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The findings include:

During an inferview conducted on September 8,-
2010, at 10:45 a.m., related to the reporting.of
resident abuse, housekeeper #1 was unable to
provide information related fo whomthe =
housekeeper was responsible to inform when
there was any allegation of abuse/neglect. The -
hausekeeper stated he/she was unsure as to

! which supetvisor to report an incident of resident.
' abuse (e.g., housekeeping supervisor or nursing
supervisor). The housekeeper stated hefshe was
unaware that incidents. of alleged resident abuse
were requlired to be reported immediately fo the

State Survey Agency and the Department for
Community B ed Services (DCBS). The

ted hefshe was unaware |

) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5y
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
# . DEFICIENCY}
E 000 | INITIAL COMMENTS F 000 &
A standard health survey was conducted on
September 7-9, 2010. Deficient practice was
identified with the highest scope and Severlty
being at "D’ level.. : .
F 226 | 483.13(c) DEVELOP/IMPLMENT | F226*All long term care staff 10/22/1d
ss=0 | ABUSE/NEGLECT, ETC POLICIES s (clinical and non-clinical) to '
Th facility must devel d o writh receive education on the
e facility must develop and implement written s 1L ; Thi
 policles and procedures that prohibit E fa_“:lhty s abuse policy. This
mistreatment, neglect, and abuse of residents will be done by the department
and misapproptiation of resident property. managers.
; #*A11 long term care staff
|- : » —cli 1t
This REQUIREMENT is not met as evidenced (Cllﬂlcal and non-clinical) to
by: ‘ — . D receive additional traimingon
Based on interview and record review, the facility “abuse identification and
failed to ensure that one (1)of eight(8) . . reporting, in addition to their
employees was knowledgeable on how and to annual mandatory education that
whom they may report concerns, incidents, and. £f \ buse and
grievances without the fear of’ retnbutlon : - [Stall recelive om abu
. ~ ‘|neglect. Training to be
' - |provided by soc¢ial services staff

“.land will include different

learning modalities.

#Visual reminders will be
posted throughout the long-term
care units on abuse reporting

lwhich will include: who staff

Ireport concerns, incidents, or

grievanceé to without fear of
retribution.

#Social services will conduct
25 random ‘audits monthly,
including staff from all shifts
to determine if any additional
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Any defictency statement ehcnh/g'mth an asterisk () denctes a deficiency which the instifution may be excusad from correcﬁng providing it is determined that
other safeguards provide sufficient protection fo the patients. (See insfructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. f deficlencies are cﬂaed an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-89) Previous Versions Obsolete

Amended Plan of Correction

Event ID:URN211

Facliify ID: 100374

If continuation sheet Page 1 of 5



‘ ' PRINTED: 10/05/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTHOM IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
185157 09/09/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

145 NEWCOMEB AVENUE, PO BOX 1310

ROCKCASTLE REGIONAL HOSPITAL AND RESPIRATORY CARE MOUNT VERNON, KY 40456

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES > PROVIDER'S PLAN OF GORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 Confinued From page 1 F226| continued from page 1
of his/her responsibility to report allegafions of o
abuse/neglect to a state agency if the facility ieducation may be required.
failed to report the incident to the appropriate Audits will be conducted for

state agencies. Housekeeper #1 further stated
he/she would not feel comfortable reporting
beyond the facility to a state agency because the
facility was very particular about "reporfing need,

through the chain of command.” *Data from random audits will

be analyzed.and reported to the
Performance Improvement

6 months and will then be
re-evaluated for continued

4 Review of the facility's Mandatory In-services-Self
: Testing dated March 17, 2010, reveaied

: housekeeper #1 was in-serviced on Patient committee monthly.
Rights, Abuse, Bumout and received a test score

of 100 %. iCompletion date: Oct. 22, 2010

Interview conducted on September 9, 2010, at
4:30 p.m., with the Quality Director (QD) revealed
1 all staff was in-setviced upon initial hire and
annually regarding the facility's abuse policy. The
in-services included a PowerPoint presentation

| with & self-test on the computer. Housekeeper #1
: received a score of 100% on the test according to
i the QD. The QD stated additional in-sesvices
were provided monthly on various topics;
however, no additional in-services on abuse had
been provided for the staff.

