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WO000000
WO000000 | By submitting the enclosed
This visit was for the post certification materials we are not admitting the
. . . L . truth or accuracy of any specific
revisit to the investigation of complaint - .
findings or allegations as part of
#IN00131430 completed on July 12, my proceedings and submit these
2013. responses pursuant to our
regulatory obligations.
Complaint #IN00131430: Not Corrected. Be
verly Sayre Cowart
Dates of Survey: August 21, 22, and 23,
2013.
Facility number: 000730
Provider number: 15G580
AIM number: 100272190
Surveyor:
Susan Reichert, QIDP
The following federal deficiencies also
reflect state findings in accordance with
410 IAC 16.2.
Quality Review completed 9/4/13 by Ruth
Shackelford, QIDP.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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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W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based upon record review, observation WO000104 | W104 Policy measures related to 09/22/2013
and interview, the governing body failed contact precautions, specifically
to exercise general policy and operating contact precautions for potential
. ) . | scabies, was conducted prior to
direction over the facility to ensure policy implementation of facility protocol
and procedures were implemented to to reduce the risk of potential
promote health and safety practices for widespread transmission.
Universal Precautions and infection Random audits were not .
) conducted for contact precautions
control measures were implemented to related to scabies, as audits for
prevent infections for 6 of 6 sampled this intervention was
clients (clients A, B, C, D, E, and F) and unnecessary. After the potential
for 6 additional clients (G, H, I, J, K, and for scab|e§ was identified,
prophylactic treatment was
L). completed for all clients,
environmental cleaning was
Findings include: conducted and sanitation
methods were completed,
e L random audits were not required.
The facility's reportable incidents to the All contact precautions related to
Bureau of Developmental Disabilities prophylactic treatment for scabies
Services (BDDS) were reviewed on was completed within 24 hours.
8/21/13 at 6:00 PM. Reports dated However, random audits related
o iy to general policy for universal
8/19/13 indicated clients A, B, C, and J precautions and infection control
would receive prophylactic treatment for measures related to contact
scabies as a "possible exposure to precautions, continues to be
scabies.”" The report indicated facility Ezzziaegu%?t:?e?giﬂqg g:ri:asr.al
infection control policy, related to contact policy for universal precautions
isolation was implemented and "staff and infection control measures
education measures had been reviewed." have been documented and are
completed on an ongoing basis
.. : . as a proactive measure.
The Administrator was 1?te@1ewed on Completed random audit forms
8/21/13 at 5:10 PM and indicated all were and are available for
clients at the facility were treated for review. The facility previously
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scabies on 8/20/13, and the environment used three separate audit forms
of the facility had been cleaned including as assessment tools fgr universal
1 beddi dli precautions and infection control
all rooms, bedding and lmens. measures: 1) Hand washing, 2)
Dining room and 3) Sanitary
The Director of Nursing (DON) was control measures audit sheets.
interviewed on 8/21/13 at 5:55 PM and Th?? Zu,d't forrrf1fs zivi bkeen
. .. . modified in an effort to take a
indicated 51'1$p1c10us areas on chent§ A, B, holistic approach as a proactive
C, and J skin were found and the clients' measure to ensure efforts of
primary care physician had examined common practice for infection
them and ordered prophylactic treatment ponltrol ar:z l:jn(jotarstqod ang_t q
. . ) . implemented. Ongoing audits an
for. scabies while sklp scrapmgs were education related to universal
being analyzed for diagnosis. She precautions continues to be
indicated the facility had treated all of the conducted. In an effort to
clients in the facility to ensure no further increase proactive participation,
d of th ted scabies had audit sheets have been modified
spread of the suspected scabies ha to include open use of
occurred on 8/20/13. communication/information
exchange among/between staff
The Administrator and the DON were mt:amber? (Att. A). \INg"e sutrvety |
. . ] observations revealed a potentia
%nte.rwewed on 8/21/1.3 at 5:45 PM and issue with cleaning a chair after a
indicated random audits were completed client accident, it was determined
by administrative and nursing staff to that the issue was not related to
ensure staff adhered to Universal lack of knowledge for universal
P i precautions. This noted oversight
recautions. was determined to be more
related to staff’s lack of
Observations were completed in program recognition for appropriate
group 6 on 8/21/13 from 6:40 PM until CC’InlmdU”'tC?ft'O” b«ztweep/ arlnor;g
. r members in )
7:10 PM. Client K was taken to the rest eated stattmembers involved.
Additionally, information regarding
room by Staff #36 at 655 PM to Change appropriate C|eaning methods for
into pajamas. The upholstered chair client the soiled chair was correctly
K was sitting in had a wet stain 1 and 1/2 ?I_zmmr:’mc;ted IFO TE s;rl'oveyor.
e chair the client had been
foot by 1/2 foot. The QIPP'P .#62 seated in was a urine resistant
(Qualified Intellectual Disabilities chair. Specs for the chair were
Professional Designee) was present in the provided to the surveyor at the
room while client K was changing his time of inquiry as supporting
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clothing, but did not look toward the chair documentation. As a result, staff
