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4000 11-94.1 Initial Comments 4000  |Responses to the cited
IA T - deficiencies do not constitute an
| A state re-licens urvey was co at the el s
| facility from April 5-8th, 2016. On entrance, the admission by the facility of the
census included 31 residents. truth of the facts alleged or
conclusion set forth in the
4 203 11-94.1-53(a) Infection control 4203 statement of deficiencies. The
i ’ N plan of correction is prepared |
(a) Tzefe Sha!itbe apsz’P”fte Pot“cc'jefs a?hd solely as a matter of compliance |
procedures written and implemented for the :
prevention and control of infectious diseases with federal and state law.
that shall be in compliance with all applicable ;
laws of the State and rules of the department F441- INFECTION CONTROL, ;
relating to infectious diseases and infectious PREVENT SPREAD, LINENS 5
waste. ‘
What corrective action will be
| This Statute is not met as evidenced by: accomplished for those residents |
' Based on observations and staff interviews, the found to have been affected by the !
 facility failed to ensure that proper use of gloves deficient practice. |
were implemented to prevent | - Licensed Nurse was in-serviced |
| cross-contamination in controlling the spread of e : :
' infections and bacteria for 3 of 17 residents regarding infection control by the |
(R#19, R#26, R#70) in the Stage 2 sample. Director of Nursing immediately |
o after learning of the deficient i
Findings include: practice. Licensed nurse was also |
| provided a copy of the written
! Policies and Procedures on
' Dressing Change, Eye Drop
Medication Administration and
Hand Washing Procedure.
' - Residents found to have been
affected have been observed
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4203 | Continued From page 1 4203 |for sign and symptoms of infection

however, none has been noted to
date.

How the facility will identify other
residents having the potential to
be affected by the same deficient
practice and what corrective action
will be taken.

i
i

- All residents having the potential
to.be affected by the same
deficient practice have been
observed for signs and symptoms
of infection, none has been noted
to date.

What measures will be put into
place or what systemic changes |
the facility will make to ensure that |
the deficient practice does not ‘
recur. j
|
- All licensed nurses has been I
in-serviced on 4/25/16 on Infection |
Control Policies and Procedures to
include however not limited to
Dressing Change, Eye Drop
Medication Administration

{
{
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This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility failed to ensure that proper use of gloves
were implemented to prevent ;
cross-contamination in controlling the spread of
infections and bacteria for 3 of 17 residents
(R#19, R#26, R#70) in the Stage 2 sample.

Findings include:

|
!

however, none has been noted to
date.

How the facility will identify other
residents having the potential to be
affected by the same deficient
practice and what corrective action
will be taken.

- All residents having the potential to
be affected by the same deficient
practice have been observed for
signs and symptoms of infection,
none has been noted to date.

What measures will be put into
place or what systemic changes the
facility will make to ensure that the
deficient practice does not recur.

- All licensed nurses has been
in-serviced on 4/25/16 on Infection
Control Policies and Procedures to
include however not limited to
Dressing Change, Eye Drop
Medication Administration
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