Review of the facility's policy on Resident Abuse
revised September 2009 revealed the facility staff
was required to report their knowiedge related to
allegations of abuse to administrative staff

. immediately.

F 441 483.65 INFECTION CONTROL PREVENT - F441 *Education will be provided to {10/22/10|

§8=D | SPREAD, LINENS nursing staff on East, West,

The facility must establish and maintain an i South and South B related to

Infection Control Program designed to provide a ‘lincontinence care.
safe, sanitary and comfortable environment and *Education on "Personal
to help prevent the development and transmission Protective Equipment" and
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of disease and infection.
' - {"Hand Hygiene" policies will-be
{a) Infection Control Program - provided to all long term care

The facility must establish an Infection Controt ' '

Brogram under which it - Jstaff (clini_cal and non-

(1) Investigates, contro!s and prevents infections clinical).
in the facility; *Critical elements of
(2) Decides what procedures, such as isolation, “ Hncontinence care will .be

should be applied to an individual resident; and

ed £ i taff
(3) Maintains a record of incidents and corrective posted for nursing stall

actions related to infections. education.
: *0bservation of staff{ during
{b) Preventing Spread of Infecticn : incontinence care will be

(1) When the Infection Confrol Program
determines that a resident needs isolation to
prevent the spread of infection, the facmty must

conducted to monitor for
critical elements.

isolate the resident. , %A total of 25 observations of
(2) The-facility must prohibit employees with a critical elements of
communicable disease or infected skin lesions incontinence care will be

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

{3) The facility must require staff to wash their ‘
hands after each direct resident contact for which units.
hand washing is indicated by accepfeci #Observation data will be
prefessional practice. ]

cbnducte_d monthly by nursing
leaders on the long term care

reported to nursing management

(c} Linens and the Infection Control

Personngl must handle, store, process and Committee.
transport linens so as to prevent the spread of
infection.

. S |Completion date: Oct. 22, 2010 ¢

This REQUIREMENT is not met as evidenced ) ;
by: iR
Based on observation, interview, and record :

review, the facility failed ic ensure staff washed
their hands after each direct resident contact for : o
: which hand washing was indicated by accepted i

;
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: professional practice. A Certified Nurse Alde

¢ (CNA) failed to wash/sanitize hands and change
. gloves when indicated while providing

; incontinence care to resident #9.

The findings include:

i Observations of incontinence care provided for

: resident #9 conducted on September 7, 2010, af -
3:20 p.m., revealed a CNA was observed to clean
stool from resident #9 and wipe stool from the
CNA's gloved hand. Further observation revealed
the CNA continued to provide care for resident #9
without changing gloves and without '
washing/sanitizing the CNA's hands. The CNA !
was observed to dress resident #9 in a new
gown, and reposition the resident's urinary
catheter tubing, feeding tube, and tracheostomy
tubing with the same gloves used to provide the
incontinenhce care.

An interview conducted with the CNA on
September 7, 2010, at 3.25 p.m., revealed the
CNA was nervous because the care was being |
cbserved by the surveyor and did not change
gloves or wash hands when indicated.

An interview conducied with the Infection Cantrol
Nurse on September 2, 2010, at 4:45 p.m.,
revealed that facility staff was randomly
monitored o ensure cormpliance with hand 7
hygiena. Further interview revealed that hand
hygiene was a part of annual mandatory training
and in addition staff was in-serviced on the spot if
any concems were identified during the random
monitoring.

A review of the facifity policy regarding Personal
Protective Equipment, with a review date of July
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.2009, revealed that gloves were required fo be
changed between tasks and procedures on the
same resident, after contact with materiai that
may contain a high conceniration of
microorganisms.

A review of the facility policy related to Hand
Hygiene with a review date of July 2008 revealed
staff was required to wash/sanitize hands when
hands were visibly dirty or contaminated with
proteinaceous material. Further review of the
palicy revealted that staif were required to change
gloves/sanitize hands when moving from a
contaminated body site to a clean body site.

A review of in-service attendance records
revealed the CNA was in-serviced on blood and
body fiuid precautions on May 6, 2010. No

i

 evidence of any random audits completed for the

| CNA regarding hand hygiene was provided.
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