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00 | INITIAL COMMENTS F 000 Preparatlon and submisslon of
Fo this Plan of Correction does not
constitute an agreement of
No deficiencles ware cited as rasult of this dmission b Stg ley Total
complaind invesligation. Event ID# QG4EQH11. admission by Stanley Tota
F 225 | 483.43(c)(1)(i)-(i), (€)(2) - (4} 25t Living Center of the truth to the
ss=D | INVESTIGAT E/REPORT facts alleged or conclusions set
ALLEGATIONSANDIVIDUALS forth in the CMS-2567. This
) lan of Correction is written In
The facility musi not employ individuals who have P (I;: S f
besn found guilty of abusing, neglecting, or res;?o-nse to the Statement o
mistreating residents by a court of law; or have Deficiencies and demonstrates
had a finding entered Into the Stale nurse aide our good faith and desire to
registry concerning abuse, neglect, mistreatment improve quality care and
of residents or misapproprialion of their property, X
and report any knowledge it has of actions by & services rendered to our
court of law against an employee, which would residents—It Is submitted as
indicate unfitness for service as a nurse aide or required by Federal and State
other facillty staffto the Stele nurse aide ragistry Law.
or licensing aulhorilies.
The facility must ensure thal all alleged viotations .
involving mistreatment, neglect, or abuse, Appropriate in house
including Injuries of unknown source and investlgations were completed
misappropriation of resident properly are reported for Res. #13 and Res. 422 at the
immediately to lhe administrator of the facility and time of the allega ton(s) and
io other officials in accordance with State law fme alleg s 10/11/11
through established provedures {including to the both were found to be
Stale survey and certification agency). unsubstantlated. The 24 hour
. . and S day working reports were
T'he fgc:lily must have evidence thal al alleged submitted to the appropriate
violations are thoroughly investigated, and must i h
pravent furiher potential abuse while the state agency noting these
invesligalion Is in progress. findings.
The resulls of all invesligations must be reported All allegations of abuse
to the adminisirator or his designaled ted to the DON sl the
represeniative and 1o other officials in accordance reporte ? € since
with State iaw (including lo he State survay and last recertification survey were
cartification agency} wilhin 6 working days of the reviewed for comptetion of
(X8) DATE

LABOC&};(DIRECTOI’{S R 12 ROVID, %E REPRESENTATIVE'S SIGNATURE  ~
¢
I ’ M Z ( Q Q }__/

QHCY)ZM Sheadon

O
Any deﬁwnw staternent enging with an aslersk {*) denoles a deficiency which the instilution may be exguse

d from corfeciing providing It is delermined thal

oA

ofher safaguards piovida 8 Higienl protection to The patlents. {See inalructions.) Excapl fof nurslng homes, the Mindings slated above are disclogable B0 days

following the date of survey whether of nol a plan of corraction ia provided. For nursing homes, he above findings and plans
days lollowing the dato thosa dogumente are made available lo the facility. 1l deficlencles are cilad, en appiave

" prograra parlicipation.

d plan of conreatlon is requisiie to contlnued
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£ 225 | Confinued F . report forms. The required
_ °:;'"L:e ;?;Th pag';’ S viotation fs verifed F225] " reports were filed for any
incldenl, and if the alleged violation is verifie ,
appropriale corrective action must be taken. Investlga-tlons that were
substantiated by the DON at
. the time of the incident. Any 10/11/11
. . _ found to be unsubstantiated
;l)’;i.is REQUIREMENT is not met as evidenced through an in house
Based on staff interviews and facillty vecord inves.tigation but missing
review, the facllity failed to report an allegation of required state reporting forms
abuse 1o lhe stale agency within twenty-four were completed and submitted
hours and failed to raport results of the as required.
investigation to the state agency within five days
for two (2) of threa (3} abuse investigations The policy & procedure for
(Residents #13 and 22). abuse was revised to ensure
The findings are: that all allegations of
abuse/neglect are reported 10/20/11
1. Resident #13 wes admitted lo the facility wilh using the required 24 hour and
diagnoses of ostecarihritis and adult failure to 5 day working report forms to
thrive. The most recenl Minimum Dala Set dated .
08/21/11 revealed Resident #13 had moderale the apme”ate state agency. .
impaiiment of cognition. All staff will be educated on this
policy revision by the SDC on
Review of a facilily incident repori on 09/16/11 10/20/11.
completed by a licensed nurse revealed thal
Residenl #13 alleged that Nursing Assistant (NA) Awri f fall
#7 had grabbed her fegs and thrown them onto written format of a
the bed during a transfar. Tha invesligation noted requirements for any
that the resident had a brulse on her right lower abuse/neglect investigation will
leg. be followed by the DON for any
An interview with he Director of Nursing (DON) and all allegations. This format
will in clued date/time each 10/20/11

on 09/22/11 at 6:55 p.m. revealed that when she
was made aware of the allegation, she
suspended NA #7 and bagan an investigation of
potential abuse. The DON stated she did nol file
reports wilh the state agency because she was
unable to substantiate abuse.

.step, including the flling of

reports, has been completed.
The Administrator will review
each investigation for the
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, completion of each step in a
F 225 [ Continued From page 2 F2251  timely manner as required by
law and report all allegations of
2. Resident #22 was admitted lo (he facility with abuse (and the o utcorie of
diagnoses of demenlia and Parkinson's Disease. . i
The most recent Minimum Data Set daled each Investlga-tion) to the
08/21/11 revealed Resident #22 had short and QA&A Committee monthly for
long term mamuory problems and was severely continued compliance.
impaired in cognitive skills for daily decision
making.
Review of a facility abuse Investlgation revealed
thal on 03/07/11 Nursing Assistant (NA) #6
alleged thal NA #5 slruck Resident #13 on her
hand.
An interview with the Director of Nufsing on
08/22/11 al 6:65 p.m. revealed that when she
was made aware of the allegation, she
suspanded NA #5 and began an invesligation of
poftential abuse. The DON slated she did nol file
reporis with the state agency because she was
unable (o substantiate abuse.
F 253

F 253 | 483.15(h){2) HOUSEKEEPING &
5$5=B | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necgssary (o mainfain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT Is not mel as evidenced
by: :

Based on observalions and staff Interviews, the
facility failed to keep he hallway ceiling and
ceiling vents clean on one (1) of three (3}
hallways {500 hallway).

The findings are:

No residents were noted to
have any adverse effects or

harm. All ceiling vent, air
returns, and sprinkler uni

the 500 unlt were cleaned

thoroughly.

