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F 000 INITIAL COMMENTS

. An Abbrevigted Survey invastigating
CKYD0021444 and KY00021484 was initiated on
; U3125/14 and conciuded on 03/27/14,
] CKYOQD021444 was unsubstantiated, and
KY00021484 was substantiated with daficiencies
cled.
F 441 483.85 INFECTION CONTRGL, PREVENT
88=0. SPREAD, LINENS

F 441!

- The facility must establish and maintain an
*Infection Cortrof Frogram designed to pravide a
safe, senitary and comfortable environment and
fo help prevent the development and transmission.
of disease and infection, :

{a} Infection Controf Program
« The facility must establish an iInfection Controi
. Program under which it -
{1} Investigates, controls. and prevents infections
"o the facility,
' (2} Decides what proceduras, such ag isolation,
“should be appiied to an Individual resident: and

(3) Maintains a record of incidents and corrective |
T actions relatad to infections. 5

(b} Preventing Spread of Irfection

- (1) Viihen the Infaction Controf Frogram

 determines that a resident peeds lsciation to

: prevent the spread of infection, the facility must

isolate the resident,

. {2) The facllity must prohibit amployees with a

communicable disease or infected skin lesions

from direct contact with residents or their food, i
direct contact will transmit the disease.

H{3¥Ahe facility mus uire siaff to wash their

i sident contact for which :

provider of the truth of the faces alleged or conclusions
set forth in the statement of dgficiencies. The plan of ‘
vorrection is prepared andlor sxecuted solely because .
{1y required by the provisions af federal and swate fow,

F441]

1. No specific residents were
identified,

2. All residents have the potential to
be effected by this deficient
practice. Observation in Dining
rooms and of room trays has been
conducted daily since 3/27/14 to

ensire the hand washing
compliance conducted by DON,
Education Director of Trainin g
(EDT}, Unit Managers, ADON, or
hift isors. If problems
zd during observation,
Corrections were immediately
- Corrections include 1:1
cat time of occurrences.
3.~ Re-education will be conducted
with all staff by DON/EDT on

4/21/14 and 4/22/14 with

completion by 4/25/14. The subject

matter to be covered for this re-
education wiil include hand
washing during meal service,
procedure for handling soiled
linens, oxygen/hand held nebulizer
tubing, storage, and care, resident '
hand washing, and all other areas _
regarding infection control '
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progeam participation,
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F 441 Continued From page 1 ' Faqt ooy nor constiture admission or agreement by the

- professionat practice. : [ pravider of the truth of the fucts alleged or conciusions

. - set forth in the statement af deficiencies. The plan aof

’ (c} Linens : . Correction ir prepared andior evecuted solely because

L : C o His required by the provisions of federal and sreve Jaw.

; Personne! must handle, store, process and i .
ransport linens so as 1o prevent the spread of | : . N
ransportiinens so as to prevent the spread o ; procedure. All new hired staff will
infaction. ; . . . ;

! ‘ : obtain training over infection

control procedure during all
general orientations by EDT,
Observations of dining room,

This REQUIREMENT g not met as evidenced ; )
by i 1 resident rooms during care, room
- Based on observation, interview and review of : rounds, and unit rounds will be
- the faciiity's guideiines, it was determined the :‘ : conducted covering all meals and’
s facility failed to maintain an infection Cantrof i shifts, to ensure compliance with
: the facility guidelines five (5) daysy

- Program designed to provide a safe, sanitary and |
t comfortable environment and to fieip prevent the
s development and ransmission of disease and

a week for one week, three {3)
times a week for one week and ‘
then one (1) time weekly for thirty

s ifection.
‘ : : (30) days by DON, Education
- Cbservation revealed staff assisting with : : Diricioi Qf‘}";‘rajning (EDT), Unit
 residents’ meals falled to wash their hands or use g Managers, ADON, or Shift :
; hand sanitizer between assisting residents. : ; Supervisors to ensure compliance.
: - , ) i : Identified observations will be
 The findings include: f corrected on the spot with 117
interview with the Director of Nursing (DGON) on e}d ucation, ing findi n
O3/27/14 8 2:05 PM, revealed the facilty had no : 4 Al monitoring findings will be

policy for hand hygiene; howaver the faciiity : feVi&wer at mmlihl_y QA meeting.
' utilized "Lippincott's Textbook for Nursing j . by DON for compliance and or the
“Assistants, A Humanistic Approach to need to update plan to reach 100%
+ Caregiving”, as a guideline. ] ' compiiance. : i
: : ' 5. Date of Compliance: 5/11/1
- Review of the facility's guideline indicated by the ‘ ;
- DON, "Lippincott's Textbook for Nursing
. Assistants, A Humanistic Approach to
; Caregiving®, revealed under Chapter Seven {7},
i Communicable Disease and Infection Contraf,

handwashing was the singte mos! important
. method of preventing the spread of infection,
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' Continued review revealed handwashing shouid

be performed thoroughly, praperly, and
‘consistently. Further review revealed hands
should be washed prior to handling a resident's

meal tray and after touching anything that may be

rconsiderad dirty.

: Observation on 03/25/14 at 6:00 PM of the
- evening meal, revealed Ceartified Nursing
- Assistant (CNA) #2 was feeding a resident when

t ancther resident began to cough and spit up food.

- Continued observation revealed CNA #2 used g

- napkin to wipe food particles from the mouth of
the resident who had spit up focd during the
coughing episode. Further ohservation revealed

 CNA#2 then continued feeding the other resident

without washing her hands or Using hand
. sanitizer between the resident care.

. Observation during the breakfast meal on
C03/26/14 at 8:38 AM, revealed Registered Nurse
{RN) #1 assisting one (1} resident, going fo

. another resident to assist, then back to the first

resident without washing her hands or using hand -

_ sanitizer between the resident care, Continued

“observation during the same meaal revaaied

. Speech Therapmst {ST) #3 entered the dining
area, placed a chair between two {2) residents,

louehed sach of the resident's slothing, piate and

utensils without washing or sanitizing hands prior

o or between resident care,

*Interview with CNA #2 on 03/25/14 at §:20 Py,

‘revealed she was aware she had not sanitized

“her hands between resident care. Further

Cinterview revealed she should have sanitized her
hands between the resident care due o cross

' contamination and infection conirof,
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interview with ST #3, an 03/76/14 at 8:55 AM,
revaaled she had washed her hands prior to

leaving her office; however she dig iotch the

_handrall, door knob, chair and multiple residents
prior fo beginning resident care, Centinued

" irderview revealad the facility's procedure was to ;
wash or sanitize hands prior to beginning resident
care and between residents’ care. Further

- interview revealed she should have wash or

. sanitized her hands priar to providing care to

. decrease the risk of cross contamination,

Interview with RN #1, on 03/26/14 at &:04 AM,
‘revealed sha should have washed or sanitized
“her hands betwean resident care to keep from

* spreading germs. Further interview reveated it
twas the faciity's policy to wash or sanitize hands
- before and betwaen residents’ care,

. Interview with the DON/infection Contro! Nurgs

. on 03727114 at 2:08 PM, revesied washing or

| sanitizing of hands was tha first defense against
infection. She stated staff should have washed or

" sanitized their hands prior to and batween :

s residents’ care. Further inferview reveated her
expectations were for staff ta follow the facility's

- Lippincott guidelines and wash or sanitize ther

. hands prior (o and betwaen provision of resident

! oare.

i
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