|
PRINTED: 11/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . A OMB NO. 0938-0391

STATEMENT OF DEFICIE} (—ms {X1] PROVIDER/SEPPLIER/CLIA EX2) MULTIPLE CONSTRY Ql ..' DATE SURVEY
= BER:
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING AN r-r‘E"i\ i =0 OMPLETED
TroT e
85309 8. WING :f, o !
NAME OF PROVIDER OR SUPPLIER STREET ADDRE. ITY, STATE,

718 GOODWA %NE
LEITCHFIELD, 42754

SPRING VIEW HEALTH & REHAB CENTER, INC

oo | SUMMARY STATEMENT OF DEFICIENCIES : D ! PROVDE LAN OF o
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GO uu) BE . COMPLETION
TAG REGULATORY OR LSG OENTIFYING INFORMATION) TAG CROSS-REFERE APPRDPRMH: P naTE
i DEFICIENCY} !
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. Submissfon of this Plan of Cerrection does not
An annual survey and an abbreviated survey (i . constitute admission or agreement by the :
#16955) was conducted on 11/01/11 through provider of the truth or the facts alleged ar :
11/03/11, and a Life Safety Code suryey was conclusioas set forth in the Statement of
conducted an 11/02/11 to determine the facility's o Deficicneies. T_h:_: Plan of Correction is submitied
' compliance with Federal requirements. The _ ;"éely tbcca"'s‘ iLis required by the provision of
" facilily was not in compliance with Felleral ederal and state law.
regulations with deficiencies cited at [he highest
i /S of an "F." KY #16955 was substantialed with :
deficiencies, ; vl :
483,25(d) NO CATHETER, PREVEN[ UTI, F 315 5
F 315 RBESTO(R)E BLADDER 483.25(d) Nn_Crtheter, Prevent UTL Restore 12716711
SS-E Bladder i
! Based on he resident's comprehensiye It is the norma! practice of Springvicw Health .
: assessmant, the facility must ensure that a and Rehab to cnsure that a resident who cnters
_resldentl who enters tho facility withou! an the facility, who is incontinent of bladder receives :
Indwelling catheler Is nol cathelerized unless the appropriate ireatment and services to prevent X
! rasident's clinical condlilion demonstirates that urinary tract infections and to restore as much '
catheterization was necessary; and ajresident normal bladder function as possible.
j who is incontinant of bladder recelve‘ appropriath Corrective Measures for those Residents ;
1 reatment and services to prevent urirjary tract Identified jn the Deficlency: :
infections and o restore as much norfnal bladde
" function as possibie, Residents #2, # 4 and #5 will be provided with
appropriate and thorough incontinent eare by
; staff,
This REQUIREMENT s nol mel as epidenced . ‘
by: ‘ CNAdS were re-cducated on ‘proper procedure for
: . . . providing incontinent care on 11/ {/11by the '
Based on abservation, s:*-lerv!ew, recdrd review Staff Development Nurse, DON. 2nd LPN :
and review of the facllily's policy/procédure, it wap Supervlsor.

doatermined Ihe facility falled lo ensurg residents

1 who are incontinent of bladder receivg
| Direct care stafY for Residents #2, #4 and #5 were

" appropriate realment and services tojrestore as
observed by the Staff Dcvclopmcnt Nurse and

. much normal bladder function as posgible for 1PN Supervisor providing incontincnt X

J n ncnt carc Lo
three residents (#2, #4 "‘f"d #5), In thej selecled these identificd residents on 11722/11 wilizing the
sample of 15. Observalions of incontinent care, Incantinent earc skills checktist. The direct core
on Residents #2, #4 and #5, revealed|staft l staff were observed {o defivery proper incontinent .
i cleaned the residents® private areas wjthout care. i
I changing areas of the washcloth,

LABORATORY DIRECTOR'S annovaamcsgws mms-ssusu%me . HTLE ATE
42;, =% / W /R /EF /

Any deficlancy sla ant ending with an aalerisk {°) denolos a daficiancy whigh Lhe institytion may be excusad from correcting providing it Is determlnr.(d that
other safeguards provide sufficlant proleclion (o the pationts, {Sqhe Instructiony.) Excapi for nursing homes, the findings stated shove are disclosable 60 days
o' @ the dato of survey whether or nol a plan of corroclion I3 provided. Fer nursing homas, the above findings and plans of correction are disclosable 14
di towing the dale lhase decuments ara made avaliable to fho fecility. If Hefclonclos sra cited, an approved plan of corraction Is requisite to continued

program parkcipation.
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1 Findings Inglude: other is who.n : de."

