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NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X49m SUMMARY STATEMENT OF DEFICIENCIES o : PRCOVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX ° (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) i TAG CROSS-REFERENCED TCQ THE APPROPRIATE ¢ DATE
: DEFICIENCY)
{F 000} INITIAL COMMENTS {F 000},

An offsite revisit was conducted and based on
the acceptabte POC the facility was deemed to
" be in compliance as alleged on 11/30/13.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Anty deficiency statement ending with an asterisk {*) denoles a deficiency which the inslitution may be excused from correcting providing it is determined that
sther safeguards provide sufficient proleclion lo the palients. {See instructions.) Except for nursing homes, the findings sfated above are disclosable §0 days
lollowing the dale of survey whether or nof a plan of correction is provided. For nursing homes, the above findings and Ptans of correction are disctosabte 14
1ays following the dale these documents are made available to the facility. If deficiencies are clted, an approved plan of correction is requisite to continued
srogram participation.
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NAME OF PROVIOER OR SUPPLIER STREET AQORESS, CITY, STATE, ZIP CORE
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(X, SUMMARY STATEMENT QF OEFICIENCIES ! 18] ! PROVIDER'S PLAN OF CO RRECTION i
PREFI T {EACH OEFICIENCY MUST BE PRECEOED BY FULL i PREFIX | {EACH CORRECTIVE ACTION SHOULD Bi: couiterion
TAG REGULATORY QR LSC IOENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRATE H DATE
i i | OEFICIENCY) :
4 1 ¥ !
,. | .r
F 000 : INITIAL COMMENTS ) F Qo0' This Plan of Correction is the center's credible
i | b allegation of complionge. i
— . f i |
I A Standard Recerfificalion Survey was Initlated i Preparation andfor executton of this plait of correciton
: 0N 10/29/13 and concluded on 10/31/13 with I { does not constttnte adissiont or agreetnent By the
i deficlencies ciled, The highes f 1 provider of the trith of the jucts offeged or concluston’s
g averlty was an "E" @ highest scope and : . set forth i the statement of deficiencies. The planof ;
. ‘ i b eorrectton is prepared and/or execiited safefy becanse.
F 2834 433,15(h)(2) HOUSEKEEPING & ) F 283, jris requtred by the provisions of federal and state leot.
$5=D; MAINTENANCE SERVICES ) }
: i ;
{ The facitty must ’ ; F2o3 E
*Tne facillty must provide housekeeplng.dng f . On10/29/13, the unlabeled and uncovered. ! 112542013
| mantenance services necessary fo maintaina ' bed pan was discarded for unsampled
; Sanitary, orderly, and comfortable Interior. ; P P !
! i ! Resident #1, The unlabeled and unbagged X
t ; [ collection hat was discarded for unsampled
; This REQUIREMENT is nof met as evidenced ,' i Resident #2. The unlabeled bed panwas
] by: ! | discarded for unsampled Resident #3. All |
° Based on cbservation, staff and rasident I items were replaced new, labeled with the!

} interviews, and review of factlity palicy, it was

Fof residents’ bath basins and bed pans for three
i (3) unsampled residents, A bedpan was

, Observed to be unfabéled and uncovered In
“Unsampled Resident #1's bathroom. An

f unfabeled and unbagged collection hat was

; lodged between a towel bar and the wall in

i Unsampled Resident #3.

’ The findIngs Include:

i Review of faclitty pollcy entttled, "Policles ard~
 Practices- Infection Controt”, with a revision date
l'of August 2012, revealed "this facity's infection

| contral pollcies and practices are intended to

: faciMtate maintaining a safe, santary and

- comforiable environment and to help prevent and
| manage transmisston of diseases and infections”,

 determined the facility fatled fo maintain a proper |
sanitary environment related to Improper storage :

" Unsampled Resident #2's bathroormiand.ap— =+
F'unlabeled bed pan was stored in the bathroom of: ;

i
i
i
]
|

i

resldents name, bagged and properly i
'r stored. ,
b The Untt Managers wilt conduct rounds in aft
i the resident rooms and bathrooms daily for
i oneweek, then one time a week for ane ;
month and then monthly for three months,

; toassure all bed pans colfection hats are !
U properly labeled and stored on 10/30/2018.
N © Any Items found unfabeled and uncovered
! were discarded, replaced new, labeled with