seat. When client K returned from the .commun-lcated the appropriate
) h Iked q information that the soiled chair
restroor.n, at 7'00 PM, he walked towar could have been wiped clean with
the chair. Clients A, B, C, D, E, F, G, H, 1 alcohol. The facility sanitation
and J had access to the chair while client policy, regarding mopping and
K was in the restroom. The surveyor sanc;t.?tlgn rgethoqt?, has ?ee“d
) : modified. Committee reviewe
notified the QIDP-D #62 of the wet stain noted that in the future, areas of
before client K sat in the wet chair. The saliva, drool or food matter
QIDP-D #62 immediately removed the measuring half dollar in size or
chair to the hallway, and staff #36 then Ielss,h mlay be STn'tr']sz using
. alcohol or an alcohol wipe.
walked out of the roc?m to obtain a sheet Mopping in this instance would
to place over the chair. not be required (Att. B). For client
J and all other clients, hand
Staff #36 was interviewed on 8/21/13 at vx:gsr][mﬁ tecbhmques for s:jaffFand
. . clients has been reviewed. For
7.95 PM. He 1ndlca.ted h? had notlcefl clients, such as Client J who
client K was wet with urine as he assisted experience increased episodes of
him in changing into his pajamas. He hand-mouthing, staff may employ
indicated he should have assessed the the .uffhc’f a:!co:lolrtt:)ased.twllpesht.o
. . . assist the client with sanitizing his
chair after he .reahzed client K was wet hands initially. Use of
and removed it from the room. He stated alcohol-based hand sanitizer may
the chair would be steam cleaned by then be used, up to 5 times, to
maintenance or cleaned with alcohol by reduce the potential for spread of
him "if T oot time." infection. Staff will continue to be
1m b1 get time. provided education in the art of
proactive recognition and
The Administrator was interviewed on participation for implementation of
8/21/13 at 7:10 PM and indicated there genera:.pollcy fgr L:cnl\/tgrsal ol
should have been a better communication precatrfions and intection contro
practices. As a proactive
process between staff #36 and the measure and in an effort to
QIDP-D #62 to remove the chair when it maintain educational practices,
was wet. She indicated the facility had universal control/infection control
purchased urine resistant chairs and measures/practices will be
a ] ) monitored through random audits
indicated if the chair was one of those and small group education.
purchased, it could be cleaned with Completed audit sheets will be
alcohol. She indicated she would provide reviewed by the DON and the
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the cleaning and maintenance procedure Program Director to ensure
information thoroughness and identify any
' possible trends. Additionally, all
necessary data regarding the use
During observation on 8/22/13 from 2:20 and practice of hand sanitation,
PM until 3:20 PM in program group 6, the use of alcohol-based
client J placed his hands in his mouth sanitizers, !mplementatpn gf the
han 10 ti d his hand newly modified floor sanitation
moret. an : times and his han 's were protocols and the use of
wet with saliva. At 2:45 PM, client J was alcohol-based sanitation wipes for
fed a snack of softened cookie by staff sanitation of saliva, drool or food
#55 At 2:50 PM. client J had a rim of matter will be carried by all staff
1'(. T | ’ dhi h which during their interaction with
cookie r.nater-la around his n-lout i whie clients. All necessary information
fell to his shirt and stuck to it. Client J will be contained on a 4x6
placed his hands in the back of his mouth laminated card for easy access
and out again until at 3:00 PM, saliva and a:(:fsa'rlrts\non tpu'rpoges. Al(:.ﬂOOI’
. . . staff will be re-trained regarding
cookie matter (%rlpped fr9m h1§ hands. At common practice for
3:02 PM, cookie and saliva dripped from mopping/sanitizing floors, hand
his hands in 1/8 inch droplets on the floor sanitation and effective use of
next to where client L was sitting in a universal precautions. Audit
hai d clients H and T lavi sheets have also been modified
chair, and clients i an ) were faying on to include hand-sanitation
the floor. At 3:05 PM, client J was taken methods and methodologies
to the restroom by staff #36 to wash his necessary for environmental
hands by staff #36. No other staff was sanitation. Efforts to ensure that
tin th fth measures of universal
present in the cpmmon area of the room. precautions are regularly
At 306 PM, Chents B, G, I, and D Walked practiced were updated to
around the room. At 3:10 PM, client B include: staff access to readily
walked toward a one inch in diameter spot avallibI: lsagltatlct)n ;”plf“‘?s'
of cookie and saliva matter on the floor as unscheclied spo. checks for
) implementation, full staff
the QIDP'D #62 Walked 1nto the room. powerpoint training regarding
The surveyor pointed out the cookie infection control and small group
matter on the floor to the QIDP and she r(e)wew. of ;Jnlygrsal ﬁ{icautlopj. g
ngoing training will be provide
used the telephone to call for a mop. At by the DON and/or the Program
3:10 PM, the nurse walked through the Director, or their designee, in an
room to give client C his medicine as he effort to maintain awareness and
sat on a mat at the opposite corner of the implementation of facility
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room. The QIDP-D #62 notified the nurse
of the saliva and cookie matter on the
floor and she walked around the spot.
Client B walked on the spot with his
shoes as he walked through the room, and
client J also walked through the spot after
returning from the restroom. Staff #33
walked through the spot when he entered
the room at 3:14 PM. At 3:16 PM, staff
#36 brought a bucket of opaque tan mop
water and mopped the floor.

