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was to receive nail care on shower days {two
times a week). A review of the najl care flow The Director of Nursing or
sheet for Fepruary ang March, 2011 revealed designee will do observations
‘ documentation the nail care had been completed. of a random sample of ten
An interview and observation, on 03/22/41 at 9:08 Tesidents per unlt(h-vo units)
AM, revaalad the resident sitting inthe lobby at week])f for appropriate
the nurse's desk. Resident#1's fingernails were grooming and personal
tong, jagged and partially painted with nail poligh. hygiene related to nail care.
There was a brownish discoloratian underneath These observations will be
the fingernails. Resident A revealed during an docutnented on an internal
interview thet his/her nails had not been cut *in a audit form once a week for
long time" and he/she wauld like fo have his/her six weeks, then once every
fingarnails cut because "they ook bad”. The two weeks for two months,
resident folded his/her hands together. then once a month. Any
) ) . . issues that are found will be
Interviews with Certified Nurse Aide (CNA) #2, on immediately corrected and
OZ3_I22/€T at 10:20 AM, and CNA #8, on 03/22/11 reported to the Director of
at 10:45 AM, revealed ﬂngemat%s were cuton Nursing or designee.
shower days and the residents received a shower . for this
two limes a week with a bed bath given an the 4. The comp.h ance tor
" other days. The nails were cleaned with each process wﬂi. monitored .
bath. through review of the audits
by the Administrator or
An intarview with Registered Nurse (RN} #3, on designee Monday through
03/22M1 at 10:55 AM, revealed the licensed staf Friday and documented on
were responsible for cutling fingernails of the clinical meeting minutes.
! residents diagnosed with Diabetes Mellifus and The result of this monitoring
the CNAs were 1o cui all other residents' will be brought fo the
fingernails on shower days. The fingernails were monthly Quality
fo be cleaned during bathing and as needed. Assurance/Continuous
o ) . Quality Indicator meetings.
An intarview with the Director of Nurs.mg {DON3, 5. The date of compliance is | 3/30/2011
fon 03/22/11 at 3:25 PM, revealed residents’
fingernails should be trimmed and cleaned on the
| residents’ shower days. The CNAs and licensed
staff should be monitoring fingernails during their
shift. She would expact nait care to be part of the
care pravided during the showers,

[
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$S5=E ; DEPENDENT RESIDENTS
A residant who is unable {o carry out activities of F312 ADL care'provlded for
daily fiving receives the necessary services to Dependent Residents
maintain good nutrition, grooming, and personal
* and oral hygiens. 1. Residents #2, #A, #B,
/ and #C grooming and
personal hygiene related
to nail care has been
This REQUIREMENT is not met as svidenced provided and maintained
by: since 3/29/11.
Based on observations, interviews and record 2. All residents have the
. review, the fa'cility failed to ens'ure grooming and potential to be affected,
perslonal hygiene rel.ated to na‘lﬁ care was 3. The Director of Nursing
provided for one resident {#2)‘ in the selected educated all nursing stafl
sample of three and three residents (#A, #B and related to promotin
#C) not in the selected sample. Rasidents #2, . P E
#A, #B and #C had long, unkepl! fingernails with a care in a manner t!mt ,
brownish discoloration under the nails, enha}]ces cach reSI‘dent §
dignity by providing
Findings include: and maintaining
sppropriate grooming
A review of the policy {undated) for Care of and personal hygiene
Fingernails/Toenails revealad nail care included related to nail eare by
1) dally cleaning and regular frimming and 2) 3/29/11. A new system
Trimmed and smooth nalls prevent the resident for providing nail care
from accidently scratching and injuring his/her was developed by the
skin. Director of Nursing and
‘ , implemented 3/29/11.
1. Arecord review revealed Resident #2 was
admitted to the faciity with diagnoses to include
Surgical Wound, Peripheral Vascular Disease
{PVD) and Manic Depression. The resident was
allargic to Nickle, Copper and Saline. A review of
the quarterly Minimum Data Se{ (MDS), dated
01/18/11, revealed the facility assessed4he
residant to require extensive assistance with
personat hygiene. A review of tha care plan for
Skin Care, dated 01/26/11, revaaled the residant
l
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was to receive nzil care on shower days (two The Director of Nursing
times aweek). A review of the Activities of Daily or designee will do

been provided.