{ » theresidents name, bagged and properly
iv stored. i

- The staff Development Coordinator
' conducted In-services those In-services |
' were complete with all Nursing Staff frond
t 11/1//2013- 11/25/2013 on proper tabeling
i i
! :

<2
LABQTATORY OIREC g

[Xfif DATE

v

program participation,
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[X4) 10 SUMMARY STATEAIENT OF OEFIGIENGILS o PROVIOER'S PLAN OF COR
PREFIX | [EACH OEFICIENCY MUST B PRECEDES BY FULL PREFiX - |IEACH CORRECTIVE ACTION sfﬁg&%Nas ; col&?rm
TAG | REGULATORY ORLSC IDENTIFYING INFORMAT KON ioTaG ! CROSS-REFERENCED TO THE APPROPRIATE | DATE
i K OEFICIENCY|
) T 3
!

F 253! Conlinued Fraom page 1

!

i Observations on 10/29/13 at 10:00 AM, 10:25
AM, and 10:32 AM I threa {3) unsampled

. resldent rooms reveated the following: an
Puncovered balh pan with no identlfying name in
i the bathroom of Unsampled Resident #1; an

i unabeled and uncovered collection hat wedged
; between the towel bar and the wall in the

' bathroom belonging to Unsampled Restdent #2:
. and an unlabeled bed pan stored in Unsampled
' Resident #3's bathroom.

t

[ 0N 10/29/13 at 10:15 AM, revealed bath basins

, after belng labsled with the resident's name and
"placed in a plastic bag.
[

, #5 conftrmed the collectlon hat (n Unsampled

I intended for one-time use to collect a urlne
1 8ample, and should not have been stored n the
; bathroom, She further stated bed pans ang

in the bathroom, Buring continued Interview,

t the resident's name and room number, bagged
¢ @nd stored In the bedside table,

‘ Inferview with Registered Nurse (RN)#1, on

; the first inltial and last name and room number,
. RN #1 further stated she could not tell who the
f untabeled bed pans in the bathrooms for

I Interview with Licensed Practlcal Nurse (LPN) #3,

. wera to be stored In the restdent's bedslde table,
i During Interview with Certified Nursing Assfstants

; (CNA)#4 and #5, on 10/29/13 at 10:20 AM, CNA

" urinals should be labeled and bagged for storage !

t CNA#S stated bath basins should be fabsled with |

' Resident #2's bathroom was not labeted and was |
F'uncovered. CNA#4 stated the callectton hat was |

|
i
i
i

[10/29/113 at 10:37 AM, reveated she would not he !
 able to identlfy an unlabeled bed pan. She stated !
i twas the facility's process to label bed pans with |
i
!

£ o530 This Plan of Correction is the cemter's crediple
b olfegation of complianes, {
: i
( Preparatton andlor exeention of this plan of carrec!!mé
' does not consttmte admission or agreement by the |
i provider of the trath of the facts alleged or conclusions
sel forth in the statement of deficienctes. The plan of |
,  correction is prapared and/or execnted salely becanss
© Hisrequired by the provisions of federal anid state leip.

i and storage of bath basins, bed pans, and '
i collection hats to ensure proper storage of:
i such ltems are followed.
i ;
The Untt Managers and Weekend {
Supervisor and for Director of Nursing will
I conduct rounds to ensure proper labeling
and proper storage fs malntained.
The Unit Mangers and Weekend Supervisof
wilt repart any findings and corrective
actlon to the Director of Nursing and/or the

! Administrator.

The Director of Nursing and/or the ;
Administrator will make weekly rounds for
one month, and then monthly for one i
quarter to ensure proper storage and
labellng are malnialned to ensure a sanitary
environment. The results of the rounds will
be reviewed and analyzed monthly for three
months and the quarterly or as needed at
the Qual'ty Assurance Performance ]

. Improvement Commiitee meeting to assure
' asanitary, orderly and comfortable i
' environment are malntaied. i

i

i
i !
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1X2| MULTIPLE CONSTRUCTION
A BUILOING
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10/31/2013

NAME CF PROVIOER OR SUPPLIER

LIBERTY CARE AND REHABILITATION CENTER

STREET AOORESS, CITY, STATE, ZIP COOE
616 S WALLACE WILKINSON BLVD
LIBERTY, KY 42539

SUMMARY STATEMENT OF DEFICIENCIES

(x4)ID |
PREFX ! (EACH CEFICIENCY MUST BE PRECEDED BY Filii
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION]