Staff #36 was interviewed on 8/22/13 at
3:16 PM and indicated he had retrieved
the mop water from Housekeeping staff
#6.

Staff #6 was interviewed on 8/22/13 at
3:25 PM, and indicated the mop water
given to staff #36 was clean and had been
prepared by him. When asked to
demonstrate how the mop water was
prepared, he pulled a mop bucket with
clear water and an opaque tan substance
floating in it and indicated the floating
substance was Pine Sol cleaner. When
asked to compare the mop water with that
given to staff #36, he stated, "Sometimes
the water turns color when the mop sits in
it for awhile." Staff #6 indicated the
buckets were cleaned on weekends and
after each bucket of water had been used.

The DON was interviewed on 8/21/13 at

policy.Complete Dote as of
9-22-13and On going
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5:40 PM and indicated staff had been
reminded to use standard precautions
when interacting with clients and had
used gowns and gloves with the clients
for any contact until clients had been
treated for scabies on 8/21/13. She
indicated contact precautions were no
longer necessary since clients had been
treated for scabies.

Training records and materials for the
facility's Infection Control policy dated
10/14/08 were reviewed on 8/23/13 at
3:45 PM. The records indicated staff #36
had been trained on the following policies
on 8/20/13. The policy indicated
"Employees will adhere to the CDC
(Centers for Disease Control) guidelines
for hand hygiene in health care
settings...The housekeeping employees
with ensure all areas of the facility are
clean and appropriately disinfected."
Arcadia Sanitation Guidelines (undated)
indicated "Program room floors should be
cleaned any time there is a spill or
contamination with human waste or
fluids. The soiled area should be cleaned
using a clean mop head, water and bucket.
After mopping the area change the mop
head, water and bucket and mop the area
again...."

The Administrator was interviewed on
8/22/13 at 3:35 PM and indicated client
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J's hands should have been washed when
soiled.

The Administrator was interviewed on
8/23/13 on 3:09 PM. She indicated per
policy the floor should have been mopped
twice in program room 6 when client J's
saliva and cookie matter fell on the floor.

The facility's administrative staff audits
for staff adherence to infection control
procedures were reviewed on 8/21/13 at
5:50 PM. Audits were completed on
7/30/13 in program group 6 and in the
dining room on 8/7/13.

Additional infection control procedure
audits completed by administrative staff
were reviewed on 8/22/13 at 6:15 PM and
indicated dining room audits on 8/7/13,
8/8/13 and 8/9/13. There were no
additional audits to review to indicate
administrative or nursing staff had audited
staff working in program room 6 to
ensure adherence to infection control
procedures.

