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The facility must ensure that tha resldent

envirenment remalns as free of accldent hazards

as is possible; and each resident recaives
adequate supervision and assistance devices lo
prevenl accidents.

This REQUIREMENT s not mst as evidanced
by:

Based on observations and resident and staff
interviews, the facility failed to monitor and
maintain water temperatures within safe
parameters on four {4} of four (4) resident halls,

The findings are:

On 6/6/11 at 4:24 PM waler temperalures from
the sink in resident rooms falt hot to touch.

Water lemparatures were Immediately chacked
with the surveyor's calibrated thermometer in a

cup with running water in three room sinks on the

400 hall In which three ambulatory residanls with
coghitive impaiment reslded. Temperalures
revealed the water from the sinks in resident
fooms were:

Room 402 registered 122 dagress Fahrenhait
(F.

Room 408 registered 125 degrees F;

Room 411 registered 124 degrees F.

Olher rooms chacked by other surveyors slariing
at 4:25 PM revealed temperatures in resident

rooph sink® and central bath showsrs using a cup

anda, running water as follgws:
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This plan of correclion in response to the
Slatement of Deficlencies demonstrales our good
faith and desire to improve the quality of carc and
services rendered to our residents. By submitting
this plan of correction, the facility does nat,
however, admit that any deficiency actually
exisled at the lime of the survey. This plan of
correction constitutes a wrillen allegation of
substantial contpliance.

F323 483.25 (L} Free of Accidents Hazards / 6/29/11
Supervision / Devices

A, Resident found to be affected by alleged
deficient practlce:

No residents were affected
B. Resldent having potential to be affected:

All residents have the potential to be affecled by
hot waler temperatures.

C. Systemalic changes fo assure alleged
deficlent practices will not occur:

All maintenance staff have been re-educated by
the Executive Director on |l procedure to follow
if waler lemperalures are ont of range. If
temperalure ranges are below 105° or above 116°
they are to nolify the ED, AED, or DON and a
new form was created to document this
informatlon. After water temps have been
adjusted, water temps will be re-checked every
bour until water temps are in range. Once
lemperatures are in range Lhey are then to check
the temperatures every hour for three hours,
Education was completed on 6-21-11
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Room 104 registered 121.7 degrees F,
100 hall central bath shower registered 121
degraes F;

Room 204 registered 117.8 dogrees F;
200 hall central bath shower registared 121
degrees F;

Room 305 registered 124 degreas F;
Room 310 registered 120 degrees F,

300 hall cantral bath shower registared 120
degreas F,

On 6/6/11 at 5:07 PM the Mainlenance Director
stated that once a week, usually on Fiidays, he or
his staff went to two (2) random resident rooms
on each hall wilh a cup and check walter
temperatures with a digital thermometer which is
calibrated prior lo the start of water temperature
checks. He stated that the goal was lo keep the
water temperatures around 115 degress F. He
further stated lhat he did not check central bath
water temperatures. He stated that there usually
was not much varylng of the temperatures from
room to room. He stated that last week the
ternperatures were adjusted (fumed down)
because they registered 116 degrees F. He
further described that there were two boilers
across from the 400 hall nursing station that feed
water to all the resident rooms and central
showers. These boilers both ran through the
same mixing valve and recircutation pump. He
did not recall any concerns or complaints about
waler temperatures from resldents or staff. He
stated that he had not checked or made
adjustments on this date.

On 6/6/11 at 5:20 PM with the Maintenance
Direclor using his thermometer, which ha
calibrated at this time, observations revealed

Faza| D Monltoring process:

Logs and forms will be monitored weekly to
ensure the lemperature ranges are between 105°
lo 116° by Execulive Director, AED and
Maintenance Director. Beginning on 6/24/11.

Findings of Lhis audil will be brought to Lhe
Continuous Qualily Tmprovement Commiltee
monthly for three months. The next meeling is
scheduled for 7/20/2011.
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resident room sink temperatures in the following
room:

Room 408 registered 125 degrees F;

Room 411 registered 124 degiees F;

Room 402 regislered 120 degrees F.