(3]
PREFIX
TAG

| PROVIDER'S PLAN DF CORRECTION

! |IEAGH CORRECTIVE ACTION SHOULO BE :

CROSS-REFERENCED TO TIE APPROPRIATE
OEFICIENCY)

[X5)
COMPLETION
DATE

!
F 253! Contlinued From page 1

Obsewatnons on 10/29/13 at 10:00 AM, 10:25
" AM, and 10:32 AM in three (3) unsampled
! rasident rooms revealed the following: an
t uncovered bath pan with no Identifying name in
i the bathroom of Unsampled Resident #1; an
j unlabeted and uncovered collection hat wedged
between the fowel bar and the wall in the
. bathroom belonging to Unsam pled Resldent #2;
"and an unlabeled bed pan stored in Unsampled
' Resident #3's bathroom.

!
 Interview with Licensed Practical Nurse (LPN) #3,

jon 10/29/13 at 10:15 AM, revealed bath basins
, were {o be stored In the resldent's bedside table,
after belng labeled with the resident’s name and
! placed in a plastic bag.

i

i During Interview with Certifled Nursing Asslstants

 (CNAY#4 and #5, on 10/29/13 at 10:20 AM, CNA

#5 conflrmed the collectlon hat In Unsampled

f Resident #2's bathroom was: not labelad ang was !

funcovered. CNA #4 stated the callection hat was
i Intended for one-time use to collect a urine
; sample, and should not have been stored In the
" bathroom. She further stated bed pans and
urinals should be labeled and bagged for storage °
Lin the bathroom. During contlnued interview,
i CNA#5 stated bath basins should be tabeled with !
, the resident's name and room number, bagged
, and stored in the bedside table,

' Interview with Registered Nurse (RN) #1, on

I
[
!
I
I
!

i
!

1 10/29/13 at 10:37 AM, revealed she would not be |

| able to identffy an unlabeled bed pan. She stated |
i [t was the facility's process ta label bed pans with

i the first initial and last name and room number,

: RN #1 further stated she could not tell who the

: Unlabeled bed pans in the bathrooms for

t

!
i
:
H
!

F 253!

’
[
1
i
i This Plon of Correction is the center's credible

[' allegotion of compltance.

' Preparotion ondlor cxecutton of his plan of correctton
. does nol constitute odmission or agreement by the

: provider of the truth of the facts alleged or conchistons
i sel fortl in the slotement of deficiencies, The plarof
corvection is prepared andlar executed solely becanse
it is required by the provisions of federal ond state lmw. |

! The Unit Managers and Weekend ;
I' supervisor and /or Director of Nursing wilt
i conduct rounds to ensure proper labeling ;
I and proper storage is maintained, '
i The Unit Mangers and Weekend Supervisor |
wilt report any findIngs and corrective ;
actfon to the Director of Nursing and/or the i
I

I

t

!

I

The Director of Nursing and/or the
Administrator will make weekly rounds for
one month, and then monthly for one

H
!
1 Administrator.
j
f

r' guarter to ensure proper storage and |
' rabeling are maintained to ensure a santtary |
,' environment. The results of the rounds will
! be reviewed and analyzed monthly for three:
* months and the quarterly or as needed at

' the Quality Assurance Performance

' Improvement Committee meeting to assure
| asanitary, orderly and comfortabte

! environment are maintained. ’
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF GEFICIENCIES (X1) PROVICER/S UPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURvVEY
AND PLAN OF CORREC TION ICENTIFICATION NL IMBER: A. BUILOING COMPLETEQ
185408 B, WING 10/31/2013
STREET ADORESS, CITY, STATE, ZIP CODE

