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A stendard health survey was conducted on
12/10-12113. Deficlent practice was idantifled at
"D laved.

-F 441 | 483,65 INFECTION CONTROL, PREVENT Faat| g jlc |
35=D | SPREAD, LINENS | ce. Mrackh. 4

The facility must astablish and maintain an
Iniaction Control Program designed to provide a
safe, sanitary and comfortable anvironment and
to help prevent the developmant and transmisgion
of disease and infaction.

{) infection Control Program

The facility must aetablish an Infection Control
Program under which It -

(1) Investigates, controls, and prevents infactions
in the facility;

(2) Decides what procedures, such as izolation,
should bs applied to an individual resldent; and
{3} Maintains a record of ingidents and corrective
actions related to infections.

{b} Praventing Spread of Infection

i (1) When the Infection Control Program
determines that a resident nesds isolatian to
pravent the spread of infection, the facility must
isolate the rasident,

{2) The facllity must prohihit employees with a

| communicable disease or infocted skin lesions
from direct contact with residents or thelr food, if
diract contact will transmit the disaase,

(3) The facility must requira staff to wash thelr
hands after each diraet resident contact for which
hand washing iz indicated by accepdied
profassional practice.

(¢} Linens
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Any deficlancy atatament ending with an am‘nsk (™) danotes ﬁl’lciency which the Institutian may be excused from carrecting providing It iz detamined that '
other safaguards provide sulliclent protaetion to tha pationds. (e inatruetiona.) Except for nuralng homes, the findings stated above are disclosable 5o days
Iofiowing the dete of Burvey whether or net a Plan of coreection |a provided, For nuraing homas, tha sbove findings and pians of corraction are disclosabla 14
daye following the date these documonta are made gvallabla to tha facility. If daficlencies are clted, an appraved plan of corection is raqulsite to continued
program panlaipation,
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Persannel must handle, store, process and
transport finens o 83 to prevent the spraad of
infaction,

|

‘ This REQUIREMENT Is not met as evidenced
by:

Baged an observation, interview, record review,
and review of facifity policy, the facility failed to
ensure an Infecfion control program, including
hand washing and proper use of contact
precautions, {o prevent the davelopmsnt and
transmission of diseasa/infaction was maintained

! for two of eighteen residents (Resident #2 and

| Resident #8). Staff was observed to omit hand
washing &nd glave changes during waund care

| provided to Resident #2. Record review revealad

Reskient #9 had a physician's ordar for contact

precautions; however, proper signage was not
displayed on the resident's door and the
appropriate personal protective equipmant (PPE)
was not availabis for staff uze prior to providing
cara for Resident #8_ Staff was observed to
provide catheter care and Incontinence care for

The findings include:

Review of the facility policy entitisd Infection
Contral Program, not dated, revealad hand
washing or use of an alcohol based hand rub
should be used wheh moving from g
contaminated bodly site to a clean body sita
during cara. Furthar review of the policy revealed
gloves should be changed during patiant care if
moving from & comtaminated sitz 10 a clean body
site, Continuad review of the palicy revealed

| health ¢am perzonnal caring for patients on

Resident #9 without wearing the appropriate PPE,

|
|

I

FORM APRROVED
CENTERS FOR MEDICARE & M DICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/OLIA {(X2) MULTIPLE CONSTRUGTION (X3} BATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: COMPLETED
A BUILDING
186150 B. WING 1211272013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
: : 388 PERKINS MADDEN RDAD
KNOTT COUNTY H TH HABILITATION CEN
TT EALTH & RE| ILITATION TER HINDMAN, KY 41822
(X8 ' SUMMARY STATEMENT OF DEFICIENCIES | T ' PROVIDER'S FLAN OF CORRECTION o)
PREFIX " (EACH BEFICIENCY MUST BE PRECEDED 2y FULL PREFIX {EACH CORRECTIVE ACTION 2HOULD BE GOMPLETION
TAG REGULATORY QR LAC IDENTIFYING INFORMATION) TAG CROB3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) |
F 441 Continued From page 1 , F 441

"FORM CMG-2587(02:88) Pravious Versians Obaolate Event I0;ZBCS

Received Time Jan 31, 2014 31878 No. 3380

Faellity I10: 100485

if continualion ahast Page Zof8




§1/31/2814 15:33 16867855128 KNOTT NH PAGE B6/15

' PRINTED: 01/23/2014

CENTERS FOR MEDICARE & MEDICAID SERVICES i OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SLPPLIERICLIA (X2} MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ) A GUILDING COMPLETED
185150 B, WING 1211212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
308 PERKINS MADDEN ROAD