Maintaining a Sanitary Environment
audits were reviewed on 8/23/13 at 2:43
PM and indicated the following: on
8/7/13, 8/9/13, and 8/17/13 by QIDP-D
#64 indicated the environment had been
cleaned. There were no additional audits
provided to indicate staff in program
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group 6 had been audited by
administrative or nursing staff for their
adherence to infection control procedures
including hand washing.
This deficiency was cited on 7/12/13. The
facility failed to implement a systemic plan
of correction to prevent reoccurrence.
3.1-13(a)
3.1-13(r)
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W000340 | 483.460(c)(5)(i)
NURSING SERVICES
Nursing services must include implementing
with other members of the interdisciplinary
team, appropriate protective and preventive
health measures that include, but are not
limited to training clients and staff as needed
in appropriate health and hygiene methods.
Based on observation, record review, and W000340 | W340 Policy measures related to 09/22/2013
interview for 6 of 6 sampled clients contact precautions, specifically
(clients A, B, C, D, E, and F) and for 6 conta'wct precautions for potgntlal
o ; scabies, was conducted prior to
additional clients (G, H, I, J, K, and L), implementation of facility protocol
the facility failed to ensure staff to reduce the risk of potential
implemented training to follow Universal widespread transmission.
. . Random audits were not
Precautions and promote hand washing to .
. . conducted for contact precautions
prevent the spread of infection. related to scabies, as audits for
this intervention was
Findings include: unnecessary. After the potential
for scabies was identified;
o o prophylactic treatment was
The facility's reportable incidents to the completed for all clients,
Bureau of Developmental Disabilities environmental cleaning was
Services (BDDS) were reviewed on conducted and sanitation
8/21/13 at 6:00 PM. Reports dated methods were completed,
o . random audits were not required.
8/19/13 indicated clients A, B, C, and J All contact precautions related to
would receive prophylactic treatment for prophylactic treatment for scabies
scabies as a "possible exposure to was completed within 24 hours.
scabies.”" The report indicated facility However, ran<'10m aUd't,S related
K R . to general policy for universal
infection control policy, related to contact precautions and infection control
isolation was implemented and "staff measures related to contact
education measures had been reviewed." precautions, continues to be
conducted on an ongoing basis.
he Di ¢ . Random audits related to general
The Director of Nursing (DON) was policy for universal precautions
interviewed on 8/21/13 at 5:55 PM and and infection control measures
indicated suspicious areas on clients A, B, have been documented and are
C, and J skin were found and the client's completed on an ongoing basis
as a proactive measure.
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primary care physician had examined Completed random audit forms
them and ordered prophylactic treatment were and are available fgr
. . . . review. The facility previously
for. scabies while Slel scraplngs were used three separate audit forms
being analyzed for diagnosis. She as assessment tools for universal
indicated the facility had treated all of the precautions and infection control
clients in the facility to ensure no further measures: 1) Hand was;hmg, 2)
dof th d scabies had Dining room and 3) Sanitary
spread of the suspected scabies ha control measures audit sheets.
occurred on 8/20/13. These audit forms have been
modified in an effort to take a
Observations were completed in group 6 holistic a[;proach as ?fprrtoaitive
. measure to ensure efforts o
on.8/21/13 from 6:40 PM until 7:10 PM. common practice for infection
Client K was taken to the rest room by control are understood and
staff #36 at 6:55 PM to change into implemented. Ongoing audits and
pajamas. The upholstered chair client K education related to universal
ittine in had in1and 1/2 precautions continues to be
was sitting 1in had a wet stain 1 an conducted. In an effort to
foot by 1/2 foot. The QIDP-D #62 increase proactive participation,
(Qualified Intellectual Disabilities audit sheets have been modified
Professional Designee) was present in the to include open use of
hile client K haneine hi communication/information
room'w tiec 1.en was changing his ) exchange among/between staff
clothing, but did not look toward the chair members (Att. A). While survey
seat. When client K returned from the observations revealed a potential
restroom, at 7:00 PM, he walked toward isl_s“et withdcle?qitng a c;hatir aﬂerg
. ) client accident, it was determine
the chair. Clients A, B, C, P’ E, _F’ G’. H,1 that the issue was not related to
and J had access to the chair while client lack of knowledge for universal
K was in the restroom. The surveyor precautions. This noted oversight
notified the QIDP-D #62 of the wet stain WTSt d((jatternlm;d ;‘0 tl’(e :(nore
before client K sat in the wet chair. The refated o stalt's fack of
) . recognition for appropriate
QIDP-D #62 immediately removed the communication between/among
chair to the hallway, and staff #36 then related staff members involved.
walked out of the room to obtain a sheet Additionally, information regarding
to place over the chair appropriate cleaning methods for
p ’ the soiled chair was correctly
communicated to the surveyor.
Staff #36 was interviewed on 8/21/13 at The chair the client had been