NAME OF PROVIOER OR SUPELIER
616 S WALLACE WILKINSON BLVD

LIBERTY CARE AND REHABILITATION CENTER
LIBERTY, KY 42533
XA i SUMMARY STATEMENT OF DEFICIENG IES ; ) | PROVIDER'S PLAN OF GORRECTION ot
PREFIX ' [EACH OEFICIENCY MUST BE PRECLOED BY FULL I prefix (EACH CORREGIVE ACTION SHOULQ BE ! colptenion
TAG | REGULATORY OR LSC IDENTIFYING INFORMA FIaN) ;0 TAG | CROSS-REFERENCED TO THE APFROPRIATE 3
L i i DEFICIENCY] !
z { z
F 253, Conf ‘ ; i
| Confinved From page 2 E F 253[ This Plon of Correction is the center's credible '
i Unsampled Residents #1 and #3 belanged to. [ | @llegation of compltance. i
F 322 483.25(g}(2) NG TREATMENT/SERVICES - ; F322; ’ ” Hon of this plas of i .
=y f ! i reparaitort and/or execritton of this plan of correction |
SS D:i RESTORE EATING SKILLS ' } does not constitnte admisston or ogreeniert by the
! | provider of the irith af the facts offeged or conchisions '

sel forth iy the stotemant of deficiencies. The plon of
carrectlon is prepared ond/or executed solely beeanse
it ts required by the provisions of federal ond state Feanr,

! Based on the comprehenslve assessmentofa :
; resident, the facitty must ensure that -- !

t{1) Aresident who has been able to eat enough |

; alone or with assistance is not fed by naso gastric | ! ’
‘tube unless the resident ' s clinica condition i ; o
j demonstrates that use of a naso gastric tube was E’ ;
- Unavoidable; and < : .
| { | F322 {11/9/2013
 (2) Aresldent who Is fed by a naso-gastric or , i
: gastrostomy fube receives the appropriate ' . On10/29/13, Resldent # 1 Glucerna feeding
j treatment. and services to prevent aspfra.tion . botile was changed and tabeled with the

. Pneumonia, dlarrhea, vomiting, dehydration, resident’s name, Iime, date, room number
"metabolic abnormalities, and nasal-pharyngeal and rate. The flush water botite was

f ;J;c':rerasrs and to restore, if possible, normal eating ! . changed, labeled with name, time, date,

: ‘ I ! room number and flush rate.

' . The Unit Mangers reviewed all other |

? ! ' residents who are fed by gastrostomy tube

‘ i | on 10/29/2013 to ensure the tube feeding
: . and flush waler were labieled with i

j ;
. This REQUIREMENT s not met as evidenced | ' appropriate date, time room number and

{by: ) i i flush rate. There were no other tube
; Based on observation, staff and resident ; - feeding or flush water to be unfabeled
. interviews, and record reviews, #t was determined ! Y found

- i

i the facllity faited to property labet the tube feeding ; i ;
; bottle for one (1) of eighteen (18) residents The Director of Nursing and the Staff i

! | ;
) (Resident #1). ! ' Development Coordinator completed in- i
! The findings indude: i i services with all the Licensed Nurses i
; completed an 11/5/2013 regarding proper i