Living (ADL) flow sheet for February and March,
2011, revealed documentation that nail care had

An observation and interview with Resident #2 on
/ 03/22/11 at B:55 AM,
were long and had a dark brownish discoloration
underneath the nails.
round lesions with self inflicted scratches and
scabs on his/her upper chast and both arms from
reactions to metal. Resident#2 revealed he/she
had multiple allergies to metal and scratched
him/herself unintentionally. The resident's nails
had not been trimmed "In a while"™.

2. A record review revealed Resldent #A was
admitted to the facllity with Dapressfon. A review
of the quarterly MDS,
the facility assessed the resident as moderately
cognitively Impaired and required limited

revealed hisfher fingemails

The resident had multiple

dated 01/26/11, revealed

observations of a
random sample of ten
residents per unit{two
units) weekly for
appropriate grooming
and personal hygiene
related to nail care.
These observations will
be documented on an
internal audit form once
a week for six weeks,
then once every two
weeks for two months,
theh once a month. Any
issues that are found will
be immediately
corrected and reported to
the Director of Nursing
or designes,

4. The compliance for this

assistance with personal hygiene. A review of the
care plan revealed the resident received nail care
with showers. A review of the ADL flow record for

process will monitored
through review of the

completed.

the resident sitting in

February and March,
documentation the resident had nail care

An observation, on 03/22/11 at 9:08 AM, revealed

desk. The resident’s fingemails were long,
jagged and partially painted with nail potish.
There was a brownish discoloration undemeath
the fingemnails. An interview with Resident #A
revealed hisfer nails had not been cut " a Iong
time" and he/she would like to have the
fingernails cut because "“they look bad®.

2011, revealed

the iobby at tha nurse’s

audits by the
Administrator or
designee Monday
through Friday and
documented on the
clinical meeting minutes,
The result of this
monitoring will be
broughit to the monthly
Quality
Assurance/Continuous
Quality Indicator
meetings.

5. The datc of compliance is  3/30/2011
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3. Arecord revisw revesled Resident #B was
admitted to the facility with dlagnoses to includa
Diabstes Mellitus. A Feview of the quarterly MDS,
" dated 01/23/11, revealed the facility assessed the
resident to be moderately cognitively impaired
and required extensive assistance with persanaf
hygiene. A raview of the care plan revealed the /
resident recefved nail care twice a week on

- showar days by a licensed staff. A review of the
ADL flow record, for Fabruary and March, 2011,
revaaled documentation that the resident had
received nait care.

An interview and observation, on 03/22/11 at 8:13
AM with Resident #B reveslad his/her fingernails
were long with a brownish discoloration under the
nails. An interview with Resident #B revealed the
fingarnails were "last cut in February®,

4. A record review revealed Resident #C was
admitted to the facility with Parkinson's Diseasa.
A review of the quarterly MDS, dated 01/16/11,

- revealed the facility assessed the resident as
moderately cagnitively impaired and required
exiensive assistance with personal hygiene. A
review of the care plan revealed the resident was
to recelve nail care twice a week on shower days.
A review of the ADL flow sheet for February and
. March, 2011, reveaied documentatian that nail
care had been provided.

An interview and observation, on 03/22/11 at
10:15 AM, revealed the resident was sitting in a
Geri/Chair in the lobby af the nurse's desk.

" His/her fingernails were long, jagged and had a
brownish discoloration undemeath the nails.
Interview with Resident #C reveaied it had been
"a while" since his/her fingemails had been cut.
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Interviews with Cerlified Nurse Aide (CNA) #2, on
03/22/11 at 10:20 AM, and CNA #8, on 03/22/11
at 10:45 AM, revealsd fingsrnails were cut on
shower days and the residents received a shower
two times a week with a bed bath given the on
othar days. The nails ware cleaned with each
/ bath, The licensed staff were responsible for
cutting the Diabefic residents’ nails.

An inferview with Registared Nurse (RN} #3, on
03/22/11 at 10:55 AM, reveated the licensed staff
were responsible for cutting the fingernails of
residents with Diabetes Mellitus and the CNAs
were to cut all other residents' nails on shower
days. Fingarnails were to be cleaned during
bathing and as needed.

An interview with the Director of Nursing on
03/22/11 at 3:25 PM, revealed licansed staff and
CNAs should be monitoring fingernalis during
their shifts and at all times when providing care
for residents. She expected nail care to be part
of the care provided during the showers and as
neaded,
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