He stated that he had never seen the waler
tempaeratures range this high before.
Obsarvations of the termperature gauge on the
mixing valve at 5:50 PM In the boiler room
revealed the water temperature was set at 122
degrees F. Per maintenance it is kept at this
temperature to allow the water to cool off when it
reaches resident areas. He could not exptain why
the water temperatures in the resident areas were
so high.

On 6/6/11 al 5:45 PM a phone conversation was
held with the maintenance assistant who most
racently checked the water temperatures. The
maintenance assistant stated that he noliced the
water tamperatures seamed high when he
checked them with his hands in the morning, last
Saturday. Upon checking them with &
thermomeler, he noted the water temperatures
were 120 degrees F so he lowered the walter
temperature on the mixing valve, He stated lhat
he thought the mixing valve was set at 120
degrees F bafore he lowerad il. He stated that he
did not write the high temperatures down in the
water temperature log but wrole the lemperatures
that he got when he rechecked the temperalures
in the afternoon. He verified the temperatures
that are recorded in the log book are after the
adjustment. He staled that he did nof report
finding the high water temperatures or that he
had to adjust the mixing valve to anyone. He
further staled that he worked again on Sunday
but did not check the water temperatures.
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Raview of the last six months of water
lsmperalure logs revealed water temperatures
were well controlled and within acceptable
parameters excapt one day. On 5/6/11 the
temperatures ranged from 115 degrees F to 120
degraes F. There were no notations regarding
what changes if any were made on this date.
Roviow of the water logs revealed the last time
the waler lemperalures were recorded was on
Saturday 6/4/11 which ranged from 112 to 115
degrees F.

Follow up interview with the Maintenance Director
on 6/6/11 at 6:00 PM revealed that he
remembeared talking to the maintenance assistant
about the water lemperatures last Thursday or
Friday. They looked at the thermometer in the
boiler room above the mixing valve. If that
thermomeler reads between 118-121 degrees F,
he stated they don't necessarily go to resident
rooms to check. He stated that his monitoring of
the water lemperalures included checking the
thermometer at the mixing valve to make sure It
was betwean 1189 - 121 degrees F. He stated the
thermometer at the mixing valve in the
mechanical room normally read 122 degiees F
and would not be of any concern. He stated that
each season they need 1o "tweak” the
lemperaturas but never was the water
temperatures this high. He could not recall the
temparalures of 5/6/11.

On 6/9/11 at 1:57 PM interview with the
administrator revealed that he expected the water
temperatures in areas used by residents would
be between 110 - 116 degrees F. He would
expect maintenance staff to inform either his
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agsistant or himself if and when adjustments
needed to be made. He further siated that once
an adjustment was made to change the waler
temperature to areas used by residents, a plan
should be implemented to determine what follow
up would be established to ensure the water
temperatures were with in an acceptable range.

Interviews with resident and staif revealed only
one alert and oriented resident who stated on
6/6/11 al 4:28 PM that sometimes tho water was
a little too warm. She had never reported this lo
anyone.

F 329 483.25(1) DRUG REGIMEN IS FREE FROM
ss=p | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnacessary diugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate manitoring; or without adequate
Indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinalions of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residonts
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
racord; and rasidents who use antipsychotic
drugs raceive gradual doss reductions, and
behavioral inlerventions, unless clinically
coniraindicated, in an effort to discontinue these
drugs.

F 323

F 329

F329 483.25(1) Drug Regimen is Free
From Unnecessary Drugs

A. Resldent found to be affected by
alleged deficient practlce:

Residenl #28 had a clarification order
obtaincd on 6/9/11 from attending physician
for Lasix 40mg po daily and Micronase 2.5
mg po daily. The Medication
Administration Record reflects the
clarification order. Re-education was
completed with the nurse involved in the
recapitulation process for resident #28.

B. Residents have the potential to be

affected: .
All residenis have the potential to have order
changes during the month to be checked in
the monthly recapilulation process.

6/30/11
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This REQUIREMENT Is not mel as evidenced
by:

Based on record review and staff interviews the
facility failed to reduce the dosage of two
medications as ordered by the physician for one
(1) of twelve (12) residents reviewad for
unnecessary medications resulling in Residenl
#28 receiving an excessive dose.

