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DEFICIENCY)

F Goo | INITIAL COMMENTS : F O00: . . .
- o Maysville Nursing and
. — o  Rehabilifation Facility does not
i g v o K Y e .
A Regcertification Survey was initistad on . believe, nor does the facility admit

; 01708/15 and concluded on 01/08/15. A
~ deficiency was cifed with the highest Scope and
| Severity of a "D".

F 441 . 483.65 INFECTION CONTROL, PREVENT _ ! Maysvig]_e Nﬁrgigg and

S5=0 SPREAD, LINENS g . Rehabilitation Facility reserves all
 The facility must establish and maintain an . tights to contest the survey i;nd;.pg& 5
Infection Coritrol Program desigred to provide a through informal dispute resolution,

that any deficiencies exist.

)
N
e
=N

; safe, sanitary and comfortable ervironment and i legal appeal proceedings or any
, o help pravent the development and transmission, . administrative or legal proceedings. |
- o disease and infection, . This plan of correction does not

cohstituie an admission regarding
any facts or circumstances
surrounding any afleged deficiencies

{a) Infection Conlrol Program
{ The facility must establish an Infection Control
. Program under which it « ;

' (1) Investigates, controls, and pravents infections o which it responds; nor is it meant
I the factily . ' (o establish any standard care,

(2} Decides what procedurss, such as isolation, : . L

‘ © contract, obligation or position.

* should be applied to an individual resident, and

: (3} Maintains a record of incidents and corrective Maysville Nursing and

Rehabilitation Facility reserves all

" actions relafed to infections.
: rights to raise all possible

gb;f kif;‘;:ﬁ;i{;%égé%ii géi?oiggggram COI}’%&I}{%OnS and defens‘es inany type
i determines that a resident needs isolation to i ofcivil or criminal claim, action or
_praevent the spread of infection, the faciity must . proceeding, Nothing contained in
Hisolate the resident. g " this plan of correction shouid he

{2} The fgaci?ity m_ust prohib}t femployees wiﬁw a i considered as a waiver of any

' communicable disease of infected skin lesions . 1 -t potentiaily applicable peer review, -

i from direct contact with residents or their food, B

direct contact will fransmit the disease, - quality assurance or self-critical

1 {3) The facility must require staff to wash fh_?'aiif ey gxamination privileges which

. hands afer each direct resident contact forwhich R Maysville Nursing and

hand washing is indicated by accepted | | :  Rehabilitation Facility does not
i professicnal praciice. T ' :

T
H

"{46) DATE

LABORA?ORE IRECTOR'S OR PR VlDER._%UF’F’L!ER REPRESENTATHE'S SEG?;AT".}RE 5 . THILE
(PO LR lale

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution mav be excused from aerracting providing ¥ is delermined that
other safeguards provide sufficient protection ta the pafients. {Sea Instructions.) Except for nursing homes, the findings stated above are disclosable 50 davs
following the date of survey whether or not # plan of corection s provided. For nursing homes, the above findings and plans of correction are disciosaiie 14
days following the date these documents are made availabia fo the faclity. If deficlencles are cited, an approved pian of comrection is requisite to continued