i
‘ N I

f No policy was provided by the facility,

| i i
Facilily 10 100585 If continuation sheet Page 3 of 10
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STATEMENT OF DEFIGIENCIES IX1) PROVIOERSUBPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION 1%3) OATE SLIRVEY
ANO PLAN OF CORRECTION [OENTIFICATION NUKWBER; A BUILDING CONPLETEQ
185408 B WING - . 10/31/2013
NAME OF PROVIOER OR SUPPLIER STREET AODRESS, CITY, STATE, 2{P COOE
LIBERTY CARE AND REHABILITATION CENTER fjg E:T’:(L”;\?E;:ﬁ';gmso” BLVD
pyto | SUMMARY STATEMENT OF OEFICIENCIES | o "PROVIOER'S PLAN OF CORRECTION -
PREFIX {(EACH QEFICIENGY MUST BE PRECEQEQ BY FULL | OPREFR |[EACH CORRECTIVE ACTION SHOULD BE ! coMpLETION
TAG | REGULATORY OR LSC IOENTIEYING INFORMATION} i TAG ! CROSS-REFERENCEQ TO THE APPROPRIALE DAYE
; : i QEFICIENCY) A
i i [ i
F 322: ' Continued From page 3 .E F 322 This Plan of Correction is the center's credible !
! Review of the dlinlcal record reveared Resldert | : altagotion of comnplionce. |
i #1 was admitted by the facllity on 04/05/13 with ' " Preparation ond/or execution of this plon of correction]
i- diagnoses which included Diabetes Mellitus I, i [ does not constitnte adwission or agreement by the :
' Paralytic leus, and Dysphagia, ; i provider Faf!he truth of the focts c'J!feg.}zd or conc!ns!an.‘_s
| : | e et v bt oy i
| Sei\;:r; dog::tci;%sf;??ass ?orc::::'e?jgeg u?ggsg 3, J ' H ts required by the provistons of federol ond siate hm:?.
i 1.2 tube feedIng via an infusion pump at slxty (60 e . ;
, miltiiters per hour for twenty-two (22) hours, and )! ' labefing of tube feeding and ﬁu;h waler to
'the system was to be flushed at the rate of two 1 j Include: residents name, time, date, room
| hundred (200) milltiters every elght (8) hours. l { number and rate. ;
Further review of the physician's order rovealed : :
' the formuta contalner was 1o be labeled with the ! ! The nurses will be completing rounds at |
I resident's name, date, itme and nurse's Initials. | I shift change to ensure proper labefing Is 'ni
i place and the rate are in accordance to i
Observaﬂon on 10/29/13 at 10:06 AM, revealed | . physicians orders. :
i Resident #1's Glucerna feeding bottle was not i | !
; labeled with the time, date, or room number. : . . ;
! Further observation revealed the flush water ‘- ; The Unit Managers, Weekend Supervisor ;
i botlle had not been labeled with the time, date, | ~ and/or Direcior of Nursing will conduct
. room number, or rate of flush. | i audlts on a daily basis for one week, then [
' ; i  one time a week for one month and then i
{ During interview with t.icensed Practical Nurse | , monthly for three months to assure the -
(LPN)#3, on 10/29/13 at 10:16 AM, she i ' ticensed nurses are properly labeling the !
I confirmed the tube feeding bottle and the water , [ tube feeding and flush water per phystcians
IS e | e o
i who hung the bottles falled to label them ;  any findings/patterns for three months, i
( correctly. Continued inferview revealed the ‘ . then Quarterly or as needed at the Qualfty
bottles should have baen labeted with the ! Assurance Performance Improvement '
j resident's name and room number, the date, and : I Commilttee Meeting to assure the proper :
: the infusion rate. ' , tabeling Is in place and the rate arc in t
F 441! 483.65 INFECTION CONTROL, PREVENT s F 441,  accordance to phystcians orders. '
5S=E | SPREAD, LINENS ; :
' The facllity must establish and matntain an g '
i Infection Control Program designed to provide a
 safe, santary and comfortable environment and ; [
I i ! :
Event [Q; UGSH I Facillty 10: (00685 If confinuration sheel Page 4 of 14
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185408 B WING . - 10/31/2013
STREET ADORESS, CITY, STATE, ZI? COGE

NAME OF PROVIDER OR SUPPLIER

LIBERTY CARE AND REHABILITATION CENTER

618 S WALLACE WILKINSON BLvD
LIBERTY, KY 42539

(X4)10 i SUMMARY STATEMENT OF DEFICIENGIES ! 1o PROVIQER'S #LAN OF CORRECTION : IX8)
PREFIX | (EACIH DEFICIENCY MUST BE PRECEQED BY FIILL : PREFIX | |EACH CORRECTIVE ACTION SHOULO BIF ! COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) ! TAG |  CROSS-REFERENGED TO THE APPROPRATE |  DATE
i : : DEFICIENCY) i
l ; : [
T 1 T g
. i i
F 441 ! Continued From page 4 F :
- pag i . 441 ! Fhis Plan of Correction is the center's credible :
i to help prevent the development and transmnssron! i allegation of complance.

' of dlsease and infection. : ! ;
i l ; FPreparotion ondlor execution of this plan of correction [

! . t i does nol constitnte adnitsston or agrezimen! by the
(a) rnfec‘:t'ton Confrof Pr‘?gram , . " provider of the truth of the focts alleged or conclnsions |
- The facil blish an tnfection C i !
; e facility must astablish an Infectfion Contral : i sel forth in the statement of defictencies. Theplonof |
! Program under which If - i corection is prepared ondlor executed solely beconse ¢
: (1) Investigates, controls, and prevents Infactlons f I itis required by the provisions of federol ond state aw. :
! In the facllity; | : i
. (2) Decides what procedures, such as Isalation, | ; !

! i | 11/30/2013

! should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
| actions retafed to infections,

E {b) Preventing Spread of Infection

. (1) When the Infection Controt Program
_! determines that a resident needs isolation to

. prevent the spread of Infection, the facility must

: Isolate the resldent,

_{2) The faclitty must prohibit employees with a

i communicable disease or infected skin lesions

: from direct contact with resldertts or their food, if
| direct contact will fransmit the disease.

