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' A standard hadlth SiNEviwas Condaciad © Rockcastle Health and Rehabilitation
- Fustandard healin survey was Conaucieq on d 5t Believe and does riot admit
40731711 through 11/02/11. Deficient practice | gfes not ze-lf-l;e-?e and doeg riataduit
wais identified with the highest scope and seventy that any Geficlencies existed, before,
at"n" l_e,-_\_:ei during -ar after the survey: The
Facility reserves the right-to contest
%1, ?_(}_Jggv lstff?;t?%dam Sl;Ney (I-g{ 1 ?9;13 i the survey findings through informal
. was also conducted at this dispiste Tesolition. formal apbeal
fime. KYA5983 and KY17125 were T
unsubstantiated with no related deﬂc:;ent practice. procesaings prfany # m.u_u_s; Auve ot
KY17217 was substantiated with no related i legal proceedings. This. plan of
| deficlent practice, . i correction is not meant {o establish
F 441 483 65 MNFEC ON CONTROL PREVENT JF441) any standard oof care, contract
§8=D] SPREAD, LINENS: obligatien or position and the
e Facility reserves ail rights-to raise all
} The facility must establish and maintain an 5 Z{;l jﬁ’jﬁ*‘iﬂ"’eif‘ N d -dzf.?&-fﬁ-
_ Infeciioni Control Program designed to provide a 13 : s\_ e Q}.*'e{l_ ;'Qns_an; FEISIIRES N
* safe; sanitary and comfertable environment and any tY’PE_ _f?f"‘-CWﬂ' or crimina fla“_nz
1 io help prevent the development and transmission action or proceeding:  Nothing
| of disease:and infection. contained in this plan of cotrection
] ) nfestion Gonrol P , . should be considered as a walver of
. |{a)tn on Contro rogram A SemrFiaTlr  ARETieahle o
| The facility.must establish-an infection ContmI P Ot?nh?t__ﬂ} .a_pphcab.l.e. _ Pe?_r:
| Program under which it REV,IEW" Quah_t):r Assurance or self i
| {1 investigates, controls, and prevants mfectmns critical examination privilege which |
| i the facility; the Facility does not waive and
{2) Decides whlat_ procedires, sich as isolation, . “ reserves the right to assert in any
1 should ‘be appiied to af-indvidudlresident; and administrative, civil or criminal
3) Maintains 4 record of cidents and correctlve ' clnim, action . Th
achons telated to infections. L alm’ ACIO. f]r proceeding.  Lhe
facllity offers its Tegporise; Credible
' (b) ‘Preventing Spread of Infection allegations of compliance and pian of
| (1) When'the infettion Control Program correction ‘23 part of its ongoing
_ determines that a resident needs isolation to efforts to prowde quahty of 4are to
preventihe. spread of infection; the faciitymust |- resid
. 1ents:
| isolate the regident :
{2 The facility. must:prohibit-employees with a
communicable disease or- ;nfactad skin lesions
/}&WWQSRECTGRQ gmmwnemsu UIER REPRESENTATIVES SIGNATURE j THLE |
g \ A M}*«-ﬁ”ﬁ»"’" "%’“ r»wwf;’:?r F}:’. ;

Any: deﬁmeﬂcys’caiemeni em:mg with 20 astersk (%), denetes & geficiehaewlilch Ihe institstion may be extused:from comecting providing:i is- r&etermmed ‘that
other safeguards provide sifficient protection to-the patients. (Seainstructions ) Emapt for.pursing hames, the findings statad above ‘are discipsabie 90 days
follewing the dateof surveywhether o ngt2.plan of correction is-provided. For nursing homes, the above findings and flans o comection.are disclosable 14
days foliowing the date ihese dosumentsians fhade availabie to the teaility. irdeficiencies are cited, an approved plan of corractmn is requisiteto confmuad
program paricihation. ,
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F 441 Continued From page 1 F 441! p 441 483.65 Infection Control/Prevent

from direct contact with residents or their food, iF
direct contact will transmit the disease.
{3) The facility must require staff to wash their

Spread, Linens

hands after each direct resident contact for which Co Address what corrective action will

hand washing is indicated by accepted - _ be_accomplished for those residents

professional praciice. found to be affected by the deficient
. : ) practice/specific corrective achon.