The findings are:

Residaent #28 was re-édmitted lo the facility
09/12/06 with diagnoses which induded including
Hypertension and Diabeles.

Review of the current Physiclan Orders Sheet for
Resident #28 dated 06/01/11 revealed an ordar
for Micronase 2.5mg (milllgrams) daily and Lasix
40mg daily.

Review of the June 2011 Medication
Administration Record (MAR) revealed hoth of
these medications were being given twice a day
from June 1st through June Bth, 2011.

During an interview on 06/09/11 at 10:45 AM, the
Director of Nursing (DON) stated this was a
transcription emor. The DON further stated that
every month the new MARs were sent out from
pharmacy and were recapitulaled by facliity staff
to ensure the physiclan order sheets were
correct. The nurse who performed the
recapitulalion process caught the error and had
made the correction on the physician order sheat

pracess have been re-educated on the

education completed 6/29/11,
D. Monitoring process:

The recapitulation process will be
observed/monitored by the Director of

the Siaff Development Coordinator to

beginning 6/29/11. Copies of the

they will return the copy stating the

Continuous Quality Improvement
Comnittee meeting monthly for three

7/20/2011.

deficient practices will not occur:
All nurses involved in the recapitulation

monthly recapitulation procedure by the
Director of Nursing to ensure accuracy. Re-

Nursing, Assistant Director of Nursing, or

ensure that the process is consistent and
accurale and that all residents records are
reviewed lo ensure all recap orders and
Medication Administralion Records are
accurate, This will be monitored monthly
during the monthly recapitulation process

corrections on the physician orders will be
send back (o the pharmacy for the pharmacy
to correct in the resident profiles and then

corrections have been made for us to audii.

Findings of this audit will be broughi to the

months, The next meeting is scheduled for
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but this had not been corrected on the June 2011
MAR. The DON stated Raslident #28 had an
oulpatient procedure done on 05/16/11 and had
returned fo the facility on 05/17/11 with orders
from the surgeon for these medications to ba
given daily. The DON stated the resident had
been on them twice a day prior {o the procedure.

During a telephone Interview on 06/09/11 at 11:30
AM the resident's physiclan stated he did not
think there would be any adverse effects and had
ordered the facillty to go back to daily doses of
the Lasix and Micronase. No fab work was
ordered and the physician stated the facility would
continue with routine FSBS (finger stick blood
sugar) menitoring one lime a week. Review of the
FSBS for June 2ad and June 9th was 182 and
124 respectively.

Interview with the ADON (Assistant DON) on
06/09/11 at 1:30 PM revealaed she had verilied the
medicalions on 05/30/11 for the new physician's
order sheet for June and the discrepancy had
heen found and corrected on the physician's
order sheat. No explanation was given for not
being corrected on the MAR.

483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

‘Based on observalions, review of the medical
racord and medication manufacturer packat
inser, and Inlervlews the faclfily failed to adhere

F 329

F 333 of Significant Med Errors

clarification order.

A. Residents found to be affected by
alleged deficient practice:

Resident #80 had a clarification order
oblained on 6/9/11 from attending physician | -
for Polassium liquid 20MEQ po every
Monday, Wednesday, and Friday for
treatmenl of CHF. The Medication
Administration Record reflects the

F333 483,25 (m) (2) ADL Residents Free | 7p711
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to inslruclions not to crush a suslained release
medication for one (1) or eteven {11) sampled
residents observed for medication administration.
{Resklent #80).

Tha findings are:

The manufaciurer package inserl, Revised 1208,
for Kior-Com M20 20 mEq (Milliequivatent) read
in parl: "Klor-Con M Is a tablet formulated {o
provide an extended rate of release of
microencapsulated polassium chloride and thus
to minimize the possibility of a high local
concenlration of potassium near lhe
gastrointestinal wall." Precautions noted in the
insert included: "Take each dose without
crushing, chewlng or sucking the iablets.”

Resident #80 was admitted to the facility
0812212007 with dlagnoses Including Congeslive
Heart Failure (CHF) and Stomach Funclion
Disorder.