7:05 PM. He indicated he had noticed seated in was a urine resistant
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client K was wet with urine as he assisted chair. Specs for the chair were
him in changing into his pajamas. He provided to the surveyor at the
L. he should h dth time of inquiry as supporting
indicated he shou ave assessed the documentation. As a result, staff
chair after he realized client K was wet communicated the appropriate
and removed it from the room. He stated information that the soiled chair
the chair would be steam cleaned by could have beeq yvnped .cle.an with
. 1 d with alcohol b alcohol. The facility sanitation
n?amt.enance 9r cleaned with alcohol by policy, regarding mopping and
him "if I get time." sanitation methods, has been
modified. Committee reviewed
The Administrator was interviewed on nolt.ed ﬂ;at 'T th? fu(tjure, t?reas of
. saliva, drool or food matter
8/21/13 at 7:10 PM and indicated there? measuring half dollar in size or
should have been a better communication less, may be sanitized using
process between staff #36 and the alcohol or an alcohol wipe.
QIDP-D #62 to remove the chair when it Mopping in this instance would
She indi d the facility had not be required (Att. B). For client
was wet. e. n 1ca.te the a.Cl ity ha J and all other clients, hand
purchased urine resistant chairs and washing techniques for staff and
indicated if the chair was one of those clients has been reviewed. For
purchased, it could be cleaned with clients, such as C“er(‘jt J Y"h% "
C o . experience increased episodes 0
alcohol. She 1nd1cate;d she would provide hand-mouthing, staff may employ
the cleaning and maintenance procedure the use of alcohol-based wipes to
information. assist the client with sanitizing his
hands initially. Use of
. . ) alcohol-based hand sanitizer may
During .observatlor% on 8/22/13 f.rom 2:20 then be used, up to 5 times, o
PM until 3:20 PM in group 6, client J reduce the potential for spread of
placed his hands in his mouth more than infection. Staff will continue to be
10 times and his hands were wet with prowd;ad educatllc;.n in thg art of
. . roactive recognition an
saliva. At 2:45 PM, client J was fed a proactive recogn .
) participation for implementation of
snack of softened cookie by staff #55. At general policy for universal
2:50 PM, client J had a rim of cookie precautions and infection control
material around his mouth which fell to practices. Ads a proa:ft";tet
his shirt and stuck to it. Client J placed measure and in an etiort fo
] ) ) maintain educational practices,
his hands in the back of his mouth and out universal control/infection control
again until at 3:00 PM, saliva and cookie measures/practices will be
matter dripped from his hands. At 3:02 monitored through random audits
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PM, cookie and saliva dripped from his and small group education.
hands in 1/8 inch droplets on the floor Completed audit sheets will be
. . reviewed by the DON and the
next to where client L was sitting in a Program Director to ensure
chair, and clients H and I were laying on thoroughness and identify any
the floor. At 3:05 PM, client J was taken possible trends. Additionally, all
to the restroom by staff #36 to wash his nechessarty dat:le [:egzrdmgttrt].e use
and practice of hand sanitation,
hands b}.f staff #36. No other staff was the use of alcohol-based
present in the common area of the room. sanitizers, implementation of the
At 3:06 PM, clients B, G, I, and D walked newly modified floor sanitation
around the room. At 3:10 PM, client B protocols and the use of )
lked d ihch in di alcohol-based sanitation wipes for
walke .towar a .one inch In diameter spot sanitation of saliva, drool or food
of cookie and saliva matter on the floor as matter will be carried by all staff
the QIDP-D #62 walked in to the room. during their interaction with
The surveyor pointed out the cookie clients. All necessary information
tt the 1l to the OIDP and sh will be contained on a 4x6
matter on the floor to the Q and she laminated card for easy access
used the telephone to call for a mop. At and sanitation purposes. All floor
3:10 PM, the nurse walked through the staff will be re-trained regarding
room to give client C his medicine as he common practice for
¢ t at th it £th mopping/sanitizing floors, hand
sat on a mat at the opposite f:omer ot the sanitation and effective use of
room. The QIDP—D #62 notified the nurse universal precautions_ Audit
of the saliva and cookie matter on the sheets have also been modified
floor and she walked around the spot. to ThCIL:jde hznd-iin|;aﬁ|on'
. i methods and methodologies
Client B walked on the spot with his necessary for environmental
shoes as he walked through the room, and sanitation. Efforts to ensure that
client J also walked through the spot after measures of universal
returning from the restroom. Staff #33 prec?utlgns are regutlaél)t/
racticed were updated to
walked through the spot when he entered practi oW P .
include: staff access to readily
the room at 3: 14 PM At 316 PM, Staff available sanitation Supp“esl
#36 brought a bucket of opaque tan mop unscheduled spot checks for
water and mopped the floor. implementation, full staff
powerpoint training regarding
) ) infection control and small group
Staff #36 was interviewed on 8/22/13 at review of universal precautions.
3:16 PM and indicated he had retrieved Ongoing training will be provided
the mop water from Housekeeping staff by the DON and/or the Program
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#6.

