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A resident who is unable to carry out activities of
daily living receives the necessary services {o 4/29-4/30/13 complaint survey
maintain good nutrition, grooming, and personal
and oral hygiene. F312 - Resident #3 had her nails
cleaned on 4/36/13. Resident #3
no longer resides at the facility.
This REQUIREMENT is nct met as evidenced ) . .
by: Residents requiring staff assisted
Based on observations, medical record reviews nail care have the potential fo _b‘-'
and staff interviews the facility failed to keep affectad by this deficient practice
fingernails cleaned for 1 of 8 sampled residents aithough none were found to be
(Resident #3). affectad.
The findings included:
1. Resident #3 was admitted to the facility on An observation of current
04/06/2006 with diagnoses which included resident’s fingernails was
Alzheimer's, dementia with delusional disorder completed by the Director of
and behaviora! qisturbance, and depression. The Nursing and Unit Manager to detect
most recent Minimum Dat_a Set (MDS) dated any nails that needed cleaning an
02/11/13 revealed the resident was severaly 5/1/13. Education by the Direct
cognitively impaired and required extensive to | ucation V_ & Director
total assistance with all activities of daily living of Nursing to the nursing staff was
{ADL) including total dependence for bathing and completed by 5/7/13 on proper nait
personal hygiene. cara and nail cleaning schedule.
The Resident's care plan review dated 05/17/12 Mail care will be completed on
;evealed resi:e:}nthwith mooc!i state related to Resident’s bath days, also when
ementia with behaviors and resistant to care at -
. - and as observed by staff and
times. A care plan revision dated 01/24/13 stated . v ds. This wil
that the Resident sometimes refused nail care. A managemant tef"m rounds. This wi
care plan revision dated 02/19/13 revealed a be raported to the Charge Nurse for
requirement for assistance with ADL. follow-up care. DON/designee wiff
be responsible for follow-up
On 04/29/13 at 9:15 AM Resident #3 was
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abserved in a reclining chair next to the dining
table in the dining roam. The Resident had
untrimmed fingemnails with a brown substance
under the nails on both hands.

On 04/29/13 11:45 AM Resident #3 was
observed in a reclining chair in the dining room.
Fingernails were untrimmed with a brown
substance under the nails on bath hands.

On 04/29/13 at 12:10 PM Resident #3 was
observed in a reciining chair next to the dining
tabie in the dining reom. Fingernails were
unirimmed with a brown substance under the
nails on both hands. A Nursing Assistant (NA}
was observed setting up food in bowls on the
dining table within the resident's reach and made
no attempt to clean the resident’s fingernails. The
NA was observed sitting in a chair assisting the
rosident to eat and alternately the resident was

eating food out of one of the bowis using a spoon.

On 04/30/13 at $:00 AM Resident #3 was
observed in the main dining room awaka,
responsive to greeting but incoherent. A dark
brewn matter was observed under fingernails on
both hands. She was observed playing with a
clothing protector.

On 04/30/13 at 12:16 PM Resident #3 was
observad siiting in a reclining chair in dining room
with tray to her side on a table. She was eating
sliced peaches from a bowl with her hands and
fingers with a dark brown matter observed under
the fingernails on both of her hands. On 04/30/13
at 12:27 PM Resident #3 was cbserved eating
food out of one of the bowls using her hands and
fingers with a dark brown matter observed under
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random abservations of resident
nail care will be completed by the
House Supervisor or the Assistant
Director of Nursing on a daily basis
« 2 weeks then weekly x 2 weeks.
kandom audits of a minimum of 10
residents will also be completed
woekly for the next 6 months.

These observations will be
docureanted on a Quality
Assurance audit form. New
amployees and contract employees
will receive the same education
priar to working with residents per
policy and procedures.

sindings of these observations will
be presented to the Quality
Assurance Committee by the
Director of Nursing on a monthly

basis x 3 then guarterly thereafter
10 determine the need for
additional egucation and/or
monitoring.
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the fingernails.

On 04/30/13 at 4:08 PM Resident #3 was
observed sitting in a raclining chair in her room.
Residant's nails were observed with dark brown
debris under most of her nails on both hands.
The resident permitted NA #1 to hold and inspect
her hands and fingernails.

On 04/29/13 at 9:14 AM a telaphone interview
was complated with a family member of Resident
#3. The family member voiced a concern that
Resident #3's hands were not washed before
meals. The family member specified that
Resident #3 had brown matter caked under her
fingernails and on several occasions she had
informed facility staif that the resident's
fingernails needed to be trimmed and cleaned.

On 04/30/13 at 4:08 PM NA #1 was interviewed.
NA #1 stated that she had worked with Resident
#3 and confirmed the resident's fingernails
needed to be cleaned. NA #1 stated Resident #3
required extensive assistance with ADL care and
nail care was performed when resident showers
were provided or as needed. NA #1 specified that
the resident was sometimes resistant {o allow
staff to clean and trim her nails, but she could
usuaily get her to cooperate by talking to her ina
soft voice and getting another NA to distract her
while she pravided nail care. NA #1 aiso stated
that Resident #3 ate with her hands and would
often not allow staff to assist her with feeding.

On 04/30/13 at 6:13 PM, the Director of Nursing
(DON) was interviewed. The DON stated that nail
care was performed with showers and more
frequently between showers if a resident's nails
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were dirty. The DON specified that the NAs are
responsible for nail care except for diabetic
residents. The DON confirmed that Resident #3
ate with her hands and that staff should make
attempts to keep her fingernails clean.
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