: A reviaw of the facility’s policy/procedure
“ncontinent Care Education,” undated, revealed
“staff are to use gloves and perform handwashing
in accordance with Standard Precautions and
Infection Control practice. Wet washcloths with

. warm walet, Apply perineal wash or soap -
female separate labia, cleanse perineal area front
{ lo back with one stroke. Repeat until clean, using
a clean par of the washcloth for each stroke.
Changa washcloths as needed. Male - retract the
foreskin if uncircumcised. Grasp the penis.
Cleans tha tip, star at the urethra (opening) and -
work outward. Use a clean parl of the washcioth
each time. Rinse if not using a no-finse product.
Return foreskin to the normal position, Cleanse
shafl of penis. Cleanse scrolum. Rinse washed

. areas of both male and femate if not using a
no-rinse product, Pal areas dry. Tum to side and
cleanse rectal area. Famale resident, wash from
tha vagina to the anus area with ona stroke,
Repeat as neaded to clean using a clean pat of
tha washcloth each time. Rinse if required by
product and pat dry. Apply moisture barrer.”

An interview wilh the Director of Nursing (DON},
on 14/3/11 at.2:25 PV, revealed the facility used
a protocol for incontinent care and Infection
controf, but had no policy and procedure,

- 1. Arecord review rovealed Resident #2 was

_admitted to the faciity on 07/26/11, end
re-admitted on 09/16/11, with diagnoses to

. Include Multiple Sclerosis, Depressive Disorder,
Peripheral Neuropathy and Chronic Indwaeiting
Catheler.

i

ecte Practlice were Ide

Prevent Re-Qcqurrenge:

P AlE CNA'S were re-educated on appropriate
incontinent care by F1/11/11 by the DON, Staff
development Nurse and LPN Supervisor. Any
CNA'S that could not attend, will be in-serviced
prior to their pext shift worked. The DON will be
responsibte to provide or arrange (or the
education. All residents who are dcpcnd:nt for
incontinent care will be observed recciving peri

A list of residents was developed by the DONof
Residents who are dependent for incontineat care |
: ytilizing the MDS Assessment [1722/11, These *

- Residents have the potential to be aﬂ“cctcd by Lhe

practice.
- Measure !mplgmm;gdor sttéms Altered to '

* care from the dircct care stalf, utilizing the !
incontinent' care check shect, The Observations |
witl be conducted by the StalF Development -

completed by IZISII 1.

rin easures aintai

Complignce;
The Staff' Development Nurse/LPN

residents. Three residents from 100

audit may be lncreased

" residents from 200 hall will be randomiy
selected. Observations will be conducted weekly
X B weeks, then monthly X J months, |
Results will be reported to the DON, and the
Quallty Assessment and Assurance )
Committee. I any arcas of concesn are
identifled, the frequency or dumlmn ol’lhe :

Nurse, LPN Superwsor and DON. Thls w:ll be

ngoin

Superwsor or

"DON will conditet random observalions of peri
i care delivery on 6 residents in the facility who arc '
dependent for incontinent care. (approx 10%) of

hadi and three

1
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l Obsarvations, on 11/02/11 at 9:55 AM, revealed
Cerlified Nurse Alde {CNA) #1 was assisled by

- CNA #2 1o complele incontinent care for Resident

1 #2. CNA #1 was observed to wipe the genilaiia

and shaft several times without changing areas of

the washcloth. CNA #1 did nol retract the

foreskin of the penis and cleanse the glans. The

CNA did nat use additional washcloths lo rinse

{ the soap off and dry the resident befare applying

H

1 a clean incontinent brief.