Although there were no noted

concerns on the other ha

100 and 400 unit ceiling vents, 10/6/11

air returns, and sprinkler

were cleaned thoroughly.

ts on 9/27/11

llways,

units
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The hallway ceiling vents, air
F 263 | Continued From page 3 F283  returns, and sprinkler units will
On 09/20/11 at 11:15 a.m. a general tour of the be cleaned monthly and as
500 hallway revealed an accumulation of dust ..
and black grime on thirteen (13} of fourieen {14) needed by Housekeeping as
healing and air cenditioning celling vents and the assigned by the Environmental
surrounding ceiling area, an accumulation of dust Services Director. This routine 10/20/11
and black grime on one cailing relurn air vent, assignment wil! be noted on a
and dust hanging from ceiling sprinkler units, specific assignment sheet and
On 09722111 at 2:00 p.m. a second observation of signed by the deSignate_d staff
the hallway csiling on the 500 hall ravealed the member upon completion,
same congiifions as above. Housekeeping staff will be
educated on this procedure and
On 09/22/11 al the Environmental Servicas tati b tE e
Director was interviewad. He stated that his expeciations By the —
depariment was responsible for cleaning the Environmental Services Director
ceilings in resident rooms but not the ceilings in on 10/20/11,
the hallways. He stated hallway ceilings were the
responsibilily of the Maintenance Depariment. The Environmental Services
On 0922111 at 3:15 p.m. the Mainlenance Director will randomly inspect
Direglor was Interviewed. He stated Ihat ¢leaning cejling structures on a weekly
of hallway csilings was the responsibility of lhe hasis for cleanliness and will 10/20/11
Environmental Services Depariment. correct concerns immediately,
On 09722111 at 3:30p.m. the Administrator toured The Administrator will
the 500 hallway and stated that the heating and randomly inspect ceilings and
air eonditioning ceiling vents, the ceiling return air ceiling structures monthly and
vent, and the Celhng sprinklar units all nasdad to report any Concerris to the
be cleanad, She stated that cleaning the hallway
cailings and csiling slructuras was lhe QA&A.Commlttee for continued
responsibility of the Environmental Services compliance.
Department and lhat she would see that the
cailing was cleaned.
F 312 | 483.25(a){3) ADL CARE PROVIDED FOR F 312
s5=0p{ DEPENDENT RESIDENTS
A rasident who is unable {o carry out activities of
daily living receives the necessary services to
FORM CMS-2557(02-89) Previtu Versions Obsolalo Evont ID;Q4EQ1 Faclity 10; 963470 If conlinuation sheot Page 4 of 27
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F 312 | Continued From page 4 F 3i2 10/5/11 ‘
" | maintain good nutrilion, grooming, and personal ‘
and oral hygiene. ’
la & 1b
NAI and NAIl were counseled
. : . and re-educated on proper
;3.15 REQUIREMENT Is not met as evidenced procedures an d expectations
Based on observations, facility and medical for incontinent care by the SDC
record reviews, and slaff interviews the facility for all residents but specifically
failed lo provide appropriate incontinent care regarding Res. #9 and Res. #10
andfor nail cara for thres (3) of six (6) sampled & g Res. )
residents dependent on staff for activities of daily
ltving and personal hygiene. (Residents # 9, #10, The SDC and Nursing 10/19/11
and #3}. Supervisors will observe nursing
_ assistants on each shift/unit
The findings are: over a period of (1) week at
1. An undated document, provided by the facility, random for the provision of
fitlsd "PERINEAL CARE" read in parl; incontinent care to ensure no
"PURPOSE - 1. To ¢leanse the perineum. 2. To other residents have been
prevent infection znd edor.” affected bv Improper
Procedure instructions included washing the hni Y A prop il
perineurn {genital) area "moving from front to technique. Any concerns w
back, using a clean araa of Ihe washcloth or be Immediately addressed and
clean washcloth for each stroke." corrected,
a. Resident #10 was admitted to the facility with ) .
diagnoses including Aizheimer's, Dementia, All nursing staff will be in- 10/20/11
Chronic Kidney Disease, and Renal Failure. On serviced by the SDC on proper :
the most recant Minimum Data Sat (MDS), a technique for the provision of
quarierly dated 0.711 7111, Resident #10 was incontinent care. This training
assesssed as having short and long term memory \ . R
problems, severely impaired cognitive skills for will be pm""':_iEd to _a" nursing
dally decision making, frequent bladder and staff upon initlal orientation
bowel incontinence, and as requiring extensive and at least annually with the
assistance with toileting and personal hygiene. employee’s performance
On the 07/26/11 plan of care Resident #10 was evaluation by the SDC.
FORM CMB-2667(02-99) Previous Verslons Obsokte Evant{D: Q4EQ1 1 Facitly 1D: 853470 If continuation shee! Page 5 of 27
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idenlifiad as requiring assistance with all aclivilies
of daily living (ADLs) due fo impaired cognilicn
and at risk for skin breakdown due to
incontinence. Care plan interventions included
staff to provide allpersonal hygiene and
incontinent care as needed.

On 09/22/11 at 9:45 AM Nursing Assistant (NA)
#1 and NA #2 were observad providing
incentinent care for Resident #10. Residenl
#10's soiled brief was removed, the resident was
positfoned on her back on the bed, and NA #1
procaeeded o provide incontinent care. During
the process NA #1 cleaned the left and righl groin
area and proceeded fo the perineal area,
cleansing with six (8) short and fast back {o front
strokes using the same area of the cloth. NA #1
changéd 10 a ¢lean area of the cloth and
continued cleansing lhe perineal area washing
two (2) strokes fram back to fronl followed by one
stroke front to back withoul changing to a ¢lean
araa of the cloth. After cleansing the perineai
area NA #1 completed Incontinent care, cleansing
the rectal area washing front to back using clean
areas of the cloth wilh each stroke.

On 09/22/11 at 2:30 PM an interview was
conducted with NA #1 and NA #2. The interview
revealad NA staff ware trained to cleanse
residents’ peringal area by washing front to back
using a clean area of the cloth with each slroke.
NA #1 stated Residenl #8's perineal area should
have been cleansed front to back using a clean
area of the cloth each time.