KNOTT COUNTY HEALTH & REHABILITATION CENTER HINDMAN, KY 41822

o8 1D SUMMARY STATEMENT OF DEFIGIENGIES ) " PROVIDER'S PLAN OF GORRECTION o
PREFIX (EACH DEAIGIENCY MUJET BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHQULD BE coMplATIN
TAG REGULATORY OR LSC IDENTIYING INFORMATION) ™ | CROSS-AEFERENCED TO) THE APPROPRIATE
! DEFICIENCY)
F 441 | Continued From page 2 Fa441

contact precautions should wear a gown and
gloves for all interactions that rmay Inveolva contact
with tha patient. Further review of the policy
ravealad staff should don PPE before entry o &
patient room and discard before exlting a patient
room, Continuad review of the policy revealed
racsidants with contact precautions shoeuld have a
gign placed on their door alerting visitors to check
with the nurse priar to visiting.

1. Review of the medical racord for Rasident #2
' revealad the resident was admittad by the facility
I on 08/02/13 with dlagnoses including

hypertension, diabetes mellitus, and csteopania,

Obsarvations on 12/12/13 at 12:25 PM of
Licensed Practical Nurse (LPN) #1 providing
wound care for Resident #2 revealed the LPN
washad har hands and donned gloves prior to
beginning weound care/dressing change lo an
unstageable @rea on the resident's right hip;
however, the LPN did not wash her hands or
change hear gioves after reamoving the old
dressing and continulng with wound care.
Continued cbaervation of wound care provided

| forResident #2 revaaled LPN #1 continuad with

- wolnd care by changing the protective dressings
. to the left hip and iefl shouldar without washing
her hands or changing her gloves, Further
observation of wound care provided by LPN #2 |
revaalad the LPN removed tha solled glove end
dated and Initlaled the dresgings and then put the
soiled glove back on her hand to assist with :
positioning the rasidant and cleaning up the
supplies.

Interview on 12/12/13 at 1:20 PM with LPN #1
raveaied the LPN was aupposed to wash her
hands and change her gloves when moving from
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one area to another during wound care. The
interview furthar revealed the LPN had recently
been trained on use of gloves =nd hand washing;
howevet, the LPN was narvous and just forgot.

Interview on 12/12/13 at 4:47 PM with the
Infection Control Registered Nurse (RN #1)
revealed hand washing and glove changes
shouid be done when providing wound care after
removing a soiled dressing and when moving
from one area to another. The intarview further
revealed the staff had been trained on hand
washing and infection control guidelines in
November 2013 and RN #{ had not identified any
iasues with staff not changing gloves or washing
hands as required,

Intarviaw on 12/12/13 at 3:03 PM with the
Director of Nursing (DON) revealed hand washing
and glove changes shouid be done during wound
care after removing a soiied dressing and when
moving from one area to another. The DON
denied any problems had heen identified during
rounds with apprapriate hand washing or glave
changes.

2. Reviaw of the medical record for Resident #9
revealed the resident was admitted by the facllity
on 08/08/12 with diagnoses Including Dementia
with Peychosis, Hypertension, and Anemia. A
review of physician orders, dated 12/06/13,
revealaed Residant #9 had an order for contact
precautions related to the resident's urine belng
positive for Expanded Spectrurn B-Lactamase
{ESBL).

QObservations on 12/10/13, 12/11/13, and
12112113 of Resident #8°s door revegled no
signage in place or available PPE relatad to the

i

F 441
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resident being on contact precautions.

Obasrvation on 12/11713 at 11:05 AM of State
Registered Nurse Aide (SRNA) #3 and SRNA #5
providing incontirence care and catheter care to
Resident #9 revealed tha staff did not waar the
appropriate PPE (gown) and did not don the PRE
. outside of tha resident's room befora entering tha
room,

Interview on 12/42/13 with SRNA#3 at 10:12 AM
and SRNA #5 at 10:17 AM mvealed the staff was
not made aware until 12/12/13 that Resldent #9
was on contact pracautions. The Interview further
ravzaled a sign and the proper equipment should
have been placed on the resident's door a0
averyone woutd be aware the resident was on
contact precautions and that a gown and gloves
should have baan worn when providing care to
Resident #3. Continued intarview revaaled a
resldent's pracautions are usually tisted on the
Kardex and passed on in report. The staff
ravealed thay had recantly been trained on the
proper PPE for contact pracautions.

Interview on 12/12/13 at 2:05 EM with the Unit
Manzger (RN #2) revealad a sign and the propar
PPE should be placed on & door for & resident on
cantact pracautions. The interview further

| revealad a resident’s precautions should also be
listad on the Kardex so the Information ean be
passed on In report, Continued interview
revaaled Resident #9 did have = sign o tha door
and the appropriata PPE avalizbla and was not
sure what happaned 1o it or how long it had not

| baen n placa.