The June 2011 Physician's Orders and
Medicalion Administration Record (MARY) for
Resident #80 revealed a physiclan’s order, dated
011472011, for Klor-Con M20 20 mEg SR
{sustained release) to be administered by mouth
every Monday, Wednasday, and Friday for
treatment of GCHF. Additional instructions for
administration on the MAR included "DO NOT
CRUSH OR CHEW'" per pracautions noted in the
manufacturer packet insert.

During observations of medication administration,
06/08/2011 at 09:02 AM, Licansed Nurse (LN} #2
prepared Resident #80's medicalions for
administratlon. The pharmacy label on the

completed by ADON,

affecied:

or liquid consistency.

D. Menitoring Process:

6/14/11,

B. Residents having the potential to be

All residents have the potential fo be have an
order obtained for Polassium tablets.

C. Systemalic changes to assure alleged
deficient practice will not eccur:

All nurses have been re-educated on
Medication crushing- General Guidelines for
All medicalions lo include Polassium,
Compleled by DON on 6/24/11. All
Polassium orders were reviewed to ensure
appropriate consistency for specific
residents initiated 6/14/11 through 7/6/11.
On 7/6/11 all Potassium orders with a tablet
consistency were changed lo either a capsule

All new Potassium orders will be
reviewed/audited in \he morning meeting Lo
ensure appropriaie consisiency initiated on

Licensed Nurse (LN) #2 regarding following
manufacturer package Insert, the additional
instructions on the pharmacy label on the
medication unit dose dispensing card, and
the additional instructions on the Medication
Administration Record. Education
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F 333 | Continved From page 8 F233| All new Potassium orders will be
medication unit dose dispensing card read in part: reviewed/faudited in the morning meeling to
Klor-Con M20 20 mEq SR take 1 tablet by mouth ensure Polassium consislency is capsule or
every Monday, Wednesday, and Friday. Addition liquid form effective 7/7/11.
instructions for administration included "DO NOT
CRUSH O.R CHEW' LN #2 I‘.Gm(_)V.ed one tablet We will do a med pass audit to ensure the
from the dispensing card placing it in a cup. LN Potassium’s arc give robriately twice a
#2 prepared additiohal medications, added them M 'S arc given approprialcty twi
to the cup containing the Kilor-Con SR, and weelk for three months.

roceeded to crush all the medications. LN #2 o . o

thﬁrrned all prepared medicallons were crushed Fmdl_ngs of this a_udlt will be brought 1o the

in praparation for administration to Resident #80 Continuous Quality Improvement
Committee meeting monthly for three

During a follow-up inferview, 06/09/2011 at 10:45 months. The nexl meeting is scheduled for

AM, LN #2 reviewed Resident #80's MAR and the 7/20£2011,

Klor-Cen unit dose pharmacy label and confirmed

administration instructions inciuded “do not

crush.” LN #2 reported she was thinking about

being observed and did not place the Klor-Con in

a separate cup to avoid crushing. LN #2 stated

the Klor-Ceon should not have been crushed due

to the risk of increasing the absorplion rate of the

medication.

During an Interview, 06/09/2011 at 2:15 PM, the ,

Director of Nursing (DON) stated LN staff were

responsible for reviewing instructions on the MAR

and medication pharmacy label and administering

medications accordingly. The DON confirmed

Resident #80's Klor-Con should not have been

crushed.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 .
ss=E | SPREAD, LINENS F441 483.65 Infection Control, Prevent qy5fi1

Spread, Linens

The Facility must estabiish and maintain an

Infeclion Control Pragram designed to provide a A. TResident found to he affected by

safe, sanitary and comfortable environment and alleged deficient practice:

to help prevent the development and transmission

of diseasse and infeclion. No residents were affected.
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(a) Infection Conirol Program

The facility must astablish an Infaction Contro!
Program under which it -

(1) Investigales, controls, and prevents infections
in the facility;

{2) Decides what procadures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
aclions related to infactions. '

(b} Preventing Spread of Infection

(1) When tha Infection Control Program
determines that a resident needs isolation o
prevent the spread of infaction, the facility must
isolate the resident,

{2} The facllity must prohibit employees with a
communicable disease or infacted skin lesions
from direcl contact with residenis or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professlonal practice.