On 09/22111 at 5:30 PM an interview was
conducled with the facilily Administrator and
Director of Nursing {DON). The interview

X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST 8F PRECEDED BY FULL PREFIX (EAGH GORRECGTIVE ACTION SHOULD BE. COMPLETION
TAG REGULATCRY QR LSC IDENTIFYING INFORMATI_ON) TAGQ CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY}
F 312 | Confinued From pags 6 F 312 L
-A QA monitoring tool wilil be

utilized by shift supervisors to
ensure proper technique for
incontinent care is being
followed. This monitoring will
be completed for each shift (3}
times per week for the 1%
month, (2) times per week for
t.he 2nd month, and finaILy (1) 10/20/11
time per week for the 3 B
month. Variances will be
corrected immediately upon
observation and contlnued
concerns with the same
employee will he reported to
the DON for further corrective
action, The DON will review
monitoring tools and report
findings to the QA&A
Committee—compliance will be
monitored for total of (3)
months or until resolved.
Continued compliance will be
monitored through random
observation through the QA&A
program.

FORM CMS-2567(02-99) Previous Versions Ohsoiole
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revealed during new employee orientalion,
annually, and pericdically throughout the year, NA
staff recaived training regarding proper
incontinent care. The DON stated NA staf were
trained and expected lo cleanse the perineal area
from front to back using a clean clolh or area with

each stoke.,

b. Resident #9 was edmitled to the facilily with
dlagnoses including Diverliculosis and Dementia.
On the most recent Minimum Data Set (MDS), a
quarterly dated 09/19/11, Resident #9 was
assessed as having short and long term memory
problams, moderalely impaired cognitive skills for
daily decision making, fraquent bladder and
bowel incontinence, and as requiring extensive
assistance wilh tolleting and personal hygiene.

On he 09/20/11 plan of care Resident #9 was
idenlified as requiring assistance with all aclivities
of daily living (ADLs) due to impaired cognilion
and at risk for skin breakdown due to
inconlinence. Care plan intervention included
slaff asslstance with personal hygiene and
inconiinent care as needed,

On 06/22/11 at 9:20 Al Nursing Assistant (NA)
#1 and NA #2 ware observed loileting and
providing incontinent care for Resident #9.
During the observalion Resident #9's soiled brief
was removed and lhe resident was placed on the
toilel. After having a bowel movement NA #2
assistad Resident #9 lo a standing position while
NA #1 provided incontinent care. During the
process NA #1 deansed the left and right groin
area and proceeded to the psrineal area,
cleansing with three (3) back to front strokes
using the same area of the cloth. NA #1 changed

FORM CMS -2567(02-99) Pravicus Veisions Obsclele

Evanl ID: Q4EQ1T
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Continuad From page 7

to a clean area of the cloth and continued
cleansing the perineal area washing one stroke
from front to back, followed by two (2) strokes
from back to front without changing o a clean
area of the cloth. After cleansing the perineal
area NA #1 completed incontinent care, clsansing
the rectal area washing front to back using clean
areas of the cloth wilh gach stroke.

On 09722114 at 2:30 PM an interview was

conducted with NA #1 and NA #2. The inlarview
revealed NA sfaff were trained to cleanse
residents’ perineal area by washing front to back
using & clean area ol ths cloth with each siroke.
NA #1 stated Resident #9's parineal area should
have baen cleansed front lo back using a clean
area of tha cloth each time.

On 09722111 at 5:30 PM an interview was
conducted with the facilily Administrator and
Diractor of Nursing (DON). The inlerview
revealad during new employes crientation,
annuafly, and periedically lhroughout the year NA
staff receivad training regarding proper
incontinent care. The DON stated NA staff were
lrained and expected lo cleanse the perineal area
from front to back using a clean cloth or area with

each stoke.

2_a. Resident #10 was admitted to the (acllity
with diagnoses Ingluding Alzheimer's and
Demenlia. On the mosl recent Minimurm Data
Set {MDS), a quaiterly dated 07/17/11, Resident
#10 was assessed as having short and long term
memory problems, severely impaired cognitive
skills for daily decision making, and requiring
exlensive assistance with dressing, bathing, and
perscnal hygiene.

F 312

22%2bh

immediately.

Appropriate nail care was
provided for Res. #3 & Res. #10

Nurse Managers completed an
auditing tool on all residents’
nails—care needs were
addressed Immediately.

9/22/11

9/29/11

FORM CMS-2687(02-98) Pravious Vorshons Qbsolels
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F 312 | Conlinugd From page 8 F 312 All nursing staff will be in-
sarviced by the SDC on the
.On the 07/26/11 plan of care Resident #10 was proper technigue for the
identified as raquiring assist ith &l aclivil ; Thi 10/20/11
identified as raquiring assistance with &l aclivilies provision of nall care. . This
of daily living (ADLs) dug to impaired cognition - ,
and at risk for skin breakdown. Care plan tram.mg witl be pm}"fj?d toall
inlerventions included staff to provide all personal nursing staff upon initial
hygiene and two (2) showars waekly. orientation and at least
_ . annually with the employee’s
Review olf.the Seplemha!'l2011 monthly ba_ath performance evaluation by the
repor, ulilized by the facility for documenting SpC
residents’ balhs/showers, revealad Residen{ #10 DC.
was bathed/showered on the mornings of s
09/20/11 and 09/22/11. Review of Nursing A QA monitoring tool will be
Asslstant (NA) compuler data enlries, utilized for utilized by shift supervisors to
documenling ADLs care, revealed Resident #10 : :
was provided personal hygiene daily on 09/20/11, ensu're prope'r nail C_are,'s bei.ng
09/21/11, and 09/22/41. provided. This monitoring will
be completed for each shift (3)
On 09720711 at 11:20 AM, during initiat tour, times per week for the 1*
Resident #10 was observed in the hallway wilh month, (2) times per week for 10/20/11

fingernails exlending approximalely ane eighlh
(1/8) inch bayond the lip of each finger on the lefi
and right hand. Afl fingsrnalls were observed with
small lo moderate ameunts of dark brown/black
debris under each nail. Addilional observations of
Resldent #10's fingernails with debris and
extending beyond the finger fips included:

08/20/11 at 12:40 PM

09/21/11 at 9:15 AM, 9:25 AM, 12:30 - 1:00 PM,
4:40 PM, and 5:30 PM

09/22/11 at 8:15 AM, 9:35 AM, and 12:30 PM

During an interview, 09/22/11 at 2:30 PM, NA #1
and NA #2, assigned to Resident #10, observed
the resident's nails and confirmed that trimming
and ¢leaning was needed. The Interview
revealed nail care was (o be completed by the

the 2" month, and finally (1)
time per week for the 3"
monih. Variances will be
corrected immedlately upon
observation and continued
concerns with the same
employee will be reported to
the DON for further corrective
action. The DON will review
monitoring tools and report
findings to the QA&A
Cornmittee—compliance will e
monitored for total of (3)
months or until resolved.
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shower person, NA #3, twice weekly during
baths/showers. NA #1 staled Resident #10 was
bathed/showered by NA #3 on the morning of
09/22/11 and nail care should have been
complsted. The Intervisw further revealed all NA
staff were responsible for monitoring residents’
nails during dally ADL care and providing nail
care as naaded. NA #1 and NA #2 stated
attampis were made lo observe resldents nails
during care and throughout the day, however,
specific nail checks ware not completed on a
dally basis. NA #1 and NA #2 stated fingarnail
care was not provided during their shifls on
09720/11, 09721/11, or 09/22/11. NA #3 was not
available for interview.

