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Each resldent must receive and Ihe facllity must
provide the necessary care and services o altaln
or malntain the highesl pracilcable physlical,
manlal, and psychosoclal well-belng, in
accordancs wilh the comprehansive assassment
and plan of care.

This REQUIREMENT is not mat as evidenced
by

Based on observallons, madical record review
and slaff intervisws lha facility failed to ensure
Physiclan's Orders for bowel prolocoel were
implemented for one (1) of eight (8) sampled
residents. (Resldent# 3) The facllity also failed
to ensure axygen was administered as ordered
for two (2} of three (3) sampled resldents with
orders for oxygen. (Residents # 8 and # 12),

The findings are:

1. A facllily document tillad "Standing Orders"
daled 03/16/10 statad in part as foltows: "For
Dally Bowel Reglmen:

a. Fiber Supplement of cholce one (1) tablespoen
by mouth daily or Power Pudding 30 ¢ (cuble
cantimeter) by mouth bwice dally,

b.Glycolax seventeen (17) Gm (gram) by meuth
dally - hold for loose BM (bowel movement),

¢. If no BM for two (2) days, glve Senna two (2)
fablets by mouth at badtime,

d. [f no BM for thrae (3) days, give Senna two (2)
lablets twica a day and do raclal check; disimpact
s needed,

. If no BM for four {4) days, continue Senna fwo
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The component elements of ke followlng
plan of correction are those specifically
requlred by Section 7304 of the CMS Staie
Operations Manual, This filing does not

1 constitute an admission that the
deflclencles alleged did in fact exist. This
POC Is flled as evidence of the faciiily's
deslra to comply with the requirements and
to continue fo provide high quallty resldent
care, This POG consftliiules wrilten
allegation of substanttal compliance with
wrilten Medicare and Medicaid
requirements.

1) Durlng the survey staff reminders and
informal re-education began on the
facility bowel protocol, The day after
the survey the Director of Nursing
reviewed all resident records and
documentation to ensure that all
restdents potentlally effected elther had
a bowel movement or received the
proper treatment per the bowe!
protocol.

The Director of Nursing has reeducated
the Hcensed nurses to ensure that the
bowe! protocol Is fully understood by
them and followed for every resldent,
Further, she has reminded and re-
editicated the CNA's of their
responsibilitles to ensure that the
documentatlon is timely and accurate.
This ensures that the Licensed Staff
receive accurate and timely informatlon
on which to act, Furthermore CNA's
were reminded that they can and should
document bowel movements when
resldents self report,
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(2) tablals twice a day and adminlster Flests lype be menitored on a daily basls by the RN
enama. Gall physlclan if no BM for five (5) days, Resldent Care Coordinators to enstre
o If resldent has two (2) episodes of constipation that all [rets!d;nts ?re recei‘{lng the
fequiring Fiesls type ensma." appropriate bowel protocol at the

quiring b approprlate time. This dally monitoring
Resldent # 3 was admitted to the facililty on will be ongofng until the Director of
09/27/07 wilh dlagnoses including dementia, Nursing feels that ongoling compllance is
constipafion, embolle strokes and generalized achleved. Additionally, this will be spot
muscle weakness. The most racant Minimum mznj\t:;:g:ty ‘)l;:fécligﬁggog‘ll?émursmg and:
Data Set (MDS}, a quarterly assessment Sorvices. g
complated 07/12/11, Indlcaled Resldent # 3 had
short and long term memory problems and The Director of Mursing will report
severely impalred cognilive sk[llg for dally progress in this area monthiy to the QI
decislon making. The MDS also indlcated Committee, The QI Committee vl
Restdent # 3 required extensive assistance with monitor this issue until the QJ
transferitolleting, was always inconlinent of bowel Committee has determined that this
and frequantly Incontlnent of bladder. correction has been consistently

achieved, !
A plan of care last updaled on 02/02/41 Indicated
Resldent # 3 had altered bowe! slimination. The
goal stated Resldent # 3 would have a howal
movement at leasl every lhres deys with
interventions which Includad:
1. Facllity will assess/documant bowsl aclivity
dally
2. Hosplce will evatuatefimplement the hospice
bowel protacol as needed
3. Facllity will evaluate for constipationfimpaction
as neadsd and report to Hosplee Reglstered
Nurse.
Revlew of Resldent # 3"s "Resldent Bowel and
Bladder by Shift Chart" data from 06/01/11
through 07/26/11 revealed no bowsel movemanls
documanted for:
0810711 - 061011 (4 days),
0611211 - 06/15/11 (4 days),
0681711 - 0620111 (4 days),
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Continued From page 2
06/23/11 - 06/26/11 (4 days),

107102111 - 07107114 (6 days),

07/09/11 - 07/15/11 (7 days),
071711 - 07121111 {6 days) and
07/23/11 through 07/26/11 (6 days).

