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FO00 INITIAL COMMENTS F 000 Administrator spoke with resident’s q I (
) responsible party at the facility on 13
An abbroviated standard survey (KKY22998) was 3/17/15 at which time no concems
conducted en 03/26/15. The complaint was were expressed.
substentiated with deficient practice identified at
"D" lsval. Allegations from residents responsible
F 226 483.13(c)(1)(H)-(iii), (c)(2) - (4) F225 party was investigated by a survey
ss=D INVESTIGATE/REPORT team on 3/26/15.
ALLEGATIONS/INDIVIDUALS

The facllity must not employ Individuals who have
been found gulity of abusing, neglecling, or
mistreating resldents by a court of law; or have
had a finding entered Into the Stale nurse aide
registry concerning abuse, neglect, mistreatment
of resldents or misapproprliation of thelr property;
and report any knowledge It has of actions by a
court of law agalnsl an employes, which would
indlcate unfitness for service as a nurse alde or
other facility staff to the State nurse aide registry
or licensing authorities.

Tha facllity must ensure that all alleged viotations
involving mistreatment, neglect, or abuse,
Inciuding njuries of unknown sourcs and
misappropriation of resident property are reporied
immediately to the administrator of the facility and
to other officials In accordance with State faw
through established procedures (including to the
Stals survey and certification agency).

The facility must have avidence that al! alleged
violalions are theroughly Investigated, and must
prevent further polential abuse while the
Investigation Is in progress.

The resulls of all Investigations must be reporied
to the administrater or his designated
representative and to other officials In accordance

After revlew of complaint and
interview with resident or family
member it was determined that no other
residents were found to be affected by
the deficient practice.

Any further allegations will be plioned
1o the Department of Commaunity
Services and Division of Long Term
Care in accordance with State and
Federal reguiations.

Facility staff will be in serviced on
abuse/meglect policy by Administrator
or designee.

Any further allegations will be reporied
to Administrator or Director of Nurses
immediately. A copy of the completed
final report of allegations being
submitted to DCBS and Division of
Long Term within 5 working days.

An allegation of abuse/complaint log
will be maintained in the office where a
copy of the completed form will be
maintained,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPL RE TIVE'S SIGNATURE o mminF&E (A8} DATE
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s
Any dofiddency atatement endingwi  n aslers esads ency which the Instilution may be excused from correcting provkiing It Is determined that

other safeguards provida sufficient p n th enls. (Seo instuctiona.) Excep! for nursing homes, the findings stated abovs are disclosable 80 days

following the date of survey whather or not a plan of corection ls provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date thess documents are mada avallable fo the facliity, If deficlencles aro clled, an approved plan of corection [a requisite to continusd

program paricipatien,
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with State law (including to the Slale survey and
certification agency) within 5 working days of the
Incident, and if the alleged violation is verified
approprlate corrective aclion must be taken,

This REQUIREMENT is not mel as evidencad
by:

Based on interview, record review, and a raview
of the facility policy it was determined the facllity
falled to ensure all alleged violations Involving
mistrealment, neglact, or abuse were thoroughly
investigated end reported immediataly o the
Administrator and other officlals in accordance
with state law for one (1) of four (4) sampled
regidents (Resident #1). An Intarview with
Resident #1's Responsible Party (RP) revealed
he requested to file a complaint on 03/15/15
related lo Resident #1's "poor care" he/she
racelved while at the facility. The RP stated
facility staff told him "no one was thers at that
time to take a complaint” but he "could call the
facility back in the moming.” Interviews with staff
confirmed the resident's RP requested to speak
1o someone related to care concarns on
03/15/15, and was Instructed 1o "call back
tomorrow" and speak with the Assistant Director
of Nursing (ADON). The ADON acknowledged
she was made aware of the RP's requests on the
morning of 03/16/15 but falled 1o Investigate or
report the allegation to the Adminlstrator as
redjuirad,

The findings include:

A review of the facility policy titled *Pollcy and
Procaedures Abuse Prohlbition,” last updated

August 2010, revealed facility events that should

F 225
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be reported and investigated included suspiclous
bruising of residents and varbal reports and
complaints voiced by resldents or their family,

A review of Resident #1's medical record
revealed the facifity admitted the resldent on
03/12/1& wilh diagnoses that included Chronle
Respiratory Failure, Hypertension, and Diabetes.
A Minlmum Data Set (MDS) Assessment had not
baen completed related {o the resident’s recent
admission.

An interview with Rasident #1's RP on 03/26/15 at
1:40 PM revealed he had requested {o file a
complaint related to Resident #1's care and
treatment raceived while at the facility. The RP
staled the nurse told him thera was no one there
to take a complaint, and he was told to call back
In the morning. The RP staled no one from the
facllity had contacled him related {o his request to
file a care complaint,

An interview with Licensed Practical Nurse (LPN)
#3 on 03/26/15 at 12:45 PM confirmed Resident
#H1's RP requested to filo a complaint related to
the care and treatment Residant #1 received at
the facility. The LPN stated she had not notified
any administrative staff of the RP's voiced
concerns untll the next moming (approximalely
nine and one-half hours [ater). The LPN staled
she had been tralned to nolify administrative staff
immediately, however, since Resident #1 had
bean transferred 1o the haspital she walted until
the next morning.