During awinterview, 09/22/11 at 3:15 PM,
Licensed Nurse {LN) #1 confirmed Resident
#10's nalls were in need of cleaning and
trimming. The interview further revealsd all NA
slaff were responsible for checking residents'
nails during ADL cars, providing nail care as
neaded, andfor nolifying LN staff If nail care could
not be provided. LN #1 statad prior lo today she
had not observed and was unaware that Resident
#10's nails were in nead of cleaning and
trirnming.

Cn 09/22/11 at 5:30 PM an interview was
conducted with the Director of Nursing {DON),
The DON stated NA staff were responsible for
and expecled to provide nail care during showers
and as part of ADL care whan needed. The
intarvisw further revealad LN staff were
responsibls for monitoring residents’ nails and
delivery of ADL cars.

b. Resident #3 was admitted to the facility with

program.

Continued compliance wili be
monitored through random
observation through the QA&A
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diagnoses which included Alzheimer's Disease.
On the most recent Minimum Data Set dated
0814f11, Resident #3 was assessed to hava
shorl and leng term memory problems and
severely impaired cognitive skills for daily
decision making. He required extensive
assistance from staff for most activities of dally
fliving (ADL), including personal hygiene.

On the resident's most recent care plan, revised
08/23/11, Resident #3 was identified as raquiring
assistance with all ADL including personal
hygiene. One intervention for this problem was to
provids ail personal hygiene care routinely and as
needed to include timmiing and cleaning of finger
and tosnails.

On 09/20/41 at 11:56 AM Resident #3 was
observed in bed. The fingers of both hands were
observed to have black matter bensath the nails,
with the three middls fingers of the right hand
having the heaviest accumutation of black matter.

On 09120711 at 5:16 PM Resident #3 was
observed in his wheelchair ata table in the dining
room. The resident was being fed by an aide, bul
the resident assisted by feading himself finger
foods. He was also observed to rest his left hand
on his plate with his fingers touching his beans.
The fingers of both hands wers again observed to
have black matter beneath them.

On 09/21/11 at 10:08 AM Resident #3 was
obasrved up in his wheelchair in his roorn. His
nails were again obsarved to have black matter
wenealh them on both hands.

On 09721711 at 12:56 PM Resident #3 was
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observed in his wheelchair at a table in the dining
room. The resldent was being fed by an aide, but
the resident assisted by feeding himsaelf finger
foods. The resident's hands were abserved to
have black matter beneath the nails.

On 09/21/11 at 5:30 PM Licensed Nurse (LN) #2
was inlerviewed. She slated she expected
nursing assisiants {NA) lo check a residant's
fingernails as part of assisting wilh ADL and lo
clean nails whenaver lhey were dirfy. She staled
that If Resident #3's nalls were dirty, an NA
should hava seen this when washing his hands
before meals.

On 09/21/11 at 5:40 PM the Director of Nursing
was inferviewad. She staled she sxpecled NAs lo
check nalls as part of ADL. She stated she would
expect Ihai an NA would have sesn that Resident
#3's nails were diry and cleaned them when his
hands wers washed before meals.

483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is nol catheterized unless the
residenl's clinical condilion demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriale
treatment and services to prevent urinary tract
infections and lo restors as much normal bladder
function as possible.

This REQUIREMENT is not mel as evidenced
by:

F 312

F 315

NA#5 was counseled and re-
educated on proper technigue
for catheter care of a male
resident.

(5) residents with catheters had
the potential for being affected
by improper technigue. The
SDC and unit/shift supervisors
observed nursing staff over a
period of (1) week on all (3)
shifts for the provision of
catheter care. Any concerns
were immediately identified
and corrected.

9/29/11

10/19/11
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Based on observalions, stalf inferviews, and
medical record review, the facility failed lo ensure
that staff used proper technique to prevent
infaclion during incontinence cara for one (1) or
two {2) residants (Resident #5).

The findings are:

Residenl #5 was admitted to the facility with
diagnoses of Alzheimer's Disease, stage 3
pressure uleer, and perforated inlestine, among
olhers. The resident was admilted with an
indwelling urinary catheter. The latest Minimum
Data Set (MDS) dated 09/16/11 revsaled the
resident had short and {ong term meimory
problems and was moderately impalred In
cognitive skills for daily decision making. The
MDS further revealed the résident required
extensive to tolal assistance with most aclivities
of dally living, indluding oxtensive assistance with
hygiene. An interim care plan for the resident
revealed thal the indwelling winary catheler was
a problem lo be addressed according to facility
procedures. Review of physician orders revealed

| an order dated 09/09/11 for catheler care to be

performed three limes a day on each shift,

On 09/21/%1 at 10:46 AM Nursing Assistanis {NA)
#4 and #5 were observad psrforming rouling
catheter care for Rasident #5. NA#5 washed the
resident's catheter with a soapy washclolh by
washing away from the resident’s body. The
resident was ohserved to be uncircumncised, and
NA #5 did not relract his foreskin and clean the
cathetar beneath il.

On 09721111 at 11:08 AM, NA #5 was
intarviawed. She stated she should have

410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION o
PREFIX {(EACH DEFICIENCY MUST 8E PREGEDED BY FURLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
R ) TAG REGULATORY OR LSG IGENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
"Gontinued From page 12 Fais| The Policy/Procedure for

catheter care was revised to
include specific steps for both
male and female care. All
nursing staff will be In-serviced
on this procedure l?y thte ?DC 10/20/11
on 10/20/11. . This training .
will be provided to all nursing
staff upon initial orientation
and at least annually with the
employee’s performance
evaluation by the $DC.