1 (3) The facility must require staff to wash their

: hands after each direct resident contact for which
| hand wasling s indicated by accepted

. professlonal practice.

I

,{¢) Linens

t Personnel must handle, store, pracess and
“transport linens so as to prevent the spread of

5 infectlon,

|

i This REQUIREMENT is not et as evidenced

{ by:

i Based on Interview, record revlew, and review of
; faciltty policy it was determined the facility failed

i to malrtain an effective Infectlon Control Program

F441
On 10/30/13 the appropriate PPE gown and
_ gloves were donned prior to entering the
| contact precaution room for resident # 2.
On 10/29/13 the Mechantcal Lt was ,
! sanitized before use with any other |
E residents.

© On10/31/13the appropriate protocol for

! changing gloves, hand washing and
appropriate measures for handling sofled
tinen were executed.

;. On10/29/13 the appropriate infectfon

-' control measures were execiited when
delivering meal trays to contact precaution
rooms,

LPN #4, CNA i1, 4, 7 and 8 involved were
each educated regarding appropriate PPE, | .
sanltizing equipment, proper hand washlng;‘l'

gloving procedures and handiing solled linen

; on11/4/13.

] The Unit Mangers, Infection Controf Nurse |
i and/or Director of Nursing completed .
rounds i all isolation rooms to assure the
proper PPE were avaliable to the staff
onf10/31/13. All residents are at risk.

!

