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i DEFICIENGY)
S 000] State Rules and Regulations 5000 )
This Plan of Correction is the center's credibie
Hlegati ompliance.
State Standards allegation of comp
. Preparation andfor execution of this plan of correclio
| Rules and Regulations for Program does not constitute admission or ai‘%reeztent by Ilze '
Fad ; : i provider of the truth of the facts alleged or conclusions
Administration of Nursing Care Facilities set forth inthe statement of deficiencies. The plan of
. . correction is prepared and/or executed solely because
| Section 5. Organization and Administration. 1t is reguired by the provisions of federal and stale la.
|
L (fii) Written policies shall be in effect to ensure S Tag 000 Completfon
that newly hired and current employees do not Preventiing Spread of infection Date: Jaguar
spread a communicable disease that could be E 14th
transmitted through usual job duties. Corrective Action for Identified Residents
(A) Tuberculin (TB) testing shall be No specific residents were identified,
-1 accomplished for each employee upon
employment and before resident contact begins Identification of Residents with potential
and annually thereafter, to be Affected
(B) Employees having known positive skin tests Any resident has the potential to be affecteq.
shall provide a certificate of noninfectious from a
physician recommendations, if any, for treatment, Corrective Action to Prevent Recurrence
and evidence that they have complied with such .
recommendations. The facility has audited all current employee
health records,
(D) Individuals never having had a skin test or :
| who do not have written proof of skin test results, All TB tests will be completed by
: shall have an intradermal Mantoux using 5TU 12/19/2006 and the three (3) other staff
. PPD. This shall be accomplished via the two (2) members will be scheduled for a chest X-tgy
J step procedure. If the first test is negative and the by 1/14/2007.
employee is asymptomatic, the employee may
| éngage In resident contact prior to the results of All staff will be screened for TB on Hire and
i the second skin test. on an annual bases and will be tracked by
! (ii) A positive reaction (10 mm induration the Infection Control Nurses.
1 ' using 5TU PPD) requires a referral to a physician
i for x-ray and certification of noninfectious and The facility will develop a screening system
i appropria.te treatment if needeld . Follow-up shall by using the Work Restrictions by Infectiof
! CO”‘PIY with th? ll‘ec:ommendatlons of the Disease (Recommendation Categories----
j attending physician. Centers for Disease Control and Prevention.
. ; HICPAC guideline for infection control in
! Th|s standard was not met as evidenced by: &
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S 000| Continued From page 1 S 000 )
{ This Plan of Correction is the center’s credible
i allegation of compliance.
| Based on review of personnel files and staff
, interview, the facility failed to ensure employees FPreparation af:xd/or execution of this plan of correctiol
had a negaive TB test prior toresident contact oo ol i 7 D) el
-| for-four (#13#27,#30, #36) offive'employee— |~ set forth in the §latement of deficieneizs. The plan of
files reviewed. The findings were: ) correction is prepared and/or executed solely becanse
’ ' it is required by the provisions of federal and siate law,
1. Review of the personnel file for employee #36
i revealed she had a TB test administered on healthcare personnel AJIC 1998;26(3):289-
11/2/06 but the results of the test were never 354.)
read. -
Mounitoring/Quality Assurance
| 2. Review of the personnel file for employee #13 '
revealed she had completed the health The Director of Nursing (DNS) ot designee
questionnaire on 8/24/06 indicating she had : will do audits for of all new staff members
never had a TB test or chest x-ray. There was no health record before starting work {o assure
evidence the employee received any testing for that the result of the TB testing is completed
tuberculosis prior to resident contact. before starting work . The Director of
Nursing (DNS) or designee will audit all cal}
3. Review of the personnel file for employee #27 of and the work restriction by infectious
| revealed she had completed the health disease log weekly for 6 weeks. At the
questionnaire on 10/31/06. Review revealed the completion of the audits the Director of
employee indicated she had a negative TB testin | Nursing will report compliance to the
8/08 but there was no written evidence of the Performance Improvement Comumittee
negative test results. {Quality Assurance). The Committee will
then determine the need for any further
4. Review of the personnel file for employee #30 audits/reports.
revealed she had completed the health
i guestionnaire indicating she had a TB test Responsible Party
administered that was negative. However, there
was no written evidence the employee had a ‘ The Director of Nursing will be responsible
+ negative TB test prior to resident contact. for continued compliance.
During the exit interview on 11/30/06 at 3 PM the Correction Date
+ administrator and director of nursing agreed
i employees should have TB testing prior to January 14, 2007
i resident contact.
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