A QA monitoring tool will be
utilized by the SDC who will
randomly select {1} staff
member weekly for {3) months
on alternating shifts/units for
the observation of catheter
care. Concerns will be 10/20/11
addressed immediately—
continued concerns with the
same employee will be referred
to the DON for further
counseling as necessary, The
DON will review monitoring
tools and report findings to the
QA&A Committee—compliance
will be monitored for total of
(3) months or until resolved.
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refractad the resident's foreskin lo clean the momtore- through rancom
catheter beneath it as she had been taughl to do, observation through the QA&A
in order to minimize Ihe chance of infection, but - program.
she forgot to do il
On 06/24/11 al 11:18 AM, Licansed Nurss (LN)
#3 was interviewed. She stated she expecled
NAs performing calheter care on an
uncircumncised resident to retract the foreskin and
clean the cathster benealh it right up to the
meatus, cleaning away from the body.
On 09/21/41 at 11:25 AM, the Director of Nursing o residents were noted to
was interviewed. .Sha staled §he exgecled i\_lAs to have any adverse effecis or
relract the foreskin on an uncircumcised resident harm related to hot wat 9/22/11
with a calheter and clean beneath the foreskin up ) a.er
fo the mealus, claaning away from the body, in temperatures in hand sinks
: order to prevent urinary tract infeclion.
F 323 | 483.25(h) FREE OF ACCIDENT F323 All residents on (2) of {3) units
SS=E HAZARDSISUPERVISION/DEVIGES had the potential of being

The facility musl ensure thal the resident
environmant remains as free of accident hazards
as is possible; and sach resident receives
adequate supetvision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observalions, staff inlerviews, and
facility record review, the facility failed to ensure

affected by hot water
temperatures In hand sinks.
New thermometers were
purchased on 9/26/11, 10/19/11
calibrated, and put into use on
9/27/11. All hand sinks
throughout the facility were
checked over a period of (2)
days with adjustments made as
necessary. Random hand sinks
were then audited overa

water temperatures in resident living areas did period of {2) weeks with
not exceed 118 degrees Fahrenheil on two (2) of adjustments continuing as
thres (3) halls. needed
Facility ID: 953470 If conlinuallon sheel Page 14of 27
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The findings are: The pf)llcy/procedure for
checking water temperatures
During an initial tour of the facilily on 09/20/11, was revised to include daily
water temperatures were checked in hand sinks random temperature checks by
on all halls of the facflity. Two thermomelars were .
calibrated in a cup of water and ice and recorded maintenance to include ()
lemperatures batwesn 32 and 34 degrees different rooms on both 100
Fahrenhait {F). The following results were and 500 units and (2} different 10/20/11
recorded: rooms on 400 unit as well as all
bathing areas.
Room 517 129 degrees F at 12:55 PM g areas. Any
temperature over 118 degrees

Room 514 118 degrees F at 12:55 PM

Room 505 118 degraes F at 12:55 PM will be immediately reported to

Room 627 130 degrees F at 12:57 PM the Maintenance Director and

Room 527 127 degrees F at 1:05 PM the Administrator. A

Room 141 121 degress F at 4:10 PM . - djustments
will be made accordingly and

At 1:13 PM, the Maintenance Director stated 8 the temperature will be

nurse had reporledto him the watsr fell hotter rechecked 15 minutes later—
than usual in the sinks of some rooms. He stated this will continue every 15
he checked sink waler temperatures_ln room 517 minutes until the water
and room 519 and they were approximately 121 .
temperature is below 118

degrees F, so he adjustad the waler mixing valve

to bring the overall temperature of the waler degrees. If this occurs in any

down. The Maintenance Direclor was observed to bathing area, all baths will be

check the waler femperature In the sink of room stopped immediately and n

527 with a callbrated thermarmeter at thal time pp y and not
allowed to resume untll the

and he recorded 108 degrees F. )
water temperature is safe,

Other resulls were recorded with calibrated
thermomelers.

i Room 138 121 degrees F at 1:15 Pt
! Room 134 118 degrees F at 1:15 PM

At 1:17 PM the Mainlenance Director re-chacked
room 517 and recorded 80 degrees F.
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At 2:15 PM the Maintenanca Direclor checked
room 146 and racorded 125 degrees F. As he let
the lamperature continue to run over a period of
approximately one minule, the temparature
steadily dropped from 126 degrees F to 108
degrees F, where it stabitized.

The Maintenance Diraclor was interviewed al that
time. He reported that waler lemperalures in
resident rooms were checked daily. He staled
thal some rooms had temperatures which initially
spiked to approximalely 120 degrees F then
steadtly dropped over a minule o less and
slabilizad around 107 lo 108 degrees F. He
stated his maintenance crew had reported this
spike to him and he told them to Ist him know if il
did nol consistenlly drop back down. The
Maintenance Director stated he thought the water
standing in the insulaled copper pipes in the atlic
healed up in the summer and needed to be blad
off for a few seconds until lower temperature
circulating water replaced it. The Mainlenance
Director provided daily water temperalure
monilering records for the past three months
which revealed no dangerous temperatures
racorded. The records indicated the same roams
on each hall were chacked sach day.

On 092111 at 2:32 PM Maintenance Worker i1
was interviewed. He stated that when he
performed daily water temperalure monitoring, he
checked lhe same rooms an each hall, one close
{o the water heater, and ona distant from it,
usually al the same time each day jusl after
lunch. He stated for the past few summer months
the temperatures would sometimes spile up
initlally and then drop steadily over approximately
a minute and slabilize into a safe range. He

program.,

The Maintenance Director will
randomly audit {20) hand sinks
throughout the building
monthly and report all findings
to the QA&A Committee for (3) 10/20/11
months or untll resolved.
Continued compliance will be
monitored through random
checks through the QA&A
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slated he thoughl this was because the water
gained lemperalure standing in the insulated
copper pipes when the atlic was hol. He staied
he had informed the Maintenance Direclor of the
temperalure spiking problem, and the
Maintenance Direclor had told the crew o et the
watsr run unlil the famperature stebilized. The
mainlenance worker staled that the lemperalure
he recorded in the ermperature monitoring log
was the final lower tempsrature it stabilized to.
On 09/24/11 at 5:56 PM the Administrator was
interviewed. Sha stated she routinely reviewad
the water temperature monitoring log and had
never seen unsafe temperatures. She statad the
first time she had heard about a spike in
temperatures was yesterday. She stated her
expectation was that she would be made aware
of any problem with waler temperatures. She
staled water temper_alures In reslder!l sinks Resident # 11 was discharged
should noi be that high even for a minute.
F 320 | 483.25(1) DRUG REGIMEN IS FREE FROM Fazg| home as planned from the
ss=D | UNNECESSARY DRUGS facility on 3/21/11 due to
' , meeting the goals for short-
Each resident's drug regimen must be frea from term rehabilitation. Discharge
unnscessary drugs. An Unnecessary drig is any teaching included the use of 9/21/11
drug when vsed in excessive doss (including
duplicate therapy); or for excessive duration; or Tylenot as ordered (650mg
without adequale monitoring; or without adeqguale every 4 hours as needed for
indications for its use; or in the presence of pain)—the Vicodin orders were
adverse consequences which indicate the dose - discontinued by the physiclan
should be raducad or discontinued; or any . .
comblnalions of lhe reasons above. prior to discha rged therefore
drastically decreasing the
Based on a comprehensive assessmeni of a potentlal for exceeding the
resident, the fecility must ensure thaf residents daily maximum dosage at
.| who have not used anlipsycholic drugs are nol home
given these drugs unless antipsychotic drug ’
Facllity I0; 853470 If conlinuation sheet Page 17 of 27
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{herapy is necessary fo treat a specific condition audit of a¥} residents currently