Review of Medlcation Adminlstration Records
{MARs}) for 06/01/11 through 07/28/11 revenled
Resldent # 3 had current Physiclan's arders for
and recelved Power Pudding (a high fiber food
supplament) 30 cc twicea dally for conslipation,
Miralax 17 grams (faxative) in 8 ounces fluld twlce
dally for conslipalion and Senokot (laxatlve)
8.6mg (miligrams) one tablet by mouth daily at
6:00 p.m. for constipation. Review of the June
MARs revealad Resldent ## 3 raceived Senokot
8.6mg two lablets by mouth as a PRN (as
nesded) dosage for constipation on 06130711 ,
Review of the July MARSs revealed Resldent #£3
recalved Senokot 8.6mg two tablets by moulh as
a PRN dosage for conslipation on 07/12/11,
O7HM3M1, OTHBMAA, 07/25/11 and 07/28/11.
Rasldent # 3 also recelved Dulcolax 10mg
suppository on 07/16/11 as a PRN for
conslipation,

Revlew of Restdent # 3's Nurse's Noles for
06/01/11 through 07/28f11 revealed & nale dated
07/16/11 at 6:40 p.m, which stated: "PRN
Dulcolax suppository adminlistered per reclum.
No heard stool noted In reclum.” An additional note
dated 07/16/11 at 6:38 p.m. read: "Bowsl sounds
aclive and no fecal Impaction noted.” There was
no other documented assessment of bows|
sotinds, rectal checks or Implementation of
Physlcian's slanding orders (Flaats lype snema).
There was also no documentatlon of Physfelan
notification that Resldent # 3 had not had a bowel

F 302
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movement from 07/02/11 -07/07/11, 07109111 -
O7MBM1, 6T - 07/21411 and 07123111 -
07/20/41.

During an Interview on 07/28M1 at 4:16 pan. the
Diractor of Nursing {DON) stated nursing
assistants (NA3s) were respansible for
documenting residenis's bowsl movements in the
"Caretracker” system every shift. The Resldent
Care Goordinators run a report evary morning
hafore the morning madication pass of residents
who have not had a bowsl movement (BM )in
more than two (2) days. The medication nurse ls
then expecled lo use the list to Implement the
bowel profocol for those resldents on the list. She
statad her expactation was that Resident # 3
should have been checked for an impaction after
three (3) days without a BM and ii should have
been dacumentad In the Nurse's Noles. She
slaled her expeclalion Is that the mecdication
nurses implermant the bowel protocol for
rasldents who have not had a bowsl movemant in
two (2) days or moro.

An Inlerview on 07/28/11 &t 4:35 p.m. with
Licensad Nurse # 4 revealad she Is given a list
every morning of resldents who have not had a
BM In two (2} days or longer. For residents who
have not hed a BM In two (2) days the night
{11-7) nurse Implements lhe bowal protocol. For
resldents who have not had a BM In thres days
the day (7-3) nurse Implements Lhe bows!
protocol and reporis 1o the nlght nurse if fhe
rasldent does not have a BM.