{c) Linens

Personnel must handle, store, process and ] . . L
transport linens so as fo prevent the spread of The physician was notified on 11-2-
infection. 22 by the charge nurse of the sputum

culture results for resident #12.
Contact isolation precautions were
discontinued on  11-2-11  per

This REQU[REMENT is not met as evidenced physician orders. Resident #12 was
by: | notified by the charge nurse that all
Based on observation, interview, record review, ' isolation precautions were
and a review of facility policy, it was determined . discontinued. All present staff were
the facility failed to maintain an infection control educated by the charge nurse that

| program to ensure a safe, sanitary environment

and to help prevent the development and resident #12 was no longer in

transmission of disease and infection for one of isolation  precautions. Isolation
nineteen sampled residents (Resident #12). ‘ precautions were discontinued from
Resident #12 had physician's orders for contact | - the care plan, the c.n.a. care plar and
isolafion, Observation veveaied facility staff failed : - added on the 24 hour report to alert

to utilize Personal Protective Eguipment when
delivering a food tray to the resident  Observation
also revealed no evidence of signage fo notify
stafifvisitors of isolation precautions, and !
interview with staff members revealed they were | -
unaware of what fype of isolation precautions {  Address how the facility will identify
should be utilized when care was provided for other residents having the potential
Resident#12. In addition, observation on ! . -
10/31/11, during the noon meal on the East W:ng, 19 be, aﬁeqe{i by the same defaent
revealed facility staff failed to wash/sanitize thair ‘ bractice,

hands properly before handling a resident's food ||
tray, before/after the provision of care for the i

the oncoming staff by the charge
nurse,
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F 441 | Continued From page 2 F 441
| residents, and when they handled objects the All other residents on isolation
residents had come into contact with, precautions were reviewed to ensure
o N that the correct isolation precautions
The ﬁndlngs nclude: " and signage were in place. The staff
A review of the infection control policy (dated was educated on proper isolation
2001 and revised August 2007) revealed the precautions by the charge nurse and
facllity had established guidelines for the isolation precautions were added
implementing isolatlon precautions, and would to the 24 hour shift report.
maintain a safe, sanitary, and comfortable
environment for personnel, residents, visitors,
and the general public. According to the policy i
gloves, masks, gowns, eye protection, and face Address what measures will be put
shields were {o be used for resident care that into place or systemic changes made
may generate splashes-or sprays of blood, body to ensure that the deficient practice
fiuids, and secretions. In addition, a review of the will not recur. :
policy revealed signage was to be prominently
di d related to isolation.
isplayed rel ted_ ¢ Isoaien 1. The charge nurse will determine
A review of the handwashing policy (effective the need for isolation precautions !
122010} revealed staff was to wash hands and type of precautions to be used !
before handiing a resident's food tray, based on resident diagnosis per the |
beforedafter caring for each resident, and a1l
g g . CDC guidelines,
“beforefafter they handled anything the resident
has touched.” : -
o 2. The charge nurse will contact the
A review of the medical record for Resident #12 housekeeping department who will
revealed on 09/07/11, Resident #12 was bring up isolation caris, bichazard
diagnosed with Right Lowar Labe Pneumnonia, barrels and notification signage for
had bactenal Extended Specirum Beta staff and visitors
Lactamase {ESBL) in his/her sputum, and was in ’
contact isolation. Resident #12 was in a room by )
| him/her self and the physictan had requested for 3. The charge nurse will update the
the resident fo wear a mask whean outside of communication board to include
his{ze;triorg'bgemtlm;ﬁﬁgq rEVearlteE' t?he room number and type of isolation
resident ha n instructed to wash his/her .
- tions to b d,
hands and to wear a mask over his/her nose and precantions fo be use
mouth when the resident was near. other
- |
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N 4. The charge nurse will be
F 441" Centinued From page 3 N ‘ F447| responsible to ensure that signage is
residents. A review of documentation revealed on the residents’” door to alert visitors
Reg;dent #1 2m\nras cokmpliant witfy hand washmg and staff and that isclation
a .
nd wearing ihe mas carts/barrels are available and
stocked. Nurse will utilize check