The infection Control Commilttee had an Ad'
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F 441 l Conttnuad From page 5 I F 441 ! This Plon of Correction is the certer's credible !
| designed to provide a safe and sanitary I | ollegation of complionce. r
' envirorTment and to prevent the dekvelopment and Preparation andfor execution of this plon of correction
i transmission of disease and infection for the I doesnot constitute odurtsston or agreement by the |
facillty as evidenced by observation of direc! care - provider of the truth of the focts alleged or canclustons
staff providing restdant care without donning f E sel farf}‘: in 'f!re statenient of defictenctes. The plon of i
] appropriate Personal Protective Equtpment (PPE) ! ;";’f;;fg;‘Z;"*;‘;’;fa‘::f;;:;jéﬁfaﬁ:ﬁj’:f,fff;;
for residents with Contact Isofatlon Precautlons I - ; T
i ; . ! !
lace. Observations of meat tray defvery intoa | ’ .
| pContact Isotatlon room revealed )IgP[i wg rot . hocmeeting on 11/12/13 to review
i belng utllized. Additionatly observation reveated al + Infectlon Control and 1sofation-Categories of
~Hoyer lift removed from a Contact Isolation room i Transmlssion-Based Precautions. The Staff;’
i without bemng properly sanitized: and, staff ! ! Development CoordInator/infection Control
- remaving softed trash/finen bags from a Contact _ i Nurse completed n-service with all staff !
j Isolation room without weerlng gloves for four (4) " between 11/1/2013- 11/25/2013 for
of nineteen (19) sampied residents {Resident ‘ | donning appropriate PPE for resident In
residents In a selected sample of Ninetean (19). | " Contact isolation, proper sanltation of ]
 The findings nclude: i ;' equipment used in Contact Isolation roomé.
: . hand washing, gloving and proper removall
. Review of the facillty's policy titled, "Pollcies and i g' of soifed linen from the Contact 1solation ;
| Practices- Infection Control”, Policy Statement ! , room-to ensure an effective Infectlon
" Page 18, with a revision date of 08/12 revealed ? i control program to provide safe and j
i the facility's infectlon controt policies and ! . sanftary environment and to prevent the
! procedures were intended to facilitate the | b transmission of disease and Infection.
. maintenance of a safe, sariitary and comfortable -
environment and to help prevent and manaae ; .
I fransmlssion of diseases and infections. 9 r i The Unit MarTagers. Weekend Supervisor !
I- ; j and/or Infection Control nurse wift conduc{i
: Revlew of the facility's pollcy ttled, i ¢ audits on a dally basls for one week, then
i "Isotation-Categories of Transmission-Based ; i onetime aweek for one month and then
i Precautions” with a revision date of 08/12, { monthly for three months to assure staff are
“revealed contact prﬁ.CaUthnS were {o be : i donning appropriate PPE, sanitizing ,.
Himplemented for residents known or suspected to ; | equipment, hand washing, gloving and
{be fnfegted with microorganisms that could be | : handling solled linens appropriated for |
transmitted by direct contact with the resident or _ | A i
| indirect contact with environmental surfaces. The | - Contact Isolation raoms, ny concerns wil
. pollcy Indicated examples of infections requking ! be addressed Immediatety including any :
 contact precautions Included, but were not fimited ; . needed educalion, and reported to the |
“ to: Infectlons with multi-drug reststant organisms. , Infection Control Commiittee for further
Fachly l0: 100888 t conltnuation sheat Page & of 10
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F 441 I Continued From page 8 ! F 441 : This Plan of Correction is the center's credible :
" Furlher review of the pollcy revealed if a resident i | olfegotion of complionce. l
i was placed In contact precautfons, in additton to * f Preparatfor and/or execution of this plon of correetion
! wearfng gloves, staff were 10 wear a disposable i _ does not constitite adwrission or agreement by the
i gown upan gnfering the roony, : i provider of the truth of the facts olleged or conclusicns
! , P set forth int the stolewent of defictencles. The plan of
1. Review of Resident #2's record revealed an ! ;  cor ’W"";’ ’;ﬁ’f’ﬁ“’ ed "'f‘f"’ ““‘gf‘f "”"‘?3’ “’;’C"""‘?F
E admlssion dare of 12/3/2009, with diagnoses 4 | itis required by the provistons of federo! und state mi.
“ which Included Type 1l Diabetes Mellitus, i ) d dat i
: Pressure Ulcers fo the Heel and Buttock, and ! review and recommendatians. v
i MRSA (Methicillin-resistart Staphylococcus l' . The Director of Nursing and the '
_atreus, an antibiotic resistant organlsm). Review ' I Administrator will observe Infection control
} of the Quarterly Minimum Data Sef, (MDS) i . practices as part of their weekly rounds and
" Assessment dated 9/16/201 3, revealed the facility! ! any concerns will be carrected and ;
| assessed Rosldent #2 1o have severe cognllive | , addressed immedtately, Including
! Impairment and to require extenslve assist from ¢ ! education, f
i staff for all Activitles of Daily Living. i ) ,
H ] 1
Observation on 10/30/13 at 5:30 PM, revealed | t The Infectlon Contro! Committee will
| Certied Nursing Assistant (CNA) #4 entered the ; continue survelllance and observatlon, traqk
‘room of Reslident # 2, who was on contact . ! and trend Infectlons, make :
| precautlons, without donning gloves and a gown | E recommendations to prevent the :
t as per facility poficy. . . transmission of disease and Infection,
: : i The infection Control Nurse will report any]
| 'ﬂff’;;’;::’-s ?12 :{%’33’:&; ﬁ;f%?ﬁ fy'g@scﬁg f‘* § i findings/palterns for three months, then ;
rrev ves a )
gown before entering Resident #2£'Js comand | | Quarterly or as needed at the Quallty [
I had been tralned 1o do this. CNA# 4 stated she | ' Assurance Performance improverment
! should have donned gloves and a gown prior o | | Commitee Meeling to ensure an effective
. enterlng Resldent #2's room as per facility porlcy ' infectton control program to provide safe |
: § and sanitary environment and to provent '
Imerwew on 10/30/13 at 5:40 PM, with Licensed ; ©  the transmission of disease and Infection. ;
i Practical Nurse (LPN) #1 revealed CNA #4 had | .
t entered Resident #2's room without danriing !
- gloves or a gown; however, the CNA had been | : !
f trained on contact precautions and knew to do E ;
" this prior to entering a room with contact , ' 1
i precautions. : | '
- 2. Revlew Resident #10's record revealed an l } '
Event IO UGSHI Faclity [0: 100685 if continuation shest Page 7ot 10
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F 441 Continued From page 7 §
. re-admission date of 08/28/13, with diagnosls ,
| which included Congestive Heart Failure. Review |
“of the lah report dated 10/18/1 3, revealed :

Resident #10's urine contained ESBL {Extended l
- Spectrum Beta-Laclamase a bacteria causling ;
| urinary tract Infections and are resistant to some !
" antibiotics).