An interview on 07/28/11 at 4:38 p.m. wilh
Licensad Nurge #1, a Resident Care
Coordinator, revealed she looks at the BM record
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every morning on the Carafracker system and
glves the medicalion nurses a list of resldents
who have not had a BM In two days or fonger,
The madicatlon nurse Is expected to Implement
Lthe bowsl prolocol for those residents.
2. Resident # 8 was admilted on 12/17/04 wilh +2}  immedtately following the survey 8/25/2011
diagnoses Including Parkinson's disease, anemla * all residents’ Oxygen orders were
and depression. A revlew of the quarlerly reviewed to ensure that all
Minimum Data Set (MDS) dated 05/10/11 " resldents were receiving the MD
revealed ihe resident had no short or long-term ardered amount of Oxygen.
memory problems and had no impaliment with The Director of Nursing has
daily declsion making. viorked with the RN Resldent Care
Coordinators to develop protocols
A revlew of a care pian datad 05/13/11 for to ensure that resldents receive
assistance wilh activilies of dally living ndicated the amount of oxygen that the MD
Interventions for oxygen at all fimes., has ordered, These are as
follows:
A reviaw of a physiclans order datad 06/07/41
staled oxygen at three (3) litars per minute a, The licensed Nurses vl now
continuously per nasal cannula. begin to document, on the
; . Treatment Record, the
A revilew of the oxygen safuratlon percentage number of liters that the
recorded on 07/27/11 at the beginning of the 7:00 resldent was recefving when
a.n. 1o 3:00 p.m. shift revealed Resident # 8's ‘tlheylcri)]:l?'t(hgz !;Stourr;gm‘ s
{ ! 5 t. eve -
oxygen saturallon was 95 percen protocot forces the licensed
On 07/27/1 at 9:10 a,m. Resldent # 8 was ztoat'f);‘l’y"t’g;es Closely maniter
observed sitting Inlhatr roomtl? ahwhgezichalr mtllm but also the amount of 02
an axygen conoanletor nex! (o her bed, a nasal that the resident fs recelving
cannula In her noss and oxygen lurmed on at 1. as they will be required to
ilters per minute. document the speclfic
amount,
On 07/27M11 at 10:27 a.m. Resident # 8 was
abserved in her room during Inconlinence care
FORM CMS-2607{02-99) Frevious Yersions Obsolate Event ID: F14611 Facility 1D: 923490 1f conlinualion sheet Page § of 15
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with oxygen on al 1.5 liters per minute. An
oxygen concenlrator was sllling next to Resldent
#8sbed and NA#2, LN# 1 and LN # 2 were
present in the room provlding care to her.

On 07/27/11 at 12:35 p.m. Resldent # 8 was
observed silling In her wheelchalr In her room
with a nasal cannula In place and oxygen on at
1.5 liters per minute.

On 07/27/11 at 1:16 p.m. Resldent if 8 was
observed sitting in her room In her wheelchalr
Irylng io drink liqulds from a cup with a nasal
cannula in place and oxyaen on at 1.5 liters per
minute.

On 07/27111 at 1:42 p.m. during an Interview NA
it 2 stated nurse aldes could furn oxygen on and
off and they should chack the oxygen and the
lters per minwte when they enterad a resldent's
room lo make sure lhe selling was correct. He
further explalned he had a daily asslgnment sheat
that gave the cxygen flow rates for each resident
who had oxygen and he checked thae liter par flow
selling whan he went Inlo the resident’s room.

On 0712711 at 2:01 p.m. during an Intervisw the
Asslstant Diraclor of Nurses verlfied Resldent #
8's oxygen concenlralor was sel on 1.5 llters per
nnule. She also verified Resldent#8 had a
physlclans order for contintious oxygen at three
(3) lters per minute, She stated NA # 2 and
llcensed nuraes ahould have checkad the liter per
minule flow rate on Resident # 8's oxygen
concantrator to make sure [l was on the correct
sefling. She slated It was her expectallon oxygen
should be adminlstered according to the
physicians order.

CoordInators will work with
the Nursing Administrative
Assistant to ensure that the
Resident Dally Care Plan has
the correct oxygen orders,
They will ensure this
information Is updated as new
orders are received or orders
are changed,

¢. The correct number of Uters
of 02 that Is on the MD order
wlill be posted on the back of
the resldent’s concentrator In
addition to the Daily Care
Plan so that it is more easily
avallable for all nursing staff
to access and monitor.,

Nursing Staff have been
reeducated on the facllity policy
and the facllity expectations on
Resident Oxygen usage speclfic to
regular monitoring and
transportation from the resident’s
room to dining rooms_gr other
common areas,-

This will be monitored by the RN
Resldent Care Coord!iators and
the Assistant Director of Nursing.
For ninety days, the RN Resident
Care Coordinators and will check
daily to ensure that resldents are
receiving the correct amount of
oxygen per the MD order, This
wil accur dally for ninety days
and then randomly thereafter,
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On 07/27M1 at 2:09 p.m.during an Interview tha
Director of Murses (DON) stated It was her
expoctation oxygen should have been dellvered
al three (2) liters per minute continuously
according 1o the physlclans order for Resident #
8. She further stated nursing assistants shoukd
chack the liler flow of oxygen when ihey went into
a resldenfs roem and inform the nurse whan it
was not on lhe cortact lilers per minite ssiting.

On 07/27111 at 2:24 p.m.durlng an Interview wilh
Residant # 8's physiclan she staled hospice had
requested oxygen for the resident and she had
approved the order for the resldent to receive
threa (3) liters of oxygen confinuously.