as dtag_;nosed a_nd docurmented in !he chmqal receiving Acetamino phen

record; and residents who use antipsycholic P :

drugs rcsive graduel dose reductions, and products for the potential of

pehavioral inferventions, unless clinically exceeding the maximum daily 10/20/11

contraindicated, in an affort to disconlinue these
drugs.

This REQUIREMENT is not mel as evidenced
by:

Based on medical record review and staff
interviews, (he facilily feiled to ensure
acetaminophen was not given beyond the
recommended 4000 milligram/day for ona (1) of
nine (9} sampled residents receiving
acetaminophen {Resident #11).

The findings are:

Resident #11 was admitled to the facility with
diagnoses thal included aftercara from a fracture.
Admission physician orders included Tylenol
(acetaminophen) 660 milligrams {mg) every four
hours as neaded (PRN). If taken every four
hours PRN this would provide a tolal of 3900 mg
of acetaminophen in a 24 hour period.

On 08/02/14 physiclan orders were written for one
Vicedin 5/500 (5mg hydrocodone and 500 mg
acetaminophen) every four hours PRN for mild
pain or two tablets every four hours for severe
pain. If taken as ordered this would provids 3000
- 6000 rag of acetaminophen in addition to Ihe
3000 ing (from Tytenol) for potential ingestion of

dosage. Any resident of
concern was referred to the
primary physicia n/PA for
further review and orders were
changed as needed to eliminate
this potential. The Pharmacy
Consuftant also reviewed all
residents with the potential
concern and made
recommendations as pecessary.
Standing orders for the use of
Acetaminophen will be changed
from 650mg every (4) hours to
every (6) hours to decrease the
potential for exceeding the
maximum daily dosage. The
primary physician and/or PA
will also review each resident
routinely as any orders are
written for Acetaminophen to
further decrease the potential.
Nursing staff will be in-serviced
on their role in observing all
Acetaminophen orders for the
potential of exceeding the daily
maximum dosage, especiaily
when PRN orders are added.

10/20/11
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6800 - 9800 mg of acelaminophsan during a 24
hour paricd. :

On 08/10/11 the physiclan wicte orders to
discontinue the two Vicodin every four haurs PRM
and replaced tho order with scheduled Vicodin
two lablels three times daily for a tolai of 3000 mg
of acelaminophen if taken as orderad. The 3000
mg of schedulad Vicodin in addition to 3800 mg
from PRN Tyienol and 3000 mg from PRN
Vicodin would resultin potential ingestion of 6200
mag - 9900 mg of acstaminophen during a 24 hour
period.

On 08/24!11 physician orders were written to
disconlinue the scheduled Vicodin two tablels
thres limes daily and replaced the order with one
tablet to be adminislered three times daily for a
total of 1500 mg. The order also included
instruclions o continue Vicodin one tablet every
four hours PRN. The 1500 mg of scheduled
Vieodin in addition to 3900 mg from PRN Tylenol
and 3000 mg from PRN Vicodin would result in
potential ingestion of 8900 mg - 8400 mg of
acelaminophen during a 24 hour period.

Review of all Medication Adminlstration Records
(MARs) for Resident #11 revealed on 08/12/11
the resldent received a total of 4150 mg
acetaminophaen as {ollows; Vicodin 5/500 two
teblels three times & day were signed as given
(3000 mg); two 325 mg (650 mg} tablets of
Tylenol were signed as given PRN, and one
lahlel Vicodin £/500 (500 mg) was signed as
given PRN.

On 9/22/11 at 1:00 PM a licensed nurse lhat
routinely worked with Resident #11 stated that

41D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO 88 COMPLE TioN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oATE
DEFICIENCY)
F 329 { Coniinued From page 18 F 329

The QA Nurse will audit all
written medIcation orders on a
weekly basis to ensure the 10/20/11
potential does not exist and will
request further orders from the
physician/PA as necessary.
Continued concerns will be
reported to the QA&A
Committee for further review.
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phaimacy {that inputs Information on the facility
‘electronic MAR) will sometimes include an alert to
the nurses (o not exceed 4000 milligrams of
acelaminophen/day.

Review of the elecironic MAR for Resident #11
notad these aterts were not included with any of
the orders and lhe three orders in place on
8f12111 (Tylenol 650 every four hours PRN;
Vicodin 5/500, two lablels three times a day and
Vicedin 5/500 one avery four hours PRN) were
included on pages three (Vicodin 5/5600, two
{ablets ihree times a day) and sevan {Tylenol 650
every 4 hours PRN; Vicodin 5/500 every four
hours PRN) of the residenl's eleven page MAR.

On 922111 at 2:05 PM the physician assistant
(PA} far Resident #11 slaled their practice wes lo
limit use of acetaminophen to 4000
milligrams/day. The PA stated the expsctation

was for nurses to monitor usage of '
acelaminophen, especially if there were PRN
orders lo ensure usage did not exceed the 4000
milligrams/day.

On 9/22/11 at 2:45 PM the facility consuilant
pharmacislt reported the maximum dosage of
acelaminophen/day would be 4000 miligrams.
The consultant phaimacist stated the pharmacy
try lo put alerts on orders but thal it was not
consistantly done for all residenis. The
consultant pharmacist stated nursing staff Is
expecled to know not o give greater than 4000
milligrams of aceleminophen a day.