i
l Observation on 10/29/13 at 12: 25 PM, revealed
i LPN #4 coming out of Resident #10's room with a i
[ift and not sanitizing the lit. Further observatlon
i revealed Resident #10 was on contact
] precautions. |
Interview, on 10/29/13 at 12:45 PM, with LPN #4 )
revealed she came out of Resident#10's room |
 with the lift to take it to the facility's central bath :
‘ storage area to sanitize it. She stated she was i
j sure”the CNAs had sanitized the lift while it was
*in Resident #10's room. LPN #4 stated she did |
; hot sanitize the lift while it was in Resldent #10's :
i room and by taking it from the room not sanltized |
. there was a potential to infect other resldents,
| She indicated she should have sanltized the Ift
" prior to removing it from Resident #10's room. |

;! Intervlew, on 10/29/13 at 12:50 PM, with CNA#1
revealed if a lift is in a contact isotation room jt

| Needed to be sanitized while in the room.
*Interview, on 10/31/13 al 4:55 PM, with LPN #1 :
j revealed hoyer lifts should be sanltized prior to I
* coming out of a contact isolation room. LPN #1 :
i stated LPN #4 had indicated she have "just
' infected" everyone up and down the hatl,
[}

| Observatlon on 10/31/13 at 11:30 AM of CNA #8, |
. while in a contact isofation room, revealed the i
I CNA touched the bed and bed control with gloved |
* hands then provided peri-care to Resident #16
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t without changlng gloves or washing hands.

i Observation of CNA #7, who was also In the

j room, revealed the CNA to pick up a plastlc bag
“from Resident #16's bed with no gloves on, leave
' the room and proceed down the hall to the soiled

i linen rogm.,

Interview, on 10/31/13 at 3:35 PM. with CNA #8

I revealed gloves were supposed to be changed

i before providing care if other items were touched,
- such as, the bed and bed control, CNA #8
Vindicated he/she had been told to treat contact
lisolation residents' roommates in the same

| manner by using gloves and gowns.

: Interview, on 10/31/13 at 4:28 PM, with

i Registered Nurse (RN) #1 revealed she did not

_think bags should be transported without gloves,
She stated If a bag was placed on the bed of

| contact precaution resident It could become

i potentially contaminated with the organism the

l‘ resident was infected with,

| 3. Observation on 10/2013 at 12:30 PM revealed
. CNA #1 took Resident #10's lunch tray into
Lris/her room without donning personal protection
i equipment (PPE). Observation revealed

, Resident #10 was on contact precautions,

f Resident #10's bedcovers and then touched the
| resident's hand with her ungloved hands,

Unterview, 10/29/13 at 12:32 PM. with SRNA#1
j revealed she should have gowned and gloved

"her hands after exiting the room,

[
; Interview, on 10/31/13 at 2:30 PM, with the

! Infection Control Nurse revealed prevention and

' Continued observation revealed CNA # to touch i

- before enterlng Resident #10's room and washed

i
i

H
]

3

{
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F 441 Contlnued From page 9 ! F 441! !'
j control of additional cases of infection fell on j [ '
_educating staff, performing thorough hand ; ;
i washing, cleaning and sanrtrzrng items the correct ! !
, way, performing "proper” peri-care, and ensuring i E
gloves were utilized correctly, ’ : i
| | !
; j :
! | ; i
! ! .' |
| : i
! \ i ;
] ' i i
: | ! !
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K 000 1 INITIAL COMMENTS
i

| CFR: 42 CFR §483.70 {a)
i

[BUILDING: 01

l

| PLAN APPROVAL: 1993

1

i SURVEY UNDER: 2000 Existing
| FACILITY TYPE: SNE/NF

| TYPE OF STRUCTURE: One story, Type V
| (000)
|

| SMOKE COMPARTMENTS: Six

i
1 COMPLETE SUPERVISED AUTOMATIC FIRE
. ALARM SYSTEM

'FULLY SPRINKLED,
I SYSTEM)
!

| EMERGENCY POWER: Type Il dlesel ganarator

SUPERVISED (DRY

|

i Allfe safely code survey was inlflaled and

. concludad on 10/30/13, for coempliance with Tlile
' 42, Code of Federa) Regulalons, §483.70 (a).

! The facility was found 1o be jn compliance with

i NFPA 101 Life Safely Code, 2000 Editlon,

|
i No deficiencies were identifled durlng this survey.
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