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DEFICIENCY) |
52028 Ch 11 Sac 6 (b){lii) Physical Enviranment §2028 Preparation and execution of this
response and plan of correction does not
(b) Sanitary Environmant. The Nursing Care constitute an admission or agreement by
' Facility shal establish policies and procadures for the provider of the truth of the facts
Investigating, controlling and preventing alleged or conclusions set forth in the
Infections. statement of deficiencies. The plan of
correction is prepared and/or executed
dlsam} mfco mgrs&:m?mmnﬁmt solely because the provisions of federal
of Heslth, Epidemiclogy Unit as gw s and state Jaw require it. For the purposes
i §35-4-107. In addition, those I:O?:i-ﬂﬂt.lt. of any allegation that the facility is not in
classified as nmnﬂ'a' where two (2) or more substantial compliance with federal
persons, elther residents or employees, are requirements of participation, this
affected shall ba reportad immediately to the response and plan ,°f°l°"'°°"°",
Stala Health Officers, the Counly Haalth Officar, constitutes the facility's allegation of |
and the Licensing Divislon, The Nursing Care compliznce in accordance with section  ;
Facility Administrator or his/her dasignated 7305 of the state operations manual, |
| representativa shall flumish all avallable partinent ;
information related to such disaase or condition
, (o the Licensing Division 52928 |
. The facility will notify the Licensing
Division of an outbreak of infectious
disense in the facility.
This State Rule and Regulation 15 not mat as Cotreclive action:
;ﬁ;?nﬂ by of Licensing Division " On or prior to the date of compliance the JMUB;
 review , record Nursing Home Administrator/Designee ol9/))
and staff intarview, the facility falled to notify the re-educated the Dizectar of / / /
unm“%%'vbg&?' a.}.'hw:’n';ak of ‘mfe!;ﬁous Nursing/Assistant Director of
& ty. The ngs were: Nursing/Infection Control nurse on Siate
regulation 35-4-107, which states that
ﬁeﬁ?ﬂﬂgﬁmﬁ ,2:% xd Infectious Disease outbreaks must be
idantified an outbraak of infiuienza in the facliity in roported o the State epidemiology
January 2016, with residents testing positive for department as well as the State Health
Influenza Department
Review of Licensing Division racords falled lo
show any report o that agency of an outhreak of
Infactioys disease at the facility in the month of
January 2015.
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§2628| Continued From page 1 Sag28 Identification:

Residents that reside at the facility are at

Further interview with the infection control nurse potential risk.
on 8/20/15 at 10:20 AM confirmed whila
notification was made o the state apldemiologisl, Systemic Changes:

the facliity falled to notify the Licansing Division Going forward the Director of Nursing
as required. andfor designee will report infectious
Disease cutbreaks to the State
epidemiology department as well as the
State Health Department. On or prior 10
the date of compliance the Nursing Home
Administrator/Designee re-educated the
Director of Nursing/Assistant Director of
Nursing/Infection Control nurse on State
regulation 35-4-107, which states that
Infectious Disease outbreaks must be
reported to the State epidemiology

i department as well as the State Health

Department.

Monitoring:

The infection contro! report will be
reviewed in Quality Assessment and
Assurance Committee Meeting monthly
by the Director of Nursing/Designee at
which time any report of an infectious
outbreak will be reviewed to ensure it was
reported to the State epidemiology
department as well as the State Health
Department. Issues to be reviewed ai
Quality Assessment and Assurance
Meeting to ensure plan has been
implemented, sustained, and evaluated for
effectiveness.
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