An inferview with CNA #1, on 11/02/11 at 10:35

AM, ravealed while providing incontinent care,

she did not change areas of the washcloth, but

knew 1o cleanse the resldent with a different area
i of the wesheleth each time.

A review of the comprehenslve care plan "Aclivily
of Daily Living (ADL) Functional Rehab Potential,”
- dated 08/09/11, reveated the resident roquired
extansive assistance with dressing, tolleting, and
i hygiene. Hefshe was freguently incontlnent of
bowel, with incontinent care being provided as
needed, o ;

2, Argcord review revealed Resident #4 was

. admilted to the facilily on 005/07, and
readmitted 09/04/09, with dlagnoses to include
Esophageat Striclure, General Osteoarthrosis,
Deprassive Disorder and Failure to Thrive.

Observation of Incontinent care, an 11/02/1 at
B:10 AM, revesied CGNA #3 transferred the
resident to bed utllizing a gait belt. CNA #3 °
provided incontinent care and wiped back and -
i forih three times in the groin area without
+ chenging areas of the soapy washcloth. She

e m——
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wiped down the middle of Resident #4's vaginal |

area. She had the resident {o roll over on his/her ' . =

slde and she wiped Resident #4's butlock back
* and forlh without changing areas of the ' .
washcloth. CNA #3 did not use a clean " ' TR :
washcloth to rinse the soap off the resident and : b
she did not use a dry washcloth to patthe
resident dry before appiying e clean incontinent
brief. i

An Interview with CNA #3, on 11/02/11 et B:25
AM, revealed she knew not to use the same area
of the washcioth to clean a resident. She slated
sha usually had two washcloths available to use '
while providing incontinent cere, and stated she

did not rinse or pat the area dry before applying a

new brief,

3. A racord review reveated Resident #5 was

" admitted to the faclity on 08/23/11 with diagnoses
to include Alzhelmer's Disease, Hyperlension and
Deprasslve Discrder.

i Observation of incontinent care, on 11/02/11 at - S . i
l 8:32 AM, revaalad CNA #1 and CNA #2 :
[ transferred the resident from his/er wheelchalr : {
to the bed. CNA #1 grabbad a washcloth and :
saturated It with soap and water. She wiped the l
i residani's buttocks first with the same area of the ;
| washcloth two times. CNA #1 then washed i l
" Resldent #5's scrotum area two times with the 1 : PR ST
same area ol lha washcloth. Tha CNA placed !
the clean inconlinent brief on the resident without :
rinsing the soap off or patiing his/her perineal . |
area dry. 5

An interview wilh CNA #2, on 11/02/11 at 10:50
AM, revealed during incontinent care staff are ‘
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' supposed to use a different area of the washcloth
to clean the genltalia. She slated “we are nol :
supposed to go back and forth with the same !
area of the wash¢loth because that couid cause ;
an infection {o occur.” - '
N I3
! An interview with the DON, on 11/03/11 a1 7:40 ' ;
AM, revealed the stafl are supposed to clean the i
resident's privale area from clean fo dirty. They
are supposed to use a differant area of the
- washclath each ime. With male res!dents, the -~ N
staff should retract the foreskin if they are not :
circumcised. Cleanse in a circular motion and i
use a different area of the washcloth, - '
F 332 483.25(m}{1} FREE OF MEDICATION ERROR F 33z
s5=E RATES OF 5% OR MORE P F332 1161

Ths facillty must ensure that it is free of
madication error rates of five percent or greater,

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, inlerview, record review
and review of Lhe facllity's policy/procedure, it was
1 determined the facilily falled to ensure i was free
{ of medication error rales of five percent or
greater, Observations of threa medication
-passes with three Certifled Madicalion
Tachniclans (CMT), an two out of three halls,
raveglad there were 43 opporiunities with threa
medication errors, which resultad [n a six percent
{6%) medicalion error rate.

Findings include:

A reviaw of the facility's Medication Administration

I

5% Or More

Identi ¢ Deflciency:

. 483.25(m} 1\Free Of Medication Error Rates of -

It is the normal practice of Spring vicw Health
and Rehab to ensure that it Is free of medication
error rates of flve percent or greatet. .

