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DEFICIENTY)

F 226 | 483.13(c) DEVELOP/IMPLMENT
s5sD | ABUSE/MNEGLECT, ETC POLICIES

The facility must develop and implement wiilten
policles and procedires that prohibit
mistreatment, noglect, and abuss of residents
and misappropriation of resident proparty.

This REQUIREMENT Is not met as evidenced
by:
Based on record review and staff Interviews, it
vas delermined the faclilty faited to impfement its
written policy related to sereening by not ensuring
a criminal background check was raqussted upon
hire for 1 of 2 sampled contract employees
{(houisekeeper #1.}

Findings includec:

Revlew of the facllity's polley on Background
Screening investigations {Revised June 2008)
read in part, "The personnel direstor, or other
person deslgnated by the administrator, will
conduct employment background checks,
reference checks, drug festing, and ¢riminal
conviction checks {inctuding fingerprinting as
required by state law) on persons imaking
application, for employment with this facllity. Such
invesligation will be inilated priof lo offer of
employment.”

There was no documentation of a criming!
background request avallable for housekesper #i
(date of hire 6/10/2013) simployes file upon
request on 6/19/2013,

On 6/19/2013 at 5:19 pm during lnlervier, the

Pty

Fa26

Haymount Rehabilitation and
Nursing Center acknowledges re-
ceipt of the Statement of Deficiency
and proposes the plan of correction
to (he extent that the summary of
findings is factually correct and in
order to maintain compliance with
applicable rules and the provision
of quality cate to residents. T he
plan of cotrection is submitied as
allegation of compliance.

The below response {o the
Statement of Deficiency and the
plan of cotrection does not denote
agreement with the citation by
Haymount Rehabilitation and
Nursing Center, The facility re-
serves the right to submit documen-
tation to refute the stated deficiency
through informat appeals
proceduses and/or other
administrative or legal

proceedings.
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Excopt for hursing homes, (he firndlings staled abovs are distlosablo 00 days

follcaving the date of suivoy whother of hot a plan of corraclion Is provided. For nursing liomes, the above firkfings and pians of carroction are disclosoblio 14
days following the date hose doctirmonts ate masde avaitable to he (acilily. if deficiancies wie ciled, an approved pion of correclion is raquisite lo conlinued

program perticipation.
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F 226 | Continued From page 1 Foosl 11226
payroll director Indicated the housekeeping " Backeround check btained for
depariment is a contracted service as of ackground check was obtained for | o 0.,
6/1/2013. Housekeeper #1,
Review of lhe coniract hetween the company and An audit was completed by the
the faclllty made April 25, 2013 for environmental, Housekeeping Contract Director fo
laundry and malienance services fo the facility ensure that all background checks
read in part in section X1, were on file for all iis contract em- 6119713
“Gonltraclor's employees are subject lo the ployees for the facility.
facllity's policies regarding Immunizations, drug
screenings and background cheuiks, if required, All coniracted employee files
at the expense of the contraclor. (housekeeping, laundry, and die-
tary) were audited by the contract
On 6/20/2013 at 2:40 pm during an interview with Huﬁan R es‘our co M'zm o1 0 ol
the housekeeping supervisor, he presented the sure all contracied ;11 lg ces had a 8713
criminal background request for housekeeper #1 ' v i back a‘ f‘ ‘]p Olz ¢ f’l‘ 8
daled 6/10/2013, Interview with housekeeping current background check on iLie,
supervisor Indlcated criminal background checks . \
are done al the corporate office. The Administrator received copy from
hotisekeeping supervisor indicated "they are the C'ontraot managers t:m' house-
normally dohs right away at the corporate office keeping, laundry, and dictary ser-
F 4411 483.65 INFECTION CONTROL, PREVENT Fadf] vices verifying that all contracted
s=0 | SPREAD, LINENS employees had a current criminal 83
background check on file,
The facifity must eslablish and mainlain an
Infection Control Program designed to provide a Tach Contract facility manager will
safe, sanitary and comfortable environment ancf will submit proof of all new hires
to help prevent the development and transmission eriminal background cheek to the
of disease and infection. Administrator or Designees before
new hire’s first day of work.
(a) Infection Conlrol Program v 183
T ii ish i . . .
P'::ggﬂ'%::gfiﬁéﬂk an Infectlon Contro New hire folders will be andited by
(1) Investigates, controls, and prevents Infections the Administator/designee weekly
In the faciity: x4, then monthly x3, then quarterly
(2) Decides what procedures, such as isolation, thereafior, Any and all ﬁjld‘118§ will
should be appiled to an individual resident; and be submitted io the QA forreview, | 7/8/13
(3) Malntalns a record of Incldents and corcective
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441
F4d1] Continued From page 2 Fadil A yellow sign for Contact Isolation
actlons refated to Infections. was obtained from the N.C, State-
wide Program for Infection
(b} Preventing Spread of Infection Control & Epidemiology
(1) When the Infection Control Program (SPICE) website by the HR
determines that a resident neads isolation to Manager. 6/19/13
prevent the spread of Infectlon, the facility must
isolate the resident. fag
(2) The facifity must prohibit employees with a 13:; scifg:;tzltii?gilst}la(:;tseic%g 1 the out-
communicable disease or infected skin lesions side of resident’s #21 room door
from direct contact with residents or thelr foed, if ‘by the Infection Control nurse 6/19/13
direct conlact will transmit the disease. ' )
{3) The facility must require staff to wash their e . " i
hands after each direct resident contact for which Ihe Unit Coordinalors comp foted
hand washing Is indicated by accepled an m‘ld;t of all oillxel re?,ldentS who
professional practice. required confact lso_lal.ion and
placed the appropriate Contact Iso-
(c) Linens lation sign (SPICE) on the door for 6213
Personnel must handte, store, process and the one resident identified.
iransport linens so as to prevent the spread of
infection. The isolation cart for resident #21
was placed outside the resident
room door by the charge nurse,
Nursing staff was in-serviced by the 6/21/13
This REQUIREMENT is not met as evidenced DON of proper location of isclation
by catt.
Based on observalions, record review, facility
policy review and staff Interviews the facllily failed Nursing, Therapy, Dietary,
fo post a contaed precaution sign for of 1 Activity and Laundry/
resldent {Resident #21) on contact isolation, Housekeeping staff was in-serviced
by the Infection Control nurse and
Findings Include: RN supervisor on the Contact Iso-
' . fation Policy and Procedure and the 28113
Review of the faciiity's policy tiled use of the new Spice form.
"Isofation-Categories of Transmlssion-based
Precautions" read in part "Use color coded signs Staff will be in-serviced upon ori-
andfor other measures o alert staff and visitors of entation and annually on the policy
the implementatlon of Transmisslon-Based procedure for contact isolation and
Precaulions, while respecting the privacy of the appropriate posting, 778113
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F 441| Continued From page 3 £qqq|  F44l(cont)