An intervlew with the ADON on 03/26/15 at 3:20
PM confirmed she was notified that Resident #1's
RP requested ta fila a complaint related to the
resident's carefireatment recelved whila at the

F 225
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facility, The ADON stated she spoke with the
Director of Nursing (DON) related to the request
to make a complaint regarding care but had not
nolified the Administrator, The ADON stated she
had not contacted the RP to follow up on the
request to file a complaint because the resident
was no longer in the facility.

An intarview with the DON an 03/26/15 at 2:40
PM revealed sha had baen notified of the RP's
requaest to file a complaint approximately three
days afler the request was made. She stated she
had not investigated or foliowed up with the RP to
oblain Information and/or investigate the RP's
concerns. The DON further stated sha should
have contacled the RP regarding the concetns.

An Interview with the Administralor on 03/26/15 at
4:00 PM revealed he had not been made aware
of Resident #1's RP's request to file a complaint
related to the resident's cara/treatment. The
Administrator staled staff should have nolified
thim of the complaint so he could have "looked
Inte the complaint.”

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and maintain an
Infeclion Control Program designed to provide a
safe, sanitary and comfortable environment and
to help pravent the development and transmisslon
of disease and Infection.

{a) infectlon Conlrol Program

Tha facility must establish an Infection Conirol
Program under which It -

(1) Invesligales, controls, and pravents infections
in the facility;

F 225

F 441
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(1) When the Infecilon Cantrol Program
determines that a resldent needs isolatlon to
prevent the spread of Infection, the facllity must
Isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or Infacted skin lesions
from direct contact with residents or their focd, If
direct contact will transmit the disease.

{3) The facility must require slaff to wash thelr
hands after each direct resident contact for which
hand washing Is Indicated by accepted
professional practice.

{c)Linens

Parsonnel must handle, store, process and
trartaport linans so as to prevent the spread of
infection.

This REQUIREMENT I3 not met as evidenced
by:

Based on observation, Interview, and record
review it was determined the facility falled to
maintaln a safe and sanitary environment to help
prevent the developrnent and transmlsslon of
infectton. Observations of treatments an
03/26/15 rovealed siaff failed to malntain a sterlle
fiald during slerile procedure for one (1) of two (2)
freatments observad,

affected by the deficient practice.
Through patient observation and
medical charl review no infections
were noted due to the deficient
practice,

Two other residents with trachs had the
potential to have been affected by the
deficient practice. Through patieat
observation and medical chart review
no infections were noted 1o have
occurred due to the deficlent practice.

Nursing staff was in serviced on
appropriate fechniques to maintain a
sterile field during trach care by
D.O.N.

The Director of Nurses or designee will
complete daily rounds 3 time a week
X2 weeks then weekly Xd weeks
monitoring irach care pracedures
including maintaining a sterile field.
All nurses will perform a return
demonstration annually,

All resuits will be reported to QA
committee,
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(2) Dacldes what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to Infactions.
(b) Prevenling Spread of Infaction One resident was ldentified as being "f , |3h$/
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The findings Include:

Raquest for the facility policy was made ragarding
infection control and facllity staif provided copies
from a skills manual titled "Preparing a Sterile
Field." Review of the procedure revealed
Instructions on haw to malntain a sterile fisld.

Review of the racord for Residant #3 revealed the
resident was admitted to the facility on 03/18/15
with diagnoses thal Included Chronlc Resplratory
Fallure, Morbld Obeslty, and Dysphagia. The
resident was admitted o the facility wilh a
tracheostomy. Revlew of the Medication
Administration Record revealed tracheostomy
care was {o be performed dally.

Observations of tracheostomy care parformed for
Reasidant #3 on 03/26/15 al 12:45 PM ravealed
Licensed Practical Nurse (LPN) #1 preparad the
sterile field. After removing soiled gloves and
donning new slerile gloves, LPN #1{ was observed
to reach ovar the starile field several times
causing contamination. Gloves were ramoved
and LPN #1 donned new sterile gloves. Upon
reaching for the Inner cannula, LPN #1 benl over
and her halr swept over and contaminaled the
sterile field. LPN #1 continued with tracheostomy
care without recognition of contamination or
setting up @ new sterile fiald,

Interview with LPN #1 on 03/26/16 at 2:00 PM
revealad that she was unaware that she
contaminated the sterile flald during tracheostomy
care. LPN #1 stated, "! did not recognize my hair
went into the sterile field or that [ reached over
anything. | should have stopped and started over
and pulied my halr up.”
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Interview with LPN #5 on 03/28M5 at 2:10 PM
ravealed she was the Quality Assurance nurse
but the DON assists In the Quality Assurance
procass. LPN #5 stated the facliity has a book at
the nurses’ station on procedures and the
Direcior of Nursing (DON) haips with the training
process. LPN #5 stated new staff is tralned with
a nurse and the lime varies as to how long they
are trained. Interview with LPN #5 further
revealad the DON completes the tralning with a
skills check-off.

Intarvisw with the Director of Nursing (DON) on
03/26/15 at 2:40 PM revealed staff was told to
pull their hair back during sterile techniqua and
LPN #1 nomally bas her halr pulled back. When
sterite field is set up, staif was instructed not to
reach over any sterile fiald or supplles and LPN
#1 should not have reached over the sterila field.
The DON slated the guide manual Is reviewed
with staif and skills are observed annually, The
DON slated she doas "spot checks" and any
concems ara identified and addressed through
the process.
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