3. Residant # 12 was admiftad on 09/26/07 with
diagnoses Including dementia and depression. A
raview of (he quarterly Minfmum Daia Set (MDS)
daled 08/28/11 revealad the resident had
short-term memory problems, no long-term
memory problens and was severely impairad In
dally declslon making.

A review of a physictans order dated 05/05/11
stated oxygen at two (2} liters per minute per
nasal cannula due o hypoxla.

A review of the monthly physiclan's orders dalad
07/01/11 until 07/31/11 indicated continuous
oxygen at two (2) lilers per minute.

A raview of a document that was undated and
filed “Dally care plan” slated oxygen on at all
fimes for Resident # 12.

On 07/26/11 during continuous observation from

randomly perform weekly checks
to ensure that all of these tasks
are followed and that residents
are on the MD ordered amount of
oxygen. The DON will monitor
overall compliance by recelving
regular Oxygen Reports of the
above,

progress in this area, monthty, to
the Ql Committee, The QI
Commlttee wil monitor this issue
uintil the QI Committee has
determined that this correction
has been consistently achleved.

The Director of Nursing will repurt'

GIWENS HEALTH CENTER
ASHEVILLE, NC 208803
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4:16 p.m. untll 5:02 p.m. Resident# 12 was
obsarvad sliting In her wheelchalr In the
restoralive dinlng room with a nasal cannula in
har nose but the oxygen lubing was not
connected {o a oxygen concentraler or oxygen
tank.

On 07/26711 at 4:16 pamn. Resldent # 12 was
{ransporied Info the restorative dining room in her
wheelchalr by a LN # 3. Resldent#12 had a
nasal cannula In her nese but (he oxygen lubing
was not connecled (o a oxygen concentrator or
oxygen tank.

On 07/26/11 at 4:30 p.m. Resident # 12 was
observed silting In her wheelchalr at a lable In lhe
restoralive dinfng reom and she was coughing.
She had a nasal cannula In her nose hut the
lubing was not connected fo a oxygen
concantrator or oxygen lank and there was no
slaff pregent in the room.

On 07/26/11 at 4:51 p.m. LN # 3 entered the
reslorative dining room with oxygen tubing in his
hand, walked over to Resident # 12, lurned
around and walked back out of the room and
down a haliway with the oxygen tublng still In hla
hand. Resldant #12 was sitling In her wheslchair
with a nasal cannula in her nose bul was not
connectad (o an oxygen concanlrator or oxygen
tank

On 07/26/11 at 5:02 p.m. LN # 3 entered the

reslorative dining room, put oxygen lubing on
Resident #12, hooked the tubing to a oxygen
cancentrator and turned It on.

On 07/28711 at 9:40 a.m. duiing an intervlew with

Fa09
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the Asslstant Director of Nursas, she veriled
Resldent # 12's physiclan orders indicated
continuous oxygen af two {2) liters per minute.
She slated 1t was her expsactation that oxygen
should be adminlstered according to a physlclans
order. She further stated licensed nurses should
check oxygen when thay went Into a resident’s
room and when Lhey assessed the resldent, She
also stated nursing assislants should refer o thelr
dally asslanment sheet "The Daily care plan” for
instructions regarding a resldent’s oxygen and
should cheack to seas If a resident had thealr oxygen
furnad on when they went Inte a resldent's room.

On 07/28M11 at 3:00 p.m. during an intervlew wilh
the Direclor of Nurses (DON) she slaled she
verified with LN # 3 thal he fock Rasldent # 12
Into the restorative dining room on 07/26H1 at
4:15 p.m. She stated LN # 3 told her Ihat he fefl
Resldent # 12 In the dinlng room to gat new
oxygen lubing for the resldent becauss she had
chewad onitbut LN# 3 responded fo call bells
and forgot to go back to connect lhe oxygen to
Resldent #12. She slaled Resfdent # 12 should
not have been left in the restorative dining room
wlthout her oxygen connectad and turned on.
She further staled It was her expsaciatlon staff
should treat oxygen as a priority and Resldent #
12 should have had her oxygen on while she was
In the restorative dinlng room at two (2) lilers per
minule according to the physiclan's order.
483.26(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the reslideni's comprehensive
assessment, the facllily must ensure that a
resldent who enters the facllily without an
indwelling cathater Is nof catheterized unless the

F 300

F316] Durlng the survey, staff reminders and