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(b) Personnel policies and procedures. The
governing body or Its equivalent, through the
Nursing Home Administratar, shall be responsible
for implementing and maintaining writtan
pargonnel polivies and procedures that support
sound resident care and personngl praclices.

(v} Writlen policies shall ensure a safe and
sanltary enviropment for residents and persannel.

{A) Tubercufin testing shall be
accomplished for each employes upon
amployment and hefore resident contact beging
and annually thereafier.

(B) Employees having known positive skin
test shail provide a certificats of
noninfeclousness for a physlclan,
recommendations, If any, Tor trestmant, and
evidenqe that they have complied with such
recommendalions.

‘ (C) Individuale providing documentation of
negative skin tests administered within the last
year need no physician follow-up at this time.

(D) Individuals never having had a skin
test or who do not have written proof of skin test
resultg, shall have an intradermal Mantoux using
5TU PPD. This shall be accomplighed via the twa
(2} etep procedura. IF the first test Is negative and
the employee Is asymplomatic, the employee
may engage in resldent contact prior to the
resufts of the second skin test.

{I} Anagative reaction requires no
follow-up hy a physician at this time.

| All residents have the potential to be

This plan of correction Is prepared as
required by regulation,

To resniain In compliance with all Federsl and
State regulations, the conter has taken or wil
take the actions set forih in the following plan
of earraciion,

The plan of correclion conslitutes the center's
allegation of compliance such that all alleged
deflciencies cited have been or will be
comrected by the date or dates Indicated.

SP2910: Organlzation  and
Administratlon l
!
Corractive Actipns: ﬂ ﬂ/ﬂ%
All newly hired employees since
08/01/2014 have been administered
Tuberculin 8kin_ Tests (TST), by the

DNS/dssignee M&Judu"lj CNA':,*[# 4*5}#4;#5

| Others Potentlally Affected:

An audit was completed of ali new hires
since 08/01/2014 to identify any staff that
had not recelved TST upon hire.

affectad by this practice,

Systemic Changes: .
¢+ The DNS/Unit Managers were ||
educated on the requirement to
administer the 2-step TST per
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() A positive reaction (10mm ) .
induration u)singpﬁ‘l' U PPD) requires a refarral to 8 * Al newly hired employees will
physiclan far x-ray and ceriification of he administered the 2-step TST
noninfectiousness and appropriate treatment If according to State Regufations.
needed. FFollow-up shall comply with » The DNS/designee will mzintain
recommendafions of the alftending physickan, a running log of newly hired

employees and the T8T
(E)} If symplomes occur, a new cartificate of administration dates and results,
norinfectiousness ia required from the physician, s« The Buginese Offica
Manager/desigriee will complete
a new Hre checklist insluding
L the TST component, on all new|
This State Rule and Regulation is not met ag hires prior to thelr first official
avidenced by: _ day of orientation.
Based on employee flle review and staff
Interview, the faolity failed to ensure a system Monitoring:
was In place to evaluate Tuberculin (TB) risk for 6 The Business Office Manager/designee
of & new empTayea records ravtewed (#11 #3, 94, will awdit new hire fllees for TST
#5). The findings were: . °
documeantation weekly x 4 weeks,
Review of the employee flles for CNAs #1, #2, #3, {Eunm%’ X 3 months, and then random
#4 and #5 showed there wag no information eréafier.
related to TB risk or {esting. Infarview with the .
Director of Nursing on 12/3/14 at 3:50 PM qa: . ,
revealed sho was not-aware of the mquiremant ThB Business Office Manager will rﬁ?pl?rt
The Certified Nurse Aldes (CNA) had the audit date quarterly to the Quality
tollowing dates of hire: Assurance Commiites.
a. GNA#1 wes hired on 8/6/14
b, CNA%E? was hirad on 9/20/14 The Qually Assurance Committee
¢. CNA#3 was hired on 10/6/14 members will analyze the resulls of
d. CNA#4 was hired on 11/6/14 audits to determine further correclive
2. CNA#5 was hirad on 11/21/14 action if necessary to ensure confinued
sompliance with this plan of correction or
and/or termination of wmonitoring i
intervention(s) are successiul.
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