following the date of survey whether or not a plan
days following the dale these documnents are mad
program participallan.

of correction is provided. For nursi
8 avallable 1o the fac

ng homes, the above findings and plans of correction
lity. If deficienclas are ciled, an spproved plen of coraction is requ
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! I 1. Corrective Action: i
. An annual survey was completed 11/17/10 ;
i through 11/19/10 to determine the facility's Resident #5
;:aorlr,l_]?;ierlglf':edu;ith Feciler?ilrequireme'nts. TI';af Immediate inservice on peri-
cllity fatled to meet minimum requirements for . _18.
recerlification with the highest S/S of D", care was provided on 11-18-10
Additionally, an abbreviated survey (KY #15595) by Corporate Nurse Trainer
was conducted on 11/17/10 and concluded on for CNA #1, responsible for
11/19/10 and was unsubstantiated with no the care of resident #5. DON
deficisncias % : .
’ i d re- atio
F 315 | 483.25(c) NO CATHETER, PREVENT UTI | pags| also g“’"“;f e cduc ducatlo
SS=D ! RESTORE BLADDER 11-18-10. oliow-up education
| was provided by ADON on 12-
Based on the resident's comprehensive 3-10. (See attachment 1, 2 & 3)
assessment, the facility must ensure that g :
: Tesident who enters the facility without an oy
i indwelling catheter is not catheterized unless the 2. ID of Others at risk:
! resldent's clinical condition demonstrates that
catheterization was necessary; and a resldent All residents listed as incontinent
who is incontinent of bladder receives appropriate - ; inent
treatment and services to prevent urinary tract were rev:ew_cd for incontine
infections and to restore as much normal bladder care. Incontinent care was
function as possible, observed by the Compliance
Nurse and ADON on 11-22-10 |
This REQUIREMENT Is not met as evidenced thru 12-10-10 with no other
by: _ problems noted. !
Based on observation, interviews and record i
reviews, it was determined the facility failed to 3. Prevention Measures: l
ensure appropriate treatment and services to i .
prevent urinary tract infections for one resident ) .
(#5) in the selected sample of 14, Findings Staff inservice was held on 12-
include: 3-10 on peri-care for the
Areview of the policy/procedure, "Glving Fernal Nursingstaff, Ohservation wi
revie e P ure, ing e . v 5 ’
Perineal Care" undaled, revealed during provision Cﬂntlfllle by Admmlstran@
of incontinent care/perineal care, the caregiver Nursing staff weekly during
should separate the labia and clean in a
downward motion, front A6 bayk with one stroke,
m%r;?w t(lREQTOR'S VIDEFZSUF?IER REPRESENTATIVE'S SIGNATURE f -~ TITLE (X6) DATE
RO e L), _ L2147
Any deﬂclencywdlng \bﬂh’;n aslerisk (*) denates a dsficlancy which tho lﬁ{lllulion may be excused from corragling providing It is determined that
other safeguards provideuwficient protection to the patienls. (Ses Instiuctlons,) Excapl for aursing homes, the findings statad above are disclosabla 90 days

are disclosabls 14
Isite 1o continued
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admitted to the facility, on 04/22/09, with a

! diagnosis to Include Urinary Tract infection. A
review of the annual Minimum Dala Sat (MDS),
dated 10/26/10, revealed the facillty identified the
resident was always incontinent of bowet and
bladder and required fotal assistance for bed
mobility.

An observation during the provision of incontinent
care for Resident #5, on 41/18/10 at 10:05 AM,
revealed Certified Nurse Alde (CNA) #1 applied
gloves, prior to care. The residant had a bowel
movement. CNA#1 cleansed the resident's
buttocks front to back and placed a brief under
the resident. The CNA did not wash her hands or
change her gloves and proceeded to separale the
labia with her gloved hand, cleansing the
perinaum front lo back, white wearing the
contaminated gloves.

An interview with CNA#1, on 11/18/10 at 10:28
I AM, revealed she never changed gloves during
|

(X4 1D } SUMMARY STATEMENT OF DEFICIENGIES [[3) PROVIDER'S PLAN OF CORRECTION I (X5}
PREFIX (FACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREF#X {EACH CORRECTIVE ACTION SHOULD BE 1 GOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APFROPRIATE DATE
. DEFICIENCY)

F 315 Continued From page 1 F315°  the month of December 2010
repealing until the area was clean. The policy . and monthly for 6 months with
revealed the next slep included assisting the ! any problems corrected
resident to lower hisfher legs and turn onto . immediately.
his/her side away from the caregiver. The !
technique included completion of the incontinent .
care by washing from tha vagina toward the | 4. Monitor:
reclum with one stroke, followed by rinsing and 1 Weekly monitor by
drying the area. | Compliance Nurse for month
A review of the policy/procedure, “Infection of Deccmber 2010 with review
Contral, Universal Precautions” dated 03/09/10, monthly thru June 2011 with
revealed caregivers should wash their hands after any problems corrected
touching blood, body fluids, secrations, immecdiately.
excretions, and contaminated itams, whether or
not gloves were worn.
Arecord review revealed Rasident #8 was 5. Date Corrected: 12-11-19
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incontinent care and she normally provided the
incontinent care from the bullocks to the perineal
area. She verbalized Understanding of how the
procedure cauld result in & spread of
contaminalion to the perineal area, using
contaminated gloves. She stated, "l have never
{hought about that before

An interview with the Director of Nursing, on

1 111810 at 10:30 AM, revealed she expeclad
f staff to change their gloves if they were soiled
during incontinent care. She revealed staff
should follow the policy for proper incontinent
care.
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A Life Safety Code survey was Initiated and
conducted on 11/19/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and !
found the facility to be in compliance with NFPA |
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.

S | /
LABORATORY DIRECTOR'S OR PRO DER/SPPLIER REPRESENTATIVE'S szGNATUg TITLE (X6) DATE
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Any deﬁc[encﬁla_{e ent ending with an asterisk (*) denoles a deficiency which 1hé/ Institulion may be excused from correcling providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correcltlon Is provided. For nursing homes, the above findings and plans of correclion 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 requisile to continued
program participation.
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