A care plan dated 09/G7/11, revealed contact
precautions had been recommended for Resident
#12 related to the ESBL organism in the sputum.
A review of the State Registered Nursing
Assistant (SRNA) care plan dated November
2011 for Resident #12 revealed staff was
instructed to have the resident wear a mask when
outside of his/her room and fo remain in isolation
uniii further orders. The orders to remain in
isolation were discontinued on 11/02/11.
Continued review of Resident #12's physician's
orders written on 11/02/11, revealed a sputum
culture had been obtained on 10/31/11, and
revealed a growth of bacteria Escherichia coli
{E-coli). The physician was contacted and there
were no additional orders received related to
isolation precautions,

Chbservation on 10/31/11, at 11:30 AM, revealed

SRNA #1 entered Resident #12's room to deliver
a meal fray and did not wash her hands or apply

gloves/gownfmask, The SRNA arranged

Resident #12's fray on a bedside table and exited !
Resident #12°s room without washmgisamtrzing -

her hands,

Continuad observation conducted on 10/31/11, at
11:30 AM; 11/01/11, at 9:00 AM; and 11!02/11 at
5:00 AM, revealed a red barre| that contained

solled linens and a confalner with masks, gowns, ’

| and gioves located outside of the resident's room.
{ There was no signage outside of Resident #17's

rocom related to isolation.

H

0

sheet to ensure all steps have been
followed. This will be turned into
the DON/ADON upon completion.

5. All staff will be educated by the
DON/ADON and staff development
on  the isolation
precaution process to include the use
of communication board, type of
precautions and use of PPE,

coordinator

6. To ensure that all staff is aware of
what PPE to use for each type of
isolation precaution, a color coding
.system has been established to
identify the type of PPE will be used.
Color coded precautions with the
needed PPE will be available with
ALL isolation carts and at the nurses’
station for easy staff accessibility.
All Staff will be educated by the
ADON/DON or staff development
coordinator on the color coded
isolation precaution system.

7. The color coded isolation system
will be added fo the new employee
orientation process by the staff
| developrnent coordinator.
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F 441 Contmued Frorn page 4 ‘Fa41| 8. All staff will be re-educated by the

1at 1:00 PM, revealed the physieian had

¢ after assisting residents with setfing up meal trays

give thir/her} a shower."

On 11702111, at 1:00 PM, Resident #12 was
ohserved {o be in the facility dining room, in the
presence of other residents/staff. Observation
revealed the resident was not wearing a mask as
required by physician's ¢rders. Observations
further revealed on 11/02/11, the Personal’
Protective Equipment {FPE)} and the red bamel
had been removed from ouiside of the resident's
room. Interview with Resident #12 on 11/02/11,

discontinued the mask and isolation on-10726/11.

Interview with SRNA #1 on 10/31/11, revealed the
SRNA was unsure of the PPE required to care for
Resident #12. The SRNA knew the resident was
fo wear a mask when the resident came out of
his/her bedroom and stated stafi was to wear a
mask when in Resident #12°s room. The SRNA
stated, "] did not wear a mask to just set up the
lneh fray.” Furiher interview reveaied the SRNA
did not know to wash/sanitize hands before and

and touching fterms in rasidents' rooms.

interview with SRNA #2 on 10/31/11, at 11:40
AM, reveatied to her knowledge Resident #12 was
not ir isolation and could be outside of his/her
room i the resident wore 2 mask. The SRNA
reportedly thought Resident #12 had Methiciliin
Resistant Staphylococcus Aureus (MRSA} in
his/her nose: The SRNA stated, “| wear gloves
when 1 go into the room, and wear a mask when |

interview with LPN #3 on 10/31/11, at 41:45 AM,
revealed Resident #12 was in contact isolation

related to 2 growth of ESBL.in spuium. LPN #3
stated the mask was discontinued by fhe doctor

© between resident care duties and

" competency and proper technique by

DON/ADON or staff development
coordinator on  hand washing

delivering mea} service to residents.
This will also include re-education
on hand washing upen leaving a
room with isolation precautions.