resident.”

Residen! #21 was admifled {o the facility on
1542 and readmilted on 3/8/2013 with
diagnoses which Included Dementla, Alzhaimer's,
decubltus ulcers, and MRSA,

During an interview at 8:30 am on 8/24/13 with
nurse #8 {(who identified herself as the Infection
control nurse), she revealed resldent # 21 was on
Isolalion precautions,

An observalion was made on 6/21/13 at 8:40 am
of resident #21's room which revealed the room
did not have a visible sigh indicating the resldent
was on isofation precaulions. There was nota
sign visible on the oulside of resident #21°s room
door, Visible from the hall was a plastic contalner
three feet tall with the drawers facing toward the
room door. The confalner was across the room
from the room door. Located on fop of this
contalner was a package containing velfow items.
Upon entrance to tha room the package of yeliow
iterns was identified as a package of isolation
gowns, Addilional -room Inspection revealed an
orange sigh taped to the right hand side of the
contalner, No wrifing was visible as the confalner
veas 8-8 inches away from the closel located on
the right hand side of the room. The slgnwas
facing ths closel. Wiian llie container was
moved it was noted that the slun read contacl
isofation,

During an interview with Nurse #3 on 6/24/13 at
8:55 am regarding conlact precavdions, she
stated she had one resldent on contact
pracautions. She also stated that If a resldent was
oh contact precautions, an Isolation cart was put

Signs will be monitored on daily
rounds by the charge nurse, and

extra forms will be accessible at
each nursing station. 778113

Residents on isolation will be re-
porsted and reviewed at the QA
meeting monthly x3 and then quar-

terly thereafter. 7/8/13
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in the resident's room and a sign was taped on
the cart stating whal type of the precautlons was
needed, She further added thal the facllity dossn’t
post signs on the resident room door hecalise
"the Director of Nursing" (DON) told us not to post
any signs on the door because itis a violalion of
the resident's privacy.”

