenance.

[ The Safety Team wil perform weekiy ;
rounds for 4 weeks fo monitor any |
| ISsUBS with sprinkler heads and then wiy |
 perform monthly rounds on-going after !
 the 4 weeks, ;
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Kosz, - K082 Resuits of the audits and rounds will be |
‘submitied to the Guality Assurance
‘committee for review and revision unti .
i G the Quality Assurance committes has :
_ determined 1009% compliance has been |
fachieved. 3/26/13
:
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