9, SRNA #1 was educated on 11-3-11
by the DON on the infection control
and hand washing policies verbally
with no written documentation
noted and resigned from the position -
without notice.  SRNA #2 was
educated on 11-3-11 by the DON on
the infecon control and hand
washing  policies with  written
education,

Indicate _how _the facility plans to
monitor its performance to ensure
that solutions are sustained,

1. All nursing staff will be observed
and checked off on hand washing

the DON/ADON or
Development Coordinator.

Staff
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F 441 | Continued From page 5 . Fa41] 2 An audit will be completed

isolation precautions,

"t According fo the. DON, signage was on the

. Interview with RN #1 on 10/31/11,at 12:30 P,
! revealed Resident #12 had the organism ESBL in

i on cantact precautions and should have also

on 10/26/11; however, the resident was stili on
antibiotics and the facility continued the mask for
the resident when he/she was outside of the roem
until a cutture carme back negative for ESBL

ILPN #3 stated staff should-wear masks/gowns
and gloves when entering Resident #12's room.
LPN #3 was not aware of any signage utilized by
the facility to nolify the staff or the public of

the sputum and was on contact isolation, The RN
stated the resident was required to wear a mask
when outsids of the room.

An interview with the Director of Nursing on
11/02/11, at 3:30 PM, revealed Resident #12 was

have been on droplet precautions due o the
growth of ESBL in the resident's sputum.

resident's door unfil 10/26/11 (that stated for
visitors to notify Nursing prior to enjering the
room}, at which time the resident went to the
physician and the mask was ordered to be
discontinued. Further interview with the DON
revealed all stafffSRNAs had been trained fo
wash/sanitize hands before and after setting up -
residents' maal frays and touching iterns in
resident rooms, '

. proper hand washing to prevent the

weekly for 3 months by the DON or
ADON on all residents that are on
isolation precautions te ensure that
proper procedures are in place and
that staif are using appropriate PPE.

3. Audits will be completed 3 x a
week on different shifts for 3 months
by the DON/ADON or Staff
Development Coordinator to ensure ,

spread of infection is occurring,

4. All of the above stated audits will
be reviewed by the Quality
Assurance committea monthly for 3
months and continued only at the
discretion of the Quality Assurance
cominittee.
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K 0004 INITIAL COMMENTS : Kool o - _
- - " Redkcastle Healthand. Rehabilitation
| BUILDING; 01 . ' ‘does not believe and does nof admit
S . : that @ny deficiencies existed, belore,
1PLAN APPROVAL: 1985 . during or -after the survey. The

FaClhty reservies. the l‘igiit “to: contest

+SURVEY UNDER: 2000 Existing the survey findings through informal

‘_FACPLH;Y*TYPE}: SNEINF B ' ) " E dispute resolution, formal :appeal
+ - pl'OCE!Edan'S or al'ly adm]nlsh'atlve DI'
1 TYPE.OF STRUCTURE One story, Typeill T legal proceedmcs. This plan of
-_(000) ] o - . i . correction is nel meant ko establish

Carty standard  of curs, contract |
: - obligation. or position and the -
COMPLETE SUPERVISED AUTOMATIC PRE | Facliity-rasexves all rights to raise.afl
-ALARM SYSTEM - possiblé contentions and -defenges in
' : " any: {ype. of civil or ‘eriminal cliin,
actien or proceeding.  Nothing

SMOKE COMPARTMENTS: Bi¥

FULLY SPRINKLED, SUF’ERVISED (DRY

SYSTEM) : _ ciraimed iy thiy plan af co'f.r'ectlon
EMERGENCY POWER Type ll dlesel genera’for should be considered as a Wawer. of .|
and Type i proptie generator | amy potentially applicable Peer

Restew, Quality Assurance or self
critical: examination privilege which

A Hfe safety code suvey was injtiafed: arid the Fecility does ot waive and

conclided-op 1101411, The findi ngs that follow

demonstraite I'IOHCOF_UP.]!E%_HBEW th Titie 42, Code Teserves the ngh{ 0 assert in Ay
of Federal Regulations, 483.70 (3) et seqg {Life ) administrative, cvil or crithinal
Safety-from Fire). The facility was found netin : claim,. actier or proceeding. ‘The
| substantial compliance with the Requirements Tor f,aahty offery: its Tesponse, credible