{¢) Linens :

Persennel must handle, store, precess and
transport linens so as to prevent the spread of
Infection.

This REQUIREMENT is not met as avidenced
by:

Based on cbservation, staff interview and facility
policy review the facility failad to follow infection

Fa41| g, Residents having the potential of

being affected:

. All residents have the potential to
affected.

protacol. Completed by ADON.

Re-educalion was started on 6/6/1

6/24/11 by the Siaff Development
Coordinator.

D. Monitoring Process:

during meal times three times per

Continuous Quality Improvement

Monitoring infection control practices
during Medication Administration three
limes a week for three monihs by DON,
ADON, SDC or other designee on 6/29/11.

Monitoring infection control practices

three months by DON, ADON, SDC, or
designee. Moniloring began on 6/14/11.

Findings of (his audit will be brought to the

Committee meeting monthly for three
months. The next scheduled meeting is-
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be

C. Systematic changes to assure alleged
deficient practice will not occur:

Re-education was completed on 6/8/11 with
LN #3 on the hand washing/hand sanilizing

1 for all

nurses and C.N.A.’s on hand washing/ hand
sanilizing protocol and was completed on

week for

control practices during medication administration 7/20/2011.
and meals. One (1) Licensad Nurse {LN) failect
FORM CMS-2557(02-99) Previous Varslona Obsolate Event{D:RO3T11 Fadllity J0: 923310 If conlinuation shaal Page 100f 14




PRINTED: 06/22/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES [t4}] PROVIDER/SUPPLIER/CLIA [0.9] MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B WING
345203 « 06/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
NORWOOD HOLLOW ROAD PO BOX 2198
LIFE GARE CENTER OF BANNER ELK 186
BANNER ELK, NC 20604
4y 1D SUMMARY STATEMENT GF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION [r. 03]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING {NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 441 | Conlinued From page 10 F 441

to perform hand hyglena after wiping a spill from
the floor and three (3} Nurse Aides (NA) in two (2)
dining areas were observed assisting multiple
residents without sanitizing or washing their
hands.

The findings are:

Review of the facility's Hand Hygiene Policy, last
revised 5/21/04, documented when hands were
contaminated with proteinaceous malerial, &
waterlass alcohol based rub could be used but if
hands were visibly soiled, they should be washed
with soap and waler.

1. During & medication administration observation
on 06/08/11 at 9:15 am., LN #3 prepared to
administer a nutrittonal supplement. LN #3 took
the carton of supplement from the medication
cart and shook the carton vigerously. The lid of
ihe supplement carton was not secure resulting in
a moderate amount of the supplement being
spilted on the med cart and floor. LN #3 grabbed
some Kleenex tissues from the med cart and
wiped the spill from the floor and {from the med
cart. LN #3 then proceedad to picked up
supplement carton again, with unwashed hands
and secured the Jid before washing or using hand
sanitizer. The LN placed the carton of supplement
back on the med cart for use. Interview at this
time revealed she was in a hurry to clean up
mess and did not think about cleaning her hands
before securing {he lid.

During an Interview with the Infection Control
Nurse at 10:55 AM on 06/08/11 she staled she
would expact all staff to wash their hands after
cleaning a spill from the fioor before touching

FORM CMS-2967(02-89) Previcus Versions Obsolals

Event ID:RA3T{1

Facilty I0: 923310

\f continuation sheet Page 11 of 14




]

PRINTED: 06/2212011

DEPARTMENT OF HEALTH AND HUMAN SERVICES  FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09368-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUSPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WANG
346203 06/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE GARE CENTER OF BANNER ELK 186 NORWOCD HOLLOW ROAD PO BOX 2198
BANNER ELK, NC 28604
o) ID SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECGTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
YAG CROSS-REFERENCED TO THE APPROPRIATE DATE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIERGY)

F 441 | Continued From page 11
items on the medication cart.