program parlicipation.
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| MAYSVILLE NURSING AND REHABILITATION FACILITY ) I
B MAYSVILLE, KY 41056 b
g oA SUMMARY STATEMENT OF DEFICIENGIES P PROVIDER'S FLAN OF CORRECTION o
U Priep (EATGH DEFIGIENCY MUST BE PRECEDED ¥ FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE [ conpETIon | i
5 TAG | REGULATORY OR L5C IIENTIFYING IMFORMATION; L e CRUBS-REFERENCED TO THE APPROPRIATE bae o !
i i DEFICIENCY) %
1 i
i F441, Continy rorm page 1 . . |
J ! ( ?T__ﬂ ed From page F 41, walve, and reserves the right to } (
. {c} Linens X _ . e ,
= i . : 56 mngstrative, ¢ivil, or: i
| " Personne! must handle, store, process and ' asscrt o amy adm W trative, ‘ !
j  ransport linens so as to prevent the spread of criminal claim, action or : |
. infaction. proceeding. Maysville Nursing and f J
g] ° Rehabilitation Facility offers its ! E
| ' responses, credible allegations of |
é — : , -omphi " correction
; | This REQUIREMENT is not met as evidercsd compliance and plan of correction ; i
! i by : i as part of ifs on-going effort to | |
‘ o . . * . . . . i
| . Basad on observation, inferview, record raview | . provide quality care fo residents. j !
f “and review of the facility's policies, it was ; ' J ‘
f det\erm_mec the fag:xléiy failed o establish ar_}d : LM aysville Nursing and i J
. maintain an Infection Corntro! Program designed " Rehe hilitation Facility strives fo i
| ' fo provide a sanitary environment and heip ~ Relabilitation Pacility strives t f
i s prevent the development and transmission of provide the highest quality care o |
| , disease and infection for one { 1) of four {4) while ensuring the rights and safety r
; * sampled residents (Resident #1 0) who were . ofall residents. i ! |
{ | observed for skin assessments out of the fotal . : I i
. twenty-three sampled residents. : . J
; i : . F441 |
1 ¢ Observation revealed the nurse perforiming ‘ ; 4 i i
! , Resident #10's skin assessment revealed the ? © Itis and was on the day of survey i {
| - nurse used poor infection contral wehnigues. i the policy of Maysville Nursing and: j‘
{ i - ’ szes ey 1,10
i ’ o s : Rehabilitation Facility to establish !
. The findings include: f ' eha L O MECHILY O es
i i ; . and maintain an Infection Control ;
f [ Review of the facifity’s policy fitled, "Infection ; _ Program designed to provide a Sfi{@»; !
f  Preventicn Program Overview”, undated, 5 . sanitary, and comfortable
! ‘revealad the %oais of the %nfeséi_nn prevention ' environment and to help prevent the
i : . . . b Fimfoeii n . . <. :
] | Program was fo: decrease the risk of infection to ; development and transmission of i
| . residents and personnel; monitor for ocoyrrence ‘ s and infect; :
|  of infection and impiement appropriate confrol i + disease and infection. , |
| ; Measures; identify and correct probiems refating ; o ]
! o infection prevention practices; and maintain X : I.  Resident #10 has not exhibited: ;'
{ { compliance with state and federal raguiations any signs or symptoms of an
; f i i i ! : YT L )
{ refating to infection prevention, i acute mfection, | emperatures | }
} | Review of the facility's, "Hand Hygiene" Policy, '
, Undated, revesled the purpose of the policy was i j ; ;
H i - : ¥
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U xap SUMMARY STATEMENT OF DEFICIENCIES .om FROVIDER'S PLAN OF CORRECTION L
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[ : : ' DEFICIENCY) '
:
j F 441’ Gontinued From page 2 : 11
! _ é rom pag . . . £ Fad have been stable and near the
| i to decrease the risk of fransmission of infection - . : resident’s haseline
. by appropriate hand hygiene. Further review of | L GSIGE 1L 5 baseune.
|  the Policy revealed handwashing/hand hygiene 2. All remdents_who have been |
: was generally considered the most important : assigned to Nurse #1 (Licensed :
.' singie_pfoce‘ad‘ure‘for preventing heaithcare : Practical Nurse, LPN) have been
| associated infections. ‘monitored with weekly :
| Review of Resident #10's medical record lemperatures for signs and
; revesled the facility admitted the resident on " symptoms of infection. No é
- 01/05/15, with diagnoses which inciuded a ; : resident assigned to LPN #1 has
+ Urinary Tract Infection (UTI). Review offhe 5 developed an acute infection,
: Physician's Ord@hrs dated 91\505/% revealed an 3. Anin-service was conducted on’
! - order for Levaguin (an antibiotic medication) 500 1-0-15 by the Director of
!  milligrams (imgs) every other day for twelve (12) _ |- by the Director of
} ' days. f Nursing for all licensed staff
: reviewing infection conirol
f 2 gbggii?gm”f“ G1/07/15 from 1’({?45??{5\%'{;*;}2?#10 ; , policies and procedures, hand
AR M, of a skin assessment for Resident #10 :. hve S Tt b alete
; - . ‘ ¥gienc as i relates 1o skin
i . performed by Licensed Practfical Nurse (LPN)#1, . ) YEICNG as i ates 1o sk
! reveaied the nurse assisted the resident to ? " assessments. , o
}?  ambuilate from the chair (o the bed while wearing .4 As part of the facility’s ongong.
, _non~skid socks. Observation revealed LPN #1 , Quality Assurance program, the '
] then wasdhgd 5"'_:‘" hf;?gfmi:ﬁ %’0“’2‘? agd : ' Director of Nursing will monitor
. assessed Residen rom the head to the _= 10 skin assessments monthly to -
;f “walst, then moved to the resident's fest and : ' 0 5%33.‘3.&?5’?@0%5 @‘H}th Y0
s removed the resident's non-skid socks. ; : monitor infection contro
- Continued observation revealed LPN #1 _ : practices, This audit will
' assessed Resident #10's feet, palpating the fest, | continue for the next (63 six l
_ checking between the tc;eﬁ, and then put histher months if no additional issues gi
' non-siid socks back on. Further observation ' ' are noted ;
 revealed LPN #1 then assessed Resident #10%5 b jeqe |
" perineal area without removing her solled gloves, ] 5. 1-15-15
i washing her hands and donning new gioves, '
| Interview, on 01/07/15 5t 1105 AM, with LPN #1
f revealed she had not washed or sanitized her
| hands after assessing Resident #10's fest and
A . prior to assessing the resident's perineal area.
f ' She stated she thought she was to assess the | 7 :
Event 1 UK 41 Facillty ID: 100333 i continuation shest Page 3 of 4
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PREFY | (EACH DEFICIENGY MUST SE PRECEDED BY FULL eRERX (EACH CORRECTIVE ACTION SROULD 88
TAC REGULATORY OR L3C IDENTEYVING INFORMATION; TAG CROSZ-REFERENCED TO THE APPROPRIATE
DEFICIENGY) f
F 441 Continued From page 3 Fad1:

H
H
i
H

entire front ¢of Rasident #10's body, ther wash her
hands and assess the back of the resident's

body, She stated, however, she could see how # ;
S would be important to have washed her hands

prior to assessing Resident #10's perineal area,

Interview, with the Dirsctor of Nursing
(DONYInfection Control Nurse (1CN), on 01708445
at 510 PM and 820 PM, revealed compliance

reunds wers done by Administrative Nurses each |

month o watch two (2) different nurses perform
wound freatments and skin assessments. She
further stated competency checks were done by
the Administrative Nurses every March and ail
nurses were observed to ansure they conducted

& problem with @ nurse not washing hisfher hands
after fouching a resident’s fest and prior to
assessing the resident's perineal area,

“head to toe skin assessments sorrectly during the !
competency checks. She stated she would have ;
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_cencluded on 01/06/15. The fzcility was found to
‘bein compliance with the reguiremants for

. participation for Medicare and Medicaid. The

! facility is ficensed for one hundrad and thirty (130 |
. beds and the census was one hundred and
‘eleven (111) the day of the suvey.
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| '
3 KOO0 INITIAL COMMENTS : Koo
|
i i Building: 07
| ¢ Plan Approval: 12/01/70
[ | Survey under: NFPA 101 (2000 Edition)
| | Facility type: SNFINF
; Type of structure: Type V (000) Unprotectad
| Smoke Compartment: Ten {10}
g Fire Alarm: Complete Fire Alarm System
{ ' Sprinkler System: Complste Sprinkler System
| Dy}
f {Generator: Type |l Natural Gas
! | A Life Safety Code Survey was initiated and
|
H
|

i

i
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