Corrective Measures foi those Residents

Resident #16 did not voice any complaints of
increascd anxiety on 117271 1 and the'Licensed

* staff did not nole any issues with increased

anxicty on § /2711,

Resident #9 was reassessed by the licenscd nurse’
. and blood pressure was taken on 1 1/2/11 and was
noted to be within acceptable range. The
attending physician was notified and no new
orders were given. Resident was discharged home

as previously planned on 11/2/]1.

Resident # 1 I's physician was re-notified by the

ticensed nurse of the residents refusal to take the
Syathroid at the time ordered on 11/2/1}, A new
order was received from the physician to change |
the medication time on 11/2/11.The MAR now
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poticy and procedure, dated 09/10, revealed
"medications should be administered in
accordance with written orders of the prescriber,”

: 1. A record review revealed Resldent #16 was
. admitlad to the facllity with a dlagnosis of Anxiaty.

* A review of the November 2011 physiclan's

- orders and MedIcalion Administration Record

- {MAR), revealed an order for Buspar
(antl-anxlety} 15 milligrams (mg) three times a
day (6:00 AM, 2:00 PM and 9:00 PM.

. An observation during the medicatlon pass, on
! 11/01/11 at 3:00 PM, revealed CMT #1, did not
j administer Buspar 15 mg as ordered.

l An Inlerview with CMT #1, on 08/03/11 at 8:10
AM, revealed she overlooked the Buspar on th

{2, A record review revealed Resldent #9 was
admitted to the facility on 10/19/11 with a
dlagnosis of Hypertension.

A roview of the November 2011 physician's
orders and MAR, revealed an order for Cardura
{to lower blood pressure) two mg, one by mouth
at badiime (8:00 PM).

An observation during the medication pass, on
14/02/11 al 815 AM, revealed CMT #2
| administered Cardura two milligrams.

An Interview with CMT #2, on 11/02/11 at 10:00
AM, revealed sha must have locked at the. MAR
and read the time wrong, and stated it was a

, mistake,

 Residents residing on 100 and 200 Halls who
receive oral medications have the potential {o be

_ of 2CM'’s per month, The observations will

F-332 (continued) - : -

reflects the new medication administeation 1ime
for synthroid. The resident is accepting the
medication at the new time.

CMT #1, #2 and #3 were re-cducated on
11/8/11 by the pharmacist on proper
medication administration, "+~

Ho Residents who may haye
affected by the praetice were Identifled:- -

affected by the practice.

Measures Implemented or Systems Altered to, -
Prevent Re-Ocecurrence; -

All CMT'S were re~educated on 11/8/1 ] by the
pharmacist on proper medication administration_
procedures. ’ '
All CMT'S wilt have medication observations
petformed by Pharmacy Consultant staff’ by
12/§5/11.The results of the observations will be
reporied to the Director of Nursing. Addilional
education will provided if concerns are identified
by the Pharmacy Consultant staff or the Director
of Nursing.

Monitoring Mggg'gres to Ma-igtaln_ohgoing
Compliance; )

The Staff Development Nurse or désignee will
conduct unannounced medication observations

be conducted monthly x 3 months to verify
ongoing compliance. The findings will be
reported to the Director of Nursing and the
Quality Assessment and Assurance ’
committee. If any areas of concern are
identified, the frequency and or duration of the
observations may be increased.
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3. Arecord review ravealed Resident #11 was
admilted to the facllity on 09/30/11 with a
diagnosis of Hyparthyroidism.

A revlew of the physician's orders, dated

| 10/21/11, and Novembar 2011 MAR ravealad an .
arder for Synthrold 150 micrograms {mcg) : , i

¢ (thyrold hormone) by mouth at §:00 AM., |-

- An observation during a medication pass, on _ _
11/02/%1 at 7:40 AM, revealed CMT #3 :
administered Synthroid 150 meg. . '

An intarview with CMT #3, on 08/02/11 at 9:00

AM, ravealed she gave the Synthroid 150 mcg at

. that ttme because the resident will not take any ; I
medication before ealing She staled she did not :

know If the nurses called and mada the i l

physiclans awars.

