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F 312 483.25(a)(3) ADL CARE PROVIDED FOR
5$S8=0 DEPENDENT RESIDENTS

A residenl who is unable to carry oul activilies of
daily tiving receives the necessary services to
maintain good nutrilion, grooming, and personal
and oral hygiene.

This REQUIREMENT is nol mel as evidenced
by:

Based on observalions, stalf inlerviews and
record review, the facilily slafl failed 1o thoroughly
clean a lemale residenl's pern-area during
incontinence care lor one {1} ol four {4} sampled
residents (Rasidenl #1).

The findings are:

A review of a facility decument tilied “Peri
CarefInconlinence Care/Competency General
Overview" dated 03/2010 staled in parl to gently
separale labia lo expose urelhral mealus and
vaginal orifice and wash doewnward fram the
pubic area toward the rectum in one smaoth
stroke "

Resident #12 was re-admilled lo the facitily on
9/18/11 with diagnoses including Alzheimer's
disease, demenlia and a stroke.

The most recent Minimum Dala Sel (MDS) daled
11713111 indicaled severe tmpairmenl in short
and long term memory and severe impairment in
cognilion lar daily decision making. The resident
was tolally dependent on staff for aclivilies ol
daily living and was always inconlinent of bladder
and bowel.

“This Plan of Correction is prepared
and submitted as required by law. By
submitting this Plan of Correction,
Alleghany Care & Rehabilitation
docs not admit that (he deficiency
listed on this form exist, nor does the
Center adnril 1o any statemenls,
Findings, facts, or conclusions that
form the basis for the alleged
deficicney. The Center reserves the
right (o chalienge in legal and/or
regulatory or administralive
proceedings the deficiency,
statements, lacts, and conclusions that
{ornt the basis for the deficiency.”

F 312

32

I. Resident #1 was given peri-care lZ!lﬁI”
|im|ne(lintcly on L1I/2172011 by Assistant

Birector of Nursing that included the peri-
jrem Resident #1 was re-assessed by the
| Licensed Nurse on 11/22/2011 wilh no signs

and symptems of infection noted.

NA #1 was re-educated on peri-care by

Divector of Nursing on 11721/2011 )

include cleaning the peri-area hy

separating the lahia,

2, lncontinence care ohservations were
compieted by the Director of Nursing and
the Assistant Director of Nursing beginning
on VH2X2001-12/7/201 1 to ensure
residents’ eare included the peri-area,
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During an observalion of incontinence care on
11721441 al 10:30 AM Nurse Aide (NA)Y i1
enlered the residenl’s room, washed her hands,
and pul on gloves. NA #1 removed the resident's
briel thal was salurated with urine. She wel a
washcloth with seap and water and wiped across
the lop of the residents pubic are and down the
inside of the lefl Inigh. She then wiped across the
top of the resident’s pubic area and down (he
inside of the righl thigh. During care NA i1 did
nol clean inside Residenl #1's peri-area, She
placed a clean brief on Ihe resident, removed her
gloves and washed her hands,

During an inlerview on 112111 at 11:42 AM wilh
NA /2 she venlied she did nol saparale the lahia
with her hands to clean Resident #1. She staled
she normally cleaned femate residenlts by wiping
across the lop of the perineum and then down
one side. She staled she would then wipe across
Ihe iop of Ihe perineum again and down the other
side and she used her lillle linger lo wipe down
lhe inside Ihe labia lo clean il.

During annlerview on 11/21/11 al 2:10 P wilth
the Stalf Development Coordinator who was also
in charge of infection conliol she staled it was her
expeciation stall should follow the facilily policy
and procedure to provide inconlinence care. She
slated she expected nursing staff lo clean inside
the labial folds to make sure they cleaned the
resident thoroughly. She explamed she had
observed nursing slafl and provided a
compelency evaluation regarding incontinence
care in the iacility. She verified NA #1 had
compleled a "Peri Carefinconlinence Care
Compeltency Skifl Test (Female}" on 9/29/11.

- Director of Nursing, Assistant Director of
; Nursing, RN Supervisor and Staff

Development Coordinator by the
Regisiered Nuorse from Wilkes Community
College.

3. Certilied Nursing Assistants were re-
educated on Incontinent Care with retyrn

~demonstration by the Regional Director of

Clinical Operations and the Direetor of
Nursing began on [1/21/2011 including (he
peri-nrea and separating the Iahia for
feiale residents,

Directed training on providing incontinent
care lo dependent residents to be provided
by n Registered Nurse from Wilkes
Community College for Certified Nursing
Assistants on 12/13/201 1, 12/14/2011 and
12/1522011. The Director of Nursing,
Assistant Divector of Nursing, Siaff
Development Coordinator and RN
Supervisor (o be re-educated on providing
incontinent care to dependent residents by
a Registered Nurse from Wilkes
Community College on 12/13/2011,
127142200 Land 12/15/2011,

Trained management will provide re-
education on providing incontinent care (o
dependent vesidents with return
demonstration for newly hired nursing
assistnnls during orvientation.
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F 312 Conlinued From page 2

During an inlerview on 11/21/11 = 2:18 P wilh
the Direclor of Nurses (DON) she slaled it was
her expecialion nursing stafl should follow the
facility policy and procedure while providing
inconlinence care lo ensure the resident was
thoroughly cleaned and to prevent infection.