Nurse #3 also tndicated if a visltor came in the
roon they would know the resldent was on
contact precautions by the slgn on the isolatlon
cart In the rootn,

During an interview at 9:00 am on 6/21/13,
nursing assistant (NA) #2 reported that she knew
a resident was on contact precautions when fhere
was a sign posted on the door and hat the sign
Indicated to wear apron (govin) and gloves, The
jrocedure was to put the solled ltems in a bag
and in a container prior fo leaving the room, She
staled if a yellow gown was there you know ihey
are oh contact precautions. She reporled that
she had not cared for resident #21 this week.
She later staled thal resident #21 was on her
assignment for that day.

i aninterview at 9:15 am on 8/21/13, NA#3
reported she was employed at the facllity less
than 2 weeks. NA#3 stated she recelved
Infeclion control education during an online
colrse on day 2 of her ortenlation. She reported
that lhe informalion about Isolatlon precaufions
was located In the kiosk {facility's compuler
documentalion scrgen) thal is used by the NAs
for obtaining informalion on residents, This
Informallon included but was not limited to
behaviors, skin care and safely devices needed,
She was unable fo demonstrale the ability to
locate any inforimation about contact precaulions
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for resident #21 In the klosk,

An interview was conducted with the DON at

2:45pm on 6/24/13 regarding contact precautions.

The DON stated that when Isolation precaulions
are needed she would chack on the roommats to
determine if that resident could remain in the
rootn with the resident whe is on the precaution,
She would check to see the type of isolation
needed. She reporfed that an Isolation kit with
gowns, gloves and a trash collection container
would be located inslde the room, She definad
the kit as a two drawsr catt in the room with all
fhe equipment in if. She slated different placards
are used for different typss of isolation and the
placard was located on the side of the isofalion kil
Inslde the room,
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K000 i INITIAL COMMENTS £ 000 Haymownt Rehabilitation and

. Nursing Center acknowledges
This Life Safely Code (L8C) survey was . receipt of the Statement of Defi-
conducied as per The Code of Federal Reglster .

ciency and proposes the plan of

at 42 CER 483,70(a); using tha 2000 Existing
Hexlth Care section of the LSC and 118 referenced | correciion to the extent that the ]

publicaions. This facliity ls Type V protecled ; t swomery of findings is factually |
' ST;‘S,’NGﬁUH U{mﬁﬂglNUﬁg ?E‘;‘Jﬁ?‘a Sge\!‘;ﬁ ; correct and in order to maintain
cking arrangements, and is e 3 . . .
comp!geie autgmaﬁo sprinkler s?stgri. compliance “vfth ap pllca.l?le rules
and the provision of quality care

1

CFR#: 42 CFR 483,70 {a) ! ! to residents. The plan of correc-

K 038! NEPA 101 UFE SAFETY GODE STANDARD i K ’038; tion is submatted as
§59=D! allegation of compiiance.,
| Exit access is arranged so fhat exlts are readiy ' & 3

accessible al all imes in accordance with seclion . '
74, 18.2.1 i . The helow response to the

Statement of Deficiency and the
plan of correction does not denote
agreement with the citation by

. Haymount Rehabilitation and
Nursing Center. The facility re-

This STANDARD s notmet as evidenced by,
| Based on {lie ohservations and staff interviews

| on 7/972043 the following Life Safely ltem was setves the xight to subrit docu-
observad as noncomptiani, specific findings , | mentation to refite the stated de-
include; The door release mechanfsm in the : ’ ficiency

cooler and lreezer in dietary were niot eble to be
seen in alt levels of light in the case of an
emergency.

through informal appeals
procedures and/or other

- administrative or legal
CFR#: 42 GFR 483.70 (a) | proceedings.

PR

i K038
The Maintenance Dircetor has
placed glow {n the dark tape on
! the door release mechanism in

N

: I
L (| |
A ¥ DIRECTORS OR PRYJFDERSY FPRESERTATIVE'S SIGNATURE . TITLE .
T et R ™ Syroudive, Ditectpl
)

Any dQMJienw slafertfent dnding with an astarlslt ('\{leno!es 2 dolicionoy which the inaitulion may He excised from colesling providiag Il Ts datgemined fhal
Mictant protoction to the paftonls, (Ses hrsiructions.) Exceph (or qursing hoies, tho findings stated sbove are dlaciodable S0 duye

7 nol & plan of correclion is provided. For nusing hames, (he goove fndings and plans of cometifon dre disclosabls 14

% sro made avallahla to fa Jachity. [f deficiencles ore clfod, sn approved plan of comgation ls requlsite lo conlinved

othar safequonds
following tfie dnte of aurvey whother o
days follawing the date thesa documsn
progeam paricipotion.
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K038 (cont) | Date of Completion
in the cooler and freezer in the dietary department. 7125113

2. All other exits were inspected by the Maintenance
Director to ensure that they are readily accessible at
all times. No other exits identified. 7I25/13

3. All dietary employees and employees utilizing the

cooler and freezer in the dietary department have

been in-serviced by the Maintenznce Director :

on the access to the release. 7/25/13

4. The door release will be checked weekly by the
Maintenance Director to ensure door remains lighted
and accessible. 7/25/13

5. Maintenance will report any and all findings at the
monthly QA x3 months, and then quarterly thereafter. 7/25/13