An Inlerview with the Director of Nureing {DON),
- on 11/02/11 a1 10:00 AM, revealed staff should !
administer the medications according to the, ’

physiclan's orders. |
F 371, 483,35(1) FOOD PROCURE, © F3M jéggsmmon PROCURE. o s
s5=E | STORE/PREPARE/SERVE - SANITARY : STORE/PREPARKSERVESANITARY
I It is the normal practice of Spring view Health
The facllity must - ' and Rehab to store, prepare, distribute and i
(1) Procure food from sources approved or serve fond under sanitary conditions. '

l considered salisfaclory by Federal, Stata or local

{ authoritles; and

(2) Store, prapara, disiribute and serve food t
i under sanitary conditions
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This REQUIREMENT s not met as evidenced
by:

Basaed on observation and Interview, it was
determined the facility failed to serve food under
sanitary conditions. Observation of the kitchen
revealed approximately 40 plate bonne!s and
bottoms were stacked with weter on the Inside of
them, and the food processor container was
stored with approximately e tablespoon of water
on the Inside of .

| A review of the census and condition, dated
11/01/11, revealed there wera 62 rasidents in the
_ bullding and two of those were tube feeders.

| Findings include:

! An Interview with the Dietary Menager, on
' 11/02/11 at 2:00 PM, revealed there was no
policy and procedure to address the drying of the
| food processor contalner and plate bonnets and
! bottoms, but steff should have ensured the plate
bonnets and bottoms were thoroughly air dried
before they were stacked and the food processor
container was put away,

An obsarvation of the kitchen, on 11/02/11 at 9:45
" AM, ravealad approximately 40 piate bonnets and
bottomns were stacked with waler on the inside of
i them and the food procassor container had
approximetely one tablespoon of weter in if.

An interview with the Dietary Manager, daled
11/02/11 at 9:45 AM, revealad the dietary steff
I should have tiltad the plate bonnets and bottoms
and allowed them to fotally alr dry before they
_ware stacked and puf away, Sha stated slaff

]

1
|
F 371} F-371 (continued} ~

Corrective Measures for fhose Residents

Identified in the deficiengy: . _ '

i Noresidents were identified in the deficiency.

How other Residents who may have the -
potential to be affected were identified; )

Residents who reccive meai trays have the
potential to be affected by the practice,

Measures Implemerited or Systems Altered to
* Prevent Re-Occurrence: I

The kitchen staff were re-educated on 1172711 by
the Registered Dietician and Dictary Manager on
kitchen sanitation with emphasis piaced on the
bonnets, bottoms and food processor being dry !
prior 10 being stacked and stored. Any stafl
member that was unable to attend, will bé re-
educated prior to their next shift warked by the i
Dictary Manager, .

As of 11/2/11, the bonnets and the baltoms are
now being stacked vertically, standing onend in

the rack to attow for proper drying. |
As of §1/2/11, the food processor is being placed |
aside to allow drying prior to storage, and a

i different bow! will be utilized cach time,

. Menitoring Measures to Maintain On-geing

The daily kitchen audit tool has been revised.

and monitoring af the bonnets, bottoms and

the food pracessor for dryness has been added .
to the audit tool, The audit too! will be |
i completed by the Dietary Manger or designee |
on a daily basis, The Registcred Dictician will '
review the audit tool on weekly basis x 8
weeks, then every 2 weeks x 8 weeks, then
monthly ongaing to verify ongoing
compliance.
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F 371" Conlinued From page 8 F 371" F-371 (continued)
Results of the audits will be reported to the
sh:u;d have d:m"lped ‘nh;;;ate;:?:gtr:r;?:l ; Administrator and the Quality Assessment and
| processor container a owed ) P gnly Assurance Committee. If concerns are
dry before It was placed back on the food | identified, the frequency or duration of audits
processor. " may be increased, f
F 441 483.65 INFECTION CONTROL, PREVENT F 441 ) . o
ss=E | SPREAD, LINENS F-441 12116111
483 FE ON CONTRO

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortabla environment and
to help prevent the development and transmission
of disease and Infaction.