Staff #6 was interviewed on 8/22/13 at
3:25 PM, and indicated the mop water
given to staff #36 was clean and had been
prepared by him. When asked to
demonstrate how the mop water was
prepared, he pulled a mop bucket with
clear water and an opaque tan substance
floating in it and indicated the floating
substance was Pine Sol cleaner. When
asked to compare the mop water with that
given to staff #36, he stated, "Sometimes
the water turns color when the mop sits in
it for awhile." Staff #6 indicated the
buckets were cleaned on weekends and
after each bucket of water had been used.

The DON was interviewed on 8/21/13 at
5:40 PM and indicated staff had been
reminded to use standard precautions
when interacting with clients and had
used gowns and gloves with the clients
for any contact until clients had been
treated for scabies on 8/21/13. She
indicated contact precautions were no
longer necessary since clients had been
treated for scabies.

Training records and materials for the
facility's Infection Control policy dated
10/14/08 were reviewed on 8/23/13 at
3:45 PM. The records indicated staff #36
had been trained on the following policies

Director, or their designee, in an
effort to maintain awareness and
implementation of facility
policy.Completion Date 9-22-13
and ongoing
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on 8/20/13. The policy indicated
"Employees will adhere to the CDC
(Centers for Disease Control) guidelines
for hand hygiene in health care
settings...The housekeeping employees
with ensure all areas of the facility are
clean and appropriately disinfected.”
Arcadia Sanitation Guidelines (undated)
indicated "Program room floors should be
cleaned any time there is a spill or
contamination with human waste or
fluids. The soiled area should be cleaned
using a clean mop head, water and bucket.
After mopping the area change the mop
head, water and bucket and mop the area
again...."

The Administrator was interviewed on
8/22/13 at 3:35 PM and indicated client
J's hands should have been washed when
soiled.

The Administrator was interviewed on
8/23/13 on 3:09 PM. She indicated per
policy the floor should have been mopped
twice in program room 6 when client J's
saliva and cookie matter fell on the floor.

This deficiency was cited on 7/12/13. The
facility failed to implement a systemic plan
of correction to prevent reoccurrence.