F 441 48365 INFECTION CONTROL, PREVENT

55=D SPRFAD, LINENS

The facility musi eslablish and maintain an
Infection Conlrol Program designed to provide a
sale, sanilary and comfortable environment and
to help preven! the development and Iransmission
of disease and infeciion.

(a) Infection Control Pragram

The facility mus! establish an Infection Conirol
Program under which it -

{1} Invesligales, conirols, and prevenls infeclions
in the facifity;

(2) Decides whal procedures, such as isolalion,
should be applied 1o an individual resident; and
{3) Mainlains a record of incidenls and correclive
aclions relaled lo infections.

{b) Prevenling Spread of infection

(1) When the Infeclion Conlrol Program
determines thal a residen! needs isolalion lo
prevent the spread of infaction, the facility must
isolale |he resideni.

{2) The facility must prohibi employees with a
communicable disease or infecled skin lesions
from direct contacl with residenls or lheir lood, if
direct contact will lransmil the disease.

{3) The facility must require staff 1o wash their
hands afler each direct resident conlact for which
hand washing is indicaled by accepled

"4, Director of Nursing, Assistant Director

F 312 of Nursing or RN Supervisor will perform

Fa41. ‘

" vandom incontinent care observations for
dependent residents 3x weeldy x | month
then 1 x weekly x 2 months, Results will he
submitled to the Performance
Improvement Commiltee monthly for 3
months.,

Completion dafe: 12/1572011,

Fdd |

12/isfii
1. Resident #2 had clothing changed on (lie
cvening of L1/21/2011 by the Certified
Nursing Assistant. Resident #2 was re-
assessed by the 1icensed Nuise on
1271372011 with no signs and symptoms of
UTT noted.

Nursing Assistant #2 was re-educated on
LIZZ172001 by the Director of Nursing
concerning changing gloves nnd hind
washing following incontinent care and

" before procecding with further care to
residents,

2. Incontinence care observations were

completed from 11/23/20101- 12/7/2011 by

the Director of Nursing and the Assistant
| Director of Nursing (o ensure staif are

removing gloves and washing hands after

providing eare and before handling ¢lean
s items,

d. Removal of gloves and hand washing re-
eduention with return demonstration by the
Regional Director of Clinical Operations

i and the Divector of Nursing hegan on
2120110 for Certificd Nursing Assistan(s,
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F 441 Continued From page 3
professional praclice.

{c) Linens

Personnel musl handle, slare, process and
transport linens so as lo prevent the spread of
infection.

This REQUIREMENT s nol mel as evidenced
by:

Based on observalions, staff interviews and
record review, the facility failed 1o clean their
hands afler providing inconlinenl care and belfore
proceeding with further care for one (1) of four (4)
sampled residents (Residen| H2).

The findings are:

During an observalion of incontinence care on
1172911 al 10:30 AM, Nurse Aide (NAY#2
entered lhe residenl's room, washed her hands,
and put on gloves. NA #2 removed the resident's
brief thal was soited with urine and slool. She
provided inconlinence care 1o Resideni #2 and
rolled Ihe soiled linens up under him. NAJ 2 pul
a clean briel on Residenl #2 and wilh her saited
gloves slill en, picked up the resulent's clean
pants and socks and dressed him. She assisted
him up on the side ol Ihe bed fo gel up o his
witeelchair. NA #2 then removed her gloves and
washed her hands.

During an imerview on 11/21/11 al 11:42 AM wilh
NA #2 she slaled she should have washed her
hands and changed her gloves aller she handled
soiled linens and before she touched lhe
resident’s clean clothes.

Directed training on remaoval of gloves and
F 441 hand washing during incontinent care to he
provided by n Registered Nurse from

Wilkes Community College for Certified
Nursing Assistants on [2/13/2011,
12/4472011 and 1271522001, The Director of
Nursing, Assistant Direclior of Nursing,
Stalf Development Coordinator and RN
Supervisor will also he re-cducated on .
removal of gloves and hand washing during
incoutinent care by n Registered Nurse
from Willkes Community College on

S 12/037200 10, 127147201 tand 12/1572011.

Trained management will provide re-
cdacation on removal of gloves and hand
washing during incontinent care with
return demonstration for newly hived
nursing assistants during orientation.

4. Director of Nursing, Assistant Director
of Nuising or RN Sopervisor will perform
random Incontinent Care ohservations to
include removal of gloves and hand
washing 3x weekly x T month then | x
weekly x 2 months, Results will be
submitied fo the Pevformance
Improvement Committee manthly for 3
months.

Completion date: 1271572011,
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nexl step.

their hands..

F 441 Conltinued From page

During an interview on 11/21/11 al 2:10 PM with
the Slafl Development Coordinator who was also
in charge of infeclion conlrol she stated il was her
expeclalion slaff should change their gloves alter
inconlinence care was compleled. She furlher
slated il a residen! had a bowel movement, they
should remove therr gloves after they cleaned the
resident and wash Meir hands heiore qoing to lhe

During an interview on 11/21/11 al 2:18 PM wilh
Ihe Director of Nurses (DON) she slaled il was
her expeclalion stall should remove their gloves
when inconlinence was compleled and they
should nol fouch a residenl’s clean clothes belore
removing or changing lheir gloves and washing

F 441
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