{a) Infection Contral Program

} The facility must establish an Infection Contro}
Program under which i -
{1) Investigates, controls, and prevents infections
in the facliity;
{2) Decldes what procedures, such as isolation,
should be applied to an individual resldent; and
(3) Malntains a record of incldents and corrective
aclions related to infections. :

- {b) Preventing Spread of infection
{1) When the Infection Control Program

, detarmines that 8 resldent needs Isolatlon 1o

[ preven! the spread of Infection, the facility must
isofate the resident.

" {2) The facility must prohibit employees with a

communicable disease or infected skin leslons

from direct contact with residents or their food, if

! direct contact will transmit the diseass,

. {3) The facility must require staff to wash their

| hands after each diract resident contact for which

" hand washing Is indicaled by accepted
professional practice.

[
l {c)Linens

!

PREVENT SPREAD, LINENS

The facility has an established infection control
program that is designed to provide a safe,
sanitary and comfortable environment and to help
prevent the development and transmission of
diseasc and infection, '

easures for those Residents
in the deficiency:

arrectiv
identili

Resident # 2 was assessed on 11/23/11 by the
licensed nurse and no signs or symptoms of
infection were identificd. On [1/24/11 direct care
staff were observed by the Staff Development
Nurse and the LPN Supervisor, for proper hand
washing, utifizing the hand washing protocol
while preparing for and completing peri care on
resident #2 , and proper hand washing procedure
was followed.

Resident # 4 was assessed on 11/23/11 by the
licensed nurse and no signs or symptoms of
infection were identified. On 11/23/11 direct
care staff were observed by the Staff
Development Nurse and the LPN Supervisor,
for proper hand washing utilizing the hand
washing protocol, while preparing for and
completing peri care on resident ¥4 , and
proper hand washing procedures were
followed. 3 :
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{X5)

Personnel must handle, store, procass and
transport finans so as to prevent the spread of
Infection,

1

|

This REQUIREMENT Is not mat as evidenced
by:

! Based on observation, Interview and
policy/procedure raview, il was delermined the

l facllity failed to ensure the infaction controf
program was [mplemented related fo -

I handwashing between residents to help prevent
the development end transmission of diseases

| and infectlons for three residents (#2, #4, and

" #5), in the selected sample of 15. On 11/02/11,

| staff were observed not washing or sanitizing

" ! their hands after providing care for the residents.

i Findings include:

A review of the handwashing protocol, datad
01/27/11, revealed handwashing should be dons,
but is not #imited to tha followlng Umes: when
coming on duly, before and afler care for each
resident, afler handling equipment that is
contaminated, afler using the toilet or wiping
nose, before and after eating, and whenever

- hands are obviously soilad.

! 1. Observation, on 11/02/11 at 8:32 AM, revealed
Cerilfied Nurse Alde {CNA) #2 assisted CNA #3
with incontinent care for Resident #4. Afer the
incontinant care was complsted, CNA #2

I removed her gloves and exited the room without
washing her hands or utilizing sanllizer.

|

Resident # 5 was assessed on 11/23/11 by the
licensed nurse and no signs ar symptoms of’

infection were identified. On 11/23/11 direct caré’
' stafl were observed by the S1a(T Development

Nurse and the LPN Supervisor for propar hand
washing procedures utilizihg the hatid washing
protocol while preparing for, and completing peri
care on resident #5 and proper hand washing
procedures were followed,

How other Residents who may have heen
effected by the practice were identified:

A list of residents was developed by DON of
residents who are dependent for incontinent care
utifizing the MDS assessment [1/22/11. These
Residents have the potential fo be affected by the
practice,

easures Implemented or Systemy Altered to

Prevent Re-occurrence:
All CNA'S, CMT'S, and Licensed Nurses were

re-cducaled on proper hand washing procedures

by 11/22/1 hy the Stalf Development Nuese and
LPN Supervisor.