3.1-37(a)
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W000454 | 483.470(1)(1)
INFECTION CONTROL
The facility must provide a sanitary
environment to avoid sources and
transmission of infections.
WO000454 | W454 Policy measures related to 09/22/2013
Based on observation, record review, and contact precautions, specifically
interview for 6 of 6 sampled clients contact precautions for potential
) scabies, was conducted prior to
(clients A, B, C, D, E, and F) and for 6 implementation of facility protocol
additional clients (G, H, I, J, K, and L), to reduce the risk of potential
the facility failed to implement and follow widespread transmission.
Universal Precautions and promote hand Random audits were not .
. conducted for contact precautions
washing to prevent the spread of related to scabies, as audits for
infection. this intervention was
unnecessary. After the potential
Findines include: for scabies was identified;
g ) prophylactic treatment was
completed for all clients,
The facility's reportable incidents to the environmental cleaning was
Bureau of Developmental Disabilities conducted and sanitation
Services (BDDS) were reviewed on methods were completed, .
] random audits were not required.
8/21/13 at 6:00 PM. Reports dated All contact precautions related to
8/19/13 indicated clients A, B, C, and J prophylactic treatment for scabies
would receive prophylactic treatment for was completed within 24 hours.
scabies as a "possible exposure to However, random audits related
C o . to general policy for universal
scabies." The report indicated facility precautions and infection control
infection control policy, related to contact measures related to contact
isolation was implemented and "staff precautions, continues to be
education measures had been reviewed." conducted on an ongoing basis.
Random audits related to general
) ' policy for universal precautions
The Director of Nursing (DON) was and infection control measures
interviewed on 8/21/13 at 5:55 PM and have been documented and are
indicated suspicious areas on clients A, B, completedtgn an ongoing basis
. o as a proactive measure.
C,. and J skin were. ff)und and the ?llent S Completed random audit forms
primary care physician had examined were and are available for
them and ordered prophylactic treatment review. The facility previously
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for scabies while skin scrapings were used three separate audit forms
being analyzed for diagnosis. She as assessment tgols fgr universal
.- h €itv h 1 h precautions and infection control
indicated the facility had treated all of the measures: 1) Hand washing, 2)
clients in the facility to ensure no further Dining room and 3) Sanitary
spread of the suspected scabies had control measures audit sheets.
occurred on 8/20/13 These audit forms have been
' modified in an effort to take a
. . holistic approach as a proactive
Observations were completed in group 6 measure to ensure efforts of
on 8/21/13 from 6:40 PM until 7:10 PM. common practice for infection
Client K was taken to the rest room by ponltrol ar:z l:jn(jotarstqod ang_t q
) . implemented. Ongoing audits an
sta.ff #36 at 6:55 PM to Chang§ 1nt.0 education related to universal
pajamas. The upholstered chair client K precautions continues to be
was sitting in had a wet stain 1 and 1/2 conducted. In an effort to
foot by 1/2 foot. The QIDP-D (Qualified increase proactive part|0|pat|.o.n,
Intellectual Disabilities Professi 1 audit sheets have been modified
n e. ectual Disabili 1es' rofessiona ' to include open use of
Designee) was present in the room while communication/information
client K was changing his clothing, but exchange among/between staff
did not look toward the chair seat. When members (Att. A). While survey
lient K ret dh th t ¢ observations revealed a potential
client & returned trom the res roomf a issue with cleaning a chair after a
7:00 PM, he walked toward the chair. client accident, it was determined
Clients A,B,C,D, E, F, G, H, I and J had that the issue was not related to
access to the chair while client K was in lack of knowledge for universal
th ¢ Th tified th precautions. This noted oversight
¢ restroom. 1he surv-eyor nott 1e. © was determined to be more
QIDP-D of the wet stain before client K related to staff's lack of
sat in the wet chair. The QIDP-D recognition for appropriate
immediately removed the chair to the colmtmdunltc?ftlon bitwegn/ arlnor;g
hallway, and staff #36 then walked out of reiated stattmemoers nvolved.
) Additionally, information regarding
the room to obtain a sheet to place over appropriate cleaning methods for
the chair. the soiled chair was correctly
communicated to the surveyor.
Staff #36 was interviewed on 8/21/13 at The chglr the cllen.t had b.een
o ) seated in was a urine resistant
7:05 PM. He indicated he had noticed chair. Specs for the chair were
client K was wet with urine as he assisted provided to the surveyor at the
him in changing into his pajamas. He time of inquiry as supporting
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indicated he should have assessed the documentation. As a result, staff
chair after he realized client K was wet .commun-lcated the approprlatg
. h information that the soiled chair
and re@oved it from the room. He stated could have been wiped clean with
the chair would be steam cleaned by alcohol. The facility sanitation
maintenance or cleaned with alcohol by policy, regarding mopping and
him "if I get time." sanitation methods, has been
’ modified. Committee reviewed
noted that in the future, areas of
The Administrator was interviewed on saliva, drool or food matter
8/21/13 at 7:10 PM and indicated there measuring half dollar in size or
should have been a better communication Ielss,h mlay be STn'tr']sz using
alcohol or an alcohol wipe.
process between staff #36 e.lnd the . Mopping in this instance would
QIDP-D to remove the chair when it was not be required (Att. B). For client
wet. She indicated the facility had J and all other clients, hand
purchased urine resistant chairs and washing techniques for staff and
indicated if the chai fth clients has been reviewed. For
Indicated 1 ) ¢ chalr was one o . 0s¢ clients, such as Client J who
purchased, it could be cleaned with experience increased episodes of
alcohol. She indicated she would provide hand-mouthing, staff may employ
the cleaning and maintenance procedure the use of alcohol-based wipes to
i G assist the client with sanitizing his
Information. hands initially. Use of
alcohol-based hand sanitizer may
During observation on 8/22/13 from 2:20 then be used, up to 5 times, to
PM until 3:20 PM in group 6, client J reduce the potential for spread of
laced his hands in hi th th infection. Staff will continue to be
p ac.e 1S han ) § In his mou more. an provided education in the art of
10 times and hlS hal’ldS were wet Wlth proactive recognition and
saliva. At 2:45 PM, client J was fed a participation for implementation of
snack of softened cookie by staff #55. At genera:.pollcy fgr L:cnl\/tgrsal ol
. . . r ns and in n contr
2:50 PM, client J had a rim of cookie precautions and infection contro
] ] ) practices. As a proactive
material around his mouth which fell to measure and in an effort to
his shirt and stuck to it. Client J placed maintain educational practices,
his hands in the back of his mouth and out universal control/infection control
again until at 3:00 PM, saliva and cookie mea§ures/practlces will be .
i ; monitored through random audits
matter dripped from his hands. At 3:02 and small group education.
PM, cookie and saliva dripped from his Completed audit sheets will be
hands in 1/8 inch droplets on the floor reviewed by the DON and the
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next to where client L was sitting in a Program Director to ensure
chair, and clients H and I were laying on thoroughness and |de.r.1t|fy any
the fl At 3:05 PM. client J tak possible trends. Additionally, all
¢ toor. : » client J was taken necessary data regarding the use
to the restroom by staff #36 to wash his and practice of hand sanitation,
hands by staff #36. No other staff was the use of alcohol-based
present in the common area of the room. samltlzersa!?wpélilmentatptn tc?f the
_ . newly modified floor sanitation
At 3:06 PM, clients B, G, I, and D walked protocols and the use of
around the room. At 3:10 PM, client B alcohol-based sanitation wipes for
walked toward a one inch in diameter spot sanitation of saliva, drool or food
of cookie and saliva matter on the floor as (rjna’Fter ;?I\I”' b_e tcarru-;d by E;Ir: staff
. uring their interaction wi
the QIDP'D. walked in to the r.oom. The clients. All necessary information
surveyor pointed out the cookie matter on will be contained on a 4x6
the floor to the QIDP and she used the laminated card for easy access
telephone to call for a mop. At 3:10 PM, and sanitation purposes. All floor
h lked th h th . staff will be re-trained regarding
t .enurse Wa € . t. rough the room to give common practice for
client C his medicine as he sat on a mat at mopping/sanitizing floors, hand
the opposite corner of the room. The sanitation and effective use of
QIDP-D notified the nurse of the saliva universal precautions. Audit
d ki t the fl d sh sheets have also been modified
and cookie matter on the 90r and she to include hand-sanitation
walked around the spot. Client B walked methods and methodologies
on the spot with his shoes as he walked necessary for environmental
through the room, and client J also sanitation. IfEfforts to Tnsure that
. measures of universa
walked through the spot after returning precautions are regularly
from the restroom. Staff #33 Walked practiced were updated to
through the spot when he entered the include: staff access to readily
room at 3:14 PM. At 3:16 PM, staff #36 available sanitation supplies,
hedul t checks f
brought a bucket of opaque tan mop water Unse edu ed. Spot checks Tor
implementation, full staff
and mopped the floor. powerpoint training regarding
infection control and small group
Staff #36 was interviewed on 8/22/13 at r(e)wew. of ;Jnlygrsal ﬁ{icautlopj. §
3:16 PM and indicated he had retrieved ngoing raining wit >e provids
) by the DON and/or the Program
the mop water from Housekeeping staff Director, or their designee, in an
#6. effort to maintain awareness and
implementation of facility
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prepared by him.