2. The noon meal was observed on 06/06/11 in
the skilled dining room between 100 and 200
halls.

a. NA #2 was observed at 12:05 PM, feading two
residents simultaneously. NA #2 gave one
resident a biie of food, wiped the residents mouth
and nose with the residenl's napkin then turned to
the other resident and did the same without using
hand sanitizer or washing between residents. NA
#2 went back and forth between the two residents
the entire meal, wiping thelr faces and/or noses
without washing or sanitizing between the
residents.

During an intarview on 06/06/11 at 1:35 PM, NA
#2 stated she forgot to take her hand sanitizer
info the dining room and "just did not think about
it today", gaing back and farth batwaen residents
while feeding because she "was just so busy”. NA
#2 stated she should have used hand sanitizer or
washed after wiping one residant's nose/mouth
because "he has such bad ailergles.”

b. NA #3 was observed at 12:10 PM, feeding two
residants simultaneously. NA #3 gave one
resident a bite of food, wiped the resident's mouth
a napkin then turned to the other resident and did
the same without using hand sanitizer or washing
between residents. NA #3 went back and forth
between the two residents the entire meal, wiping
their faces without washing or sanitizing between
the residents.

During an interview on 06/06/11 at 1:30 PM, NA
#3 stated "we wash or use hand sanilizer before

F 441
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feading residents”. NA # 3 stated she did not
remember If she had any spacific training
regarding foading two residents at a time. NA #3
stated that she should have used hand sanitizer
or washed after wiping the resident's mouth but
“just did not think about it

During an interview with the Infeclion Control
Nurse {ICN} at 10:65 AM, on 06/08/11 she staled
she expected NAs to use hand sanilizer or wash
after wiping a resident's mouth before feeding
another resident and staff were trained to wash or
use hand sanitizer hefore faeeding a resident. The
ICN stated she had not done any specific training
regarding feeding two residents simultansousty.

3. On 6/6/11 at 12:28 PM, Nurse aide (NA) #1
was observad assisting restdents throughout the
meal, AT 12:32 PM, NA #1 acooped up spilled
faod and paper debris which was in front of a
rasident into her hand. With the food and paper
debris In her hand, she assisted two olher
residents by exchanging bowls of food from which
thay were eating. Throughout this process, with
the debris in her hand, she held resident spoons,
uncovared fresh bowls of foed and wiped up food
from a resident's shirt. With the debris still in her
hand and no hand washing or sanltizer used, NA
#1 patled a female resident on her back, and fed
her & bite of pie. At 12:43 PM, NA #1 placed the
debris of paper and food and left it on the tabls
where two residents were slill eating. NA #1 did
not wash her hands or use sanitizer after placing
the debris on the table before wiping her neck,
assisted a resident drink from a cup and set up
more food for a resident. Then she gathered a
soiled lunch tray, scraped bowls into the trash,
and then without handwashing or using sanitizer,

F 441
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sat with & resident and assisted feeding har, At
1:00 PM In the middle of gathering trash and
scraping food from soiled trashed, NA #1 wenl
over 1o a resident and wiped food off of her nose.
|t was after this contact that she gota hand
sanitizer cloth and wiped her hands for the first
time since scraping paper and food debris into
her hand.

On 6/8/11 at 1:27 PM NA #1 was interviewed.
She stated that she was laught to wash her
hands when entering a resldents foom and when
exlting a residents room afier care was provided.
She stated that In the dining room there is no
handwashing between residents. She then stated
that nurse aidas use sanitizer in the dining room.
Whnen asked if she had some sanitizer to use
today she replied no. She confirmed it was
available for stafl. She stated she did not wash
ar use sanilizer because she was nervous being
observed in the dining reom,

On 6/8/11 at 10:55 AM, the infection control nurse
was Interviewed. She stated that nurse aldaes are
taught to use standard pracautions. Training is
provided during orientation and annually. Her
expectation was that hand sanitizer should be
used during dining when staff repoaition a
rasident or clean someona'’s mouth and if they
clear dirty trays they should sanilize hands prior
to assisling residents. She further stated that she
has never baen specific during training of what to
do when feading mulliple resldents. She furthar
stated that she will observe staff provide care and
watch for handwashing techniques but has not
watched for proper handwashing In the dining
rooms Ihis year.
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