On 9/22111 at 3:46 PM the Director of Nursing
{DON; staled her expeclalion was for nurses lo
review all PRN and roultine orders {o ensure

FORM CMS-2567(02-99) Previous Versions Otsolels Evenl I0: Q4EQ114 Facllity 1D: 953470 If continuation shest Page 20 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE g MEDICAID SERVICES

PRINTED: 10/06/2041
FORM APPROVED
OMB INO. 0938-03¢1

STATEMENT OF DEEICIENCIES 1) PROWDERJSUPPLIERJCLIA X2) MULTIPLE CONSTRUCGTION {3} DATEE SURVEY
AND PLAN OF CORRECTICN (DENTIFICATION NUMBER: COMPLETED
’ A BUILDING
-
B. WING
45264 - 09/22/2014

NAME OF _PROVIDER OR SUPPLIER

STANLEY TOTAL LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

§14 OLD MOUNT HOLLY ROAD
STANLEY, NG 28164

{%4) 1D SUMMARY STAVEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFIGIENCY 4UST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REEERENCED YO THE APPROPRIATE DATE
DEFICIENCY) '
E 320 | Continued From page 20 .
. ‘ pag. 329 No residents were harmed or
residents do not receive more than 4000 ted to h d
milligrams of acefaminophen in a 24 hour period. noted to have any a Yer%e
F 371 | 483.36(i) FOOD PROCURE, F 371 effects to any of the findings.
sg=E | STORE/PREPARE/SERVE - SANITARY The ice scoops/ice scoop

The facility must -

(1) Procure faod from sources approved or
considered salisfactory by Federal, State or lacal
aulhorities; and

{2) Store, propare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observalions and inlerviews the facility
tailed lo: ensure ice scoop holders in two (2) of
two (2) pantries were cleaned; prevent thawed
milkshakes from being stored in refrigaration
bayond their manufacturer's recommendation of
fourlesn {14) days; ensure ocutdated items were
ramoved from panlry refrigeration; ensure food
was stored consislent with manufaclurer
recormmendations; and ensure clean dishware
was slorad to prevent cantamination.

The findings are:

holders on 400 and 500 units 9/20/11
were cleaned and sanitlzed
immediately upon discovery.
The box of thawed milkshakes
was removed from the
refrigerator and discarded. All
outdated items noted were
immediately discarded,
including the soup stored on
top of the refrigerator. The
bottle of lemon juice was 9/21/11
immediately discarded. The
clean racks and cups were
immediately re-washed.

All ice scoops and ice scoop
holders were audited
immediately with no other
concerns noted for cleanliness.
The refrigerator was checked by
the FSD to ensure all items

FORM CMS-25687(02-99) Pravious Versions Obsoleta

9/20/11

4. During the inifial our of the facility on 09/20/41 were properly labeled and 120/
at 14:50 AM an ice scoop was observed stored in dated. All nourishment rooms
a clear ice scoop holder in the pantry on the 500 and pantries were audited and
hafl. Approximately a cup of waler was pooled in no other expired or
the botiom of ihe ice scoop holder and the scoop : :
porlion was positioned in the waterfcoming In u_nrefrlgerated items were
contact with the bottom of the container. When discovered.
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tha ice scoop holderwas removed from {he wall The kitchen area was aucflted
and held to the light a gelatinous matter was by the FSD and no other items
noled on approximately 1/4 of the hottom of the on shelving were found to o/21/11
container. This _mallerwas fall and.had a slimy require refrigeration after
lexture. At the time of the observation the charge ening. No oth ] it
nursea for the 500 hall was asked about the op €. Nootherc e.an | e.ms
cleaning scheduls for the ice scoop halder. The were placed on the soiled side
charge nurse referrad lo a cleaning schedule of the dish machine.
posted on the wall which indicated the cleaning
schedule for the paniry was “ica machine,
refrigarator and microwave.” The charge nurse . . ) .
observed the slimy matter and noted how easily it Dietary staff will remove alt ice
was removed with the touch of & finger. scoops and holders daily from

_ . all units for sanitization. This
_On 09/20/11 at approximately 1_1:55 PM e! ¢lear will be documented on a form
ice scoop was observed stored in a clearice \ h ish t by
scoop halder in the pantry on the 400 hall. The I each nourishment room oy
scoop portion was slered inside and came in the assigned staff member.
contacl with the bottom of the holder. An area on Milkshakes will not be moved
the inlejriortblott?n; o1r ftzhehhzlder r;nei?suring from the freezer to the
approximately 1" " had a galatinous,
blackened appearancs ang fell stimy to touch. refrigerator to thaw but will be
The QA (Qualily Assurance) nurse was presenl at removed as needed for each 10/20/11
the fime of ihe abservation and was unawars who meal and thawed just prior to
was responsible for cleaning the ice serving, Dietary staff will be
scoop/holder. responsible for the removal of
On 09/20/11 al approximatsly 12:00 PM the any expired item(s}) from
Housekeeping Supanvisor reported the dietary nourishment rooms/pantries
departmeni was responsible for cleaning the ice twice daily as assigned by the
ZCOF’Fi’h‘:'I‘ier(;doé‘ 09,’33‘:; ':'e‘::l:rz:last:gﬂu:he FSD. This will be documented

ssistant Food Service Directo ey
cleaned ice scoopsfholders bul refled on on a form located on each
housekesping to bring them to the kitchen for refrigerator. Ward Clerks on
cleaning. - each unit will monitor each unit
pantry routinely for compliance
2. During the initial tour of the facilily kitchen on
09/20/11 at 11:15 AM a thawed box of vanilla
FORMA CMS-2567{02-99) Prenious Versions Qbsolele Evenl ID: Q4EQTY Faciliy ID: 953470 If coniinuetion sheet Page 22 of 27
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concerns for expired foods
and/or improperly stored food
to the Administrator. All items
used in the kitchen requiring

refrigeration must be
refrigerated properly. Al clean
items (dishes, racks, etc.) must
be placed only on the clean side
of the dish machine. Dietary
staff was in-serviced on all
policy and procedure changes
and expectations within the

milkshakes was observed stored in the walk in
refrigeralor. This box containad 50 individual
milkshakes and {he manufacturar labsl on each
individual carton indicaled the milkshakes were
goad for fourleen (14) days after thawed. There
was nothing to indicale when the milkshakes
were thawed and the Feod Sarvice Direclor
(FSD) and Assistanl Food Service Direclor stated
they were not sure when the box had basn laken
out of the freezer and piaced in refrigeration. The
FSD slated their praclice was to pull one box out
of the freszer at a lime. The FSO stated there
was only one resident receiving milkshakes and
they were sent three limes a day. The FSD stated
there was nol a system in placa (o snsure

after thawed.