¢ Parficipation for Medicare and Medicaid, aﬂegahons of coinpliarics and plan of

Deficiencies wers-cited with-the highest - correction: as: part: of its ongoing

' deficiency identified at."E"lével. _ effotts to provide quality of care to
K062 | NFPA 101 LIFE SAFETY CODE STAN DARD. | Kosp| residents ; g _
SS=E | - ) ’
Reguired autormatic.sprinkier Bysierns are R : o i ' gg«’;?"g 7]
o conﬂnuuus]y rnami:ained in refiable :opeTating L S 4

| ARORATORY TIRECTORS OR B SUPPLIER PRESENTATNE’SSIGMTURE TITLE ; '
ABORITERTEIGS f_g,,i;an&af R AT g
Lo dad L e ' B P

Aﬂy deficikenity statemént ending with an asterisk (") denates 2 Heficiency which the imstibytion ma’y be exc:zrsed from curfectmg providing T is determirad hat
ofhérsafeguards provige Buficient protection to the patienis. (See insdruchionsy Except for fursing homes, the firidings stated above are disdosabie 90 days -
foliowing the date of:survey: whetherornot a plan of carrection is provided. Fernursing. homes. ithe abbys Tindings and:plans of: torrectioh are-disciosable 14
days Tolowing the date these docurrients are made avaiable to the facurlv It daﬁc:erfcles are citet, an-approved plan m’ correction is requ:srfe to-oTimued
program patficipation,
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condition and are inspected and i;ested K

| pericdically.  19.7.6, 4.6.12, NFPA 13, NFPA .
125,9.7.5 ‘ Address what corrective action will
' be accomplished for those residents
found to be affected by the deficient

This STANDARD s not met as evidenced by: - practice/spedific comrective action,
Based on interview and record review, the facifity '

failed to ensure the sprinkler system was : 1. Adding accelerator to
maintained according to NFPA standards. This gprinkler system.

deficient practice affected four of six smoke
compartments, staff, and approximataly sixty - .
residents. The facility has the capacity for 104 fire protection company.
beds with a census of 93 on the day of the )
survey. ‘

Accelerator on order with

Address how the facility will identify
other residents having the potential
to be affected by the same deficient

The findings inciude:

During the Life Safety Code survey on 08/23/11,

at 11:20 AM, with the Director of Maintenance ©| PRractice,

{DOM) & record review of the facility's sprinkler

systemn revealed documentation that a full flow : 2. Allresidents have the
trip test had been performed. This testis ht . potential to be affected.

performed to ensure the water in the sprinkier
systern reaches the hazard in a timely manner in

g fire situation. The requirement is 80 =econds Address what measures will be put

for the water to reach the test valve. The facility | . Into place or systemic changes made
has three sprinkler systems. One of the sprinkier ¢ to_ensure that the deficient practice
systems exceeded the 80-second time fimit at 75 , will not recur.

seconds. An interview with the DOM on
08/23/11, at 3:30 PN, revealed the DOM was not ; ;
‘aware of the B0-second reguirement of this type 3. Fire PI‘O'[CCthl] company (o
| of testing. do trip test quarterly for

: 6/mo to ensure compliance.
Reference: NFPA 13 {1999 Edition};

4-2.3.1* Volume Limitations,
Not more than 730 gal (2839 L) system capac:ty
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shall be controlied by one dry pipe valve.
Exception: Pipingvolume shall be permitted io
exceed 750 gal (2838 L) for nongridded systems
if the system design is such thal water is
delivered to the system fest connection in not
more than 80 seconds, starting at the normat air
pressure on the system and at the time of fully
operted inspection test connection.

A4-2.31

The 6G-second limit does not apply to dry
systems with capacities of 500 gal (1893 L) or
less, nor to dry systems with capactties of 750 gal
{2839 L) or less if equipped with a quick-opening
device,
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Indicate_how the facility plans to
monitor ils performance to ensure
that solutions are sustained,

4. All of the above stated audits will
be reviewed by the Quality
Assurance committee monthly for 3
months and continued only at the
discretion of the Quality Assurance
committee.

5. Completion date 12/17/11
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