floating in it and

when interacting

longer necessary

Training records

had been trained

"Employees will

Staff #6 was interviewed on 8/22/13 at
3:25 PM, and indicated the mop water
given to staff #36 was clean and had been

When asked to

demonstrate how the mop water was
prepared, he pulled a mop bucket with
clear water and an opaque tan substance

indicated the floating

substance was Pine Sol cleaner. When
asked to compare the mop water with that
given to staff #36, he stated, "Sometimes
the water turns color when the mop sits in
it for awhile." Staff #6 indicated the
buckets were cleaned on weekends and
after each bucket of water had been used.

The DON was interviewed on 8/21/13 at
5:40 PM and indicated staff had been
reminded to use standard precautions

with clients and had

used gowns and gloves with the clients
for any contact until clients had been
treated for scabies on 8/21/13. She
indicated contact precautions were no

since clients had been

treated for scabies.

and materials for the

facility's Infection Control policy dated
10/14/08 were reviewed on 8/23/13 at
3:45 PM. The records indicated staff #36

on the following policies

on 8/20/13. The policy indicated

adhere to the CDC

policy. Completion Date as of
9-22-13 and on going
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(Centers for Disease Control) guidelines
for hand hygiene in health care
settings...The housekeeping employees
with ensure all areas of the facility are
clean and appropriately disinfected."
Arcadia Sanitation Guidelines (undated)
indicated "Program room floors should be
cleaned any time there is a spill or
contamination with human waste or
fluids. The soiled area should be cleaned
using a clean mop head, water and bucket.
After mopping the area change the mop
head, water and bucket and mop the area
again...."

The Administrator was interviewed on
8/22/13 at 3:35 PM and stated "scabies
can come from anywhere. Skin to skin
contact or on shoes."

The DON was interviewed on 8/22/13 at
3:42 PM and indicated scabies can be
present in the environment or on the skin,
and can take up to 14 days to diagnose.

The CDC website
http://www.cdc.gov/handhygiene/Basics.h
tml was reviewed on 8/23/13 at 12:10 PM
and indicated hand washing should occur
after contact with human body fluids.

The CDC website
http://www.cdc.gov/parasites/scabies/prev
ent.html was reviewed on 8/23/13 at
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12:28 PM and indicated scabies was
usually spread by direct skin contact.
The Administrator was interviewed on
8/23/13 on 3:09 PM. She indicated per
policy the floor should have been mopped
twice in program room 6 when client J's
saliva and cookie matter fell on the floor.
This deficiency was cited on 7/12/13. The
facility failed to implement a systemic plan
of correction to prevent reoccurrence.
3.1-18(L)
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