In addition, all licensed nurses will be re-
educatcd on the proper handling of soiled linen
by the Staff Development Nurse and the LPN
Supervisor. Re-education was initiatedon -
11/23/11 and will be completed by .§12/5/11 for
handling of soiled finen.

Any stall member that is unable to nttcnd during
this time will be re-educated prior to their next’
shift worked. The DON will be responsiblc to see
that the education is provided. Repeat lraining
wili be conducted semi-annually on Hand
washing to include Handling of soiled linen, by
the Administrative Nurses or LPN Supcrvisor. .

|

(X410 :
PREFIX I {EACH DEFICIENCY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE  COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPAOPRIATE DATE
DEFICIENCY) |
| . i
F 441 Conlinued From page 9 F441] F-441 (continued)
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F 441; Continued From page 10--

'E 2. Obsorvation, on 11/02/11 at 10;00 AM,
revealed CNA #2 assisted CNA #1 with

| incontinent care for Resident #2, CNA #1 was
compleling the Incontinent care and a resident's

i alarm was sounding. CNA #2 was observed to

[ remova her gloves, turn the handie of the

" bedroom door and enter the resident's room
. direclly across from Resident #2 without washlng

I her hands. |

An interviaw with CNA #2, on 11/02/11 at 10:50
! AM, revealed gloves should be changed when
going in and out of a room while providing care.
| She slated as a CNA, she was taught to wash her
_hands before bathing a resident. If something
| happenad during the bathing, then wash hands
and put a new pair of gloves on. Upon
l completion of a task, wash hands and arms
again. She staled she was expected to wash or
E sanitize her hands before providing care for the
nexi resldent.

l 3. Observation, on 11/02/11 at 4:20 PM, revealed
Licensed Practical Nurse (LPN) #2 completed a

j head to toe skin assessment on Resident #5.

' Resldent #5 had a small bowel movement and

#2 removed her gloves and exited the room
withoul washing her hands. LPN #2 was
observed to lay a solled inconlinent brief with
solled washcloths on the floor.  She re-entered
the room at 4:25 PM, openad the dressings and
" dated them with & marker she removed from her
. pockel, then donned a pair of gloves without
| washing her hands. Additionally, at 4:35 PM,
CNA 4 stopped and changed her solled gloves
| while she assisted LPN #2 with the care of
. Resident #5, but did not wash her hands prior lo

fecal matter was noted on his/her dressings. LPN

F 441 F-441 (continued) ' : ;

. Monitoring Measures to Maintain ongoing |
! Conipljance;
¥
‘The LPN supervisor will randomly select 3 l
staff members from each unit daily x 7days
and without prior notification, observe for
- proper hand washing procedure. The .
I observations will be conducted by the Staff |
Development Nurse and LPN Supervisor.”
Observations wiil continue to be conducted
| weekly x 8 weeks, then monthly x 3 months,
Repeat tralning will be conducted semi .
l annually for all CNA's, CMT's and Nurses.”
Results of the observations will be reported to
1 the DON and to the Quality Asscssmem and
Assurance Committee,
If any areas of concern ure identificd, the
[ frequency or duration of the observations may
be increased, i

P
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donning new gloves.

1 An Interview with CNA #4, on 11/02/41 at 4:55

| PM, revealed she assisted LPN #2 with provision
of inconlinent care for the rasident. She slated

! she should have washed her hands batwaen
giove changes while providing care.

An interview with LPN #2, on 11/02/11 at 5:00

| PM, revealed she was expected to wash her

" hands or use sanitizer belwesn each resident.
Additionally, she stated she did not wash her
hands before she lefi the room and did not wash
her hands when sha re-entered the room, LPN

i #2 stated she should have washed her hands
between each glove change lo prevent the
spread of infection; however, she did not do so.

An interview with the Director of Nursing (DON),
on 11/03/11 at 7:40 AM, revealed anytimae staff

room, they should sanitize thelr hands. The staff
| can use the sanitizer three times, then they have
"to wash their hands, When staff leave the room,
| they should wash or sanitize their hands, If staff
Ieave the room and refurn, they should sanitize or
| wash their hands before retuming fo care.

come out of a resldent’s room and go Into another-
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