Interview on 12/12/13 at 10:25 AM with [nfaction
Cantrel RN #1 reveatsd Resident #9's urine was

|
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ESBL positive and staff should wear a gown and
gloves when in contact with the resident's urina,
The interview further revealed a sign and the
appropriate PPE had been plased on the door
when the contact precautions were ordered’
however, tha RN was not surs what happened to
tha sign and the PPE unless the residant's
reommata may have taken it down, Contnued
intarview revealed the RN made rounds {o ensure
contact pracaution signs and PPE wera on tha
cloer, but ghe had not [dentified that Resldent #9's
were not on the door. The interview furthar
revealed staff was trainad on contact pracautions
the week before,

Interview on 12/12/13 at 303 PM with tha DON
revecled Residant #8 should have had a sign and
PPE on the door for contact precautionz and was
not awere the rasident did not have the
appropriata signaga and PPE on the doof.,

F 441
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Knott County Health and Rehabilitation Center
Annual Survey Decamber 10-12, 2013

Plan of Correction

Fa41

1. Resident #2 is receiving dressing changes by nurses utilizing appropriate hand washing and gipve
changes as indicated by acceptable professional standards. Appropriate PPE and proper signage
was attached to resident #9 door on Decemnber 12, 2013, Resident #8 is receiving perifcatheter
care by staff utilizing the proper PPE.

2. Al residents that have treatments/dressing changes ordered are receiving wound care in
compliance with Infection Control Program standards, specifically in regards to appropriate
hand washing and glove changes. All nurses have been observed by Administrative Nursing Staff
to ensure guidelines are being followed to prevent the development and transmission of
disease/infection. All residents that require contact precautions have PPE available for use,
appropriate signage and contact precautions are being followed per Infection Control Program
standards to ensure guidelines are being followed to prevent the development and transmission
of disease/infection.

3. Anin-service with nursing staff was conducted by D.O.N, & Administrator on December 27-2013
oh Infection Control with emphasis on hand washing and glove changes during wound
care/drassing changes and use of PPE, appropriate signage for resident in contact precaution to
ensure guidelines are being followed to prevent the development and transmission of disease
/infaction. All nursing staff has been checked off to ensure Infection Control guidelines were
followed.,

4. The €Ol Committee designee will conduct observation of nurses providing dressing changes to
ensure proper hand washing and glove changes are being followed when removing soiled dressings,
tleaning areas, and application of new dressings in compliance with Infection Control Program
Standards. These observations will be conducted at random times and will include three nurses per
week for one month then monthly for the next quarter and bi-annually thereafter.  The CQ)
designaee will also make rounds throughout the facility bi-weekly for the next month and weekly for
the next quarter to specifically observe for proper signage regarding precautions and availability of
praper PPE, The CQl Committee designee will conduct observations of staff providing direct care to
ensure they are utilizing PEE appropriately for residents identified with precautions as defined by
the Infection Control Program. These cbservations will be done every week for one month, then
monthly for one quarter. Any identified irregularities will be corrected immediately and reported to
the COl Committee for further review.

5. Completion Date [anuary 30, 2014
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K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
Building: 01
Plan Approval: 1978

Survey under: NFPA 101 (2000 Edition) Chapter
19 (existing health care)

Facility type: SNF/NF
Type of structure: Type V (000)
Smoke Compartments: 5

Fire Alarm: Complete fire alarm with smoke
detectors in corridors and resident rooms

Sprinkler System: Complete automatic sprinkler
system

Generator: Type I, Diesel, installed 2008

A life safety code survey was initiated and
concluded on 12/12/13, for compliance with Title
42, Code of Federal Regulations, §483.70 and
found the facility in compliance with NFPA 101
Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000
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TITLE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following 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. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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INITIAL COMMENTS

Building: 1a
Plan Approval: 2008

Survey under: NFPA 101 (2000 Edition) Chapter
18 (new health care)

Facility type: SNF/NF
Type of structure: Type V (000)
Smoke Compartments: 5

Fire Alarm: Complete fire alarm with smoke
detectors in corridors and resident rooms

Sprinkler System: Complete automatic sprinkler
system

Generator: Type I, Diesel, installed 2008

A standard Life Safety Code survey was
conducted on 12/12/13. Knott County Health and
Rehabilitation Center (Debra K. Reynolds Wing)
was found to be in compliance with the
requirements for participation in Medicare and
Medicaid. The census on the day of the survey
was 90. The facility is licensed for 92 beds.
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