These included ths following;

a 91211 expiration date.

refrigerator.

812111 expiration dale.

when stocking the panlry refrigerators.

mitkshakes were used within fourteen (14) days

3. During the initial tour of the facility on 08/20/11
from 14:40 AM-12:20 AM outdaled ilems ware
found in three of three nourishment pantries.

500 hall-one, four ounce conlalner of yogurt with

100 hall-one, sight ounce container of honey thick
milk with a 9/6/11 explralion date and a bow! of
vagetable soup was stored on top of the

400 hall-one, six cunce container of yogurt wilh a

On 09/20/11 at 12:20 PM the Assistant Food
Service Director stated soup should not have
been lefl unrefrigerated in the pantry and dielary
staff was responsible for removing ouldated items

department by the FSD on
10/20/11.

QA monitoring tools will be
utilized by the FSD to ensure
ongoing compliance in each
area noted. Allice
scoop/holders, kitchen coolers,
nourishment rooms/pantrles,
kitchen storage areas, and the
dishwashing process will be
audited randomly (3) times per
week for the 1* month and
then randomly each week for
(2) months. Compliance will be
reported to the QA&a
Committee monthiy by the FSD
for (3} months ar until resolved,

10/20/11

4. On 09/24/11 at 10:55 AM a one gallon

Faciity ID: 853470 IT continvtalion sheet Page 23 of 27
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container of lemon juice was observed on
shelving in The kitchen. The lemon juice had
been opanad and had a handwritten date of 11110
wrilten on the outside of the container. The
manufaciurer tabel indicaled, "refrigerate after
opening". The Faod Service Director (FSD)
stated items shauid ba refrigerated if Indicated on
the manufacturer tabel. The FSD could not
explain why the [emon juice was slored
unrefrigerated.

5. On 09/24/11 al 11:00 AM thirteen (13) clean
racks and eleven (11} clean cups were stored
directly on the dirty side of the dish machine
lable. This table had water and food debris
pooled in the area where Ihe racksfoups were
stored. The Food Service Director was present at
the time of lhe obssrvaiion and reported (hera
was a designated area for clean cups/fracks lo be
slared. The dietary aide ihat slored the clean
racksicups on the dirly side of the dish machine
reporied she had temporarily placed them there
prior to taking lhem to the designated area for
clean dish storage.

£ 441 | 483.65 INFECTION CONTROL, PREVENT
ss=D | SPREAD, LINENS

The facilily must gstablish and maintain an
Infaction Control Program designed lo provide a
safe, sanitaty and comfortable environment and
lo help prevent the development and {ransmission
of disease and infection.

(a) Infection Control Program

The faciltty must establish an Infection Control
Pragram under which it -

{1) Investigates, controls, and prevents infections
in the facility,

F 371
Continued compliance will be

monitored through random
checks through the QA&A
program,

F 441
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{2) Decides what procedures, such as isolalion,
should be applied to an individual resident; and
{3) Maintains a record of incidents and correclive
actions related to infections.

{b) Prevenling Spread of Infection

(1) When the Infection Conlrol Program
datermines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facilily must prohibit employees wilh 2
communicable disease or infactad skin leslons
from diract contact with residents or their food, if
diract contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
nand washing is indicated by accepted
professional praclice.

(c) Linens
Personnel must handle, slore, process and
transport linens so as to prevent lhe spread of

Infection.

This REQUIREMENT s nof met as evidenced
by:

Based on observalions, staff inlerviews, and
medical record review, the facilily failed to ensure
slaff used clean gloves during incontinence care
for one (1) of eight (8) residents {Resident #5).

The findings are:
1. Resident #5 was admitted to the facilily with

diagnoses of Aizheimer's Disease, stage three
pressure ulcer, and perforated Intestine, among

F 441

NAHS5 was counseled and re-
educated on proper use of

gloves and Infection control 9/29/11
guidelines.
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othars. The latest Minimum Dala Set (MDS)
dated 09/16/11 revealed lhe resident had short
and long term memory problems and was
maoderately impaired in cognitive skills for daily
decision making. The MDS further ravealed the
resldent required exlensive to tofal assistance
wilh mosl activities of daily living, including
extensive assistance with hygiene and bathing.

On 0524111 at 10:46 AM Nursing Assislants (NA)
#4 and ¥#5 were obsarved performing routine
catheler care and incontinence care for Resident
#5. The NAs performad catheter care and then
performed incontinence care for stool, cleaning
franl to back. During the incontinence cara, NA
#5 changed her gloves. She put a clean glove on
har left hand, but as she attempfed o put a clean
glove on her sight hand, she dropped the glove on
the floor. She picked it up and again attempted to
pulit on her right hand, but she dropped it a
sscond time. NA #5 picked up the glove a second
iime from the floor and put it en har right hand.
Woaaring these gloves, NA #5 then applied
protective skin cream to the resident's backside,
applying it with her right hand.

On 09/21111 at 11:08 AM, NA #5 was

inlerviewed. She stated she should not have
picked up the glove she dropped on {he floor bul
instead she should have applied a ¢lean glove.
NA #5 gave no reason why she used the glove off
the floor.

On 09/21/11 at 11;18 AM, Licensed Nurse {LN)
#3 was interviewad. She stated she expected
NAs to obtain a clean glova if ane was dropped
on the floor.

-All resldents had the potential
for being affected at any time—
“nursing staff will be in-serviced
“on proper infection control
‘guidelines, including the proper
“use of clean gloves by the SDC

on 10/20/11.

Infection control procedures,
“including the use of clean

“gloves for all procedures, will

be taught to all staff upon initial
orientation and at least
annually with employee
performance appraisals.

The QA Nurse will conduct a
monthly infection controf
rounds on all shifts randomiy to
review proper infection contro)
pracedures with nursing staff.
Any concerns from these
rounds will be reported to the

* QA&a Committee on a monthly /

: asis for recommendations as
- vded.
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for procedures. Sha slated she expected all staff
to use clean gloves and never pick up dropped
gloves lo use.

X8y 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION} , TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 Continued FFrom page 26 F 441 The QA Nurse will conduct
On 0_9,:211?1 ald11é§5 AIM; l(l;et DII’GG!OI;'I offNursmg monthiy glove use audits
was interviewed. She slaled it was parl ¢ ifts f
) . . r ‘
infection control practice {o use only ¢lean gloves randomly on a-II shifts for (3)
months or until resolved and 10/20/11

compliance will be reported to
the QA&a Committee.
Continued compliance will be
monitored through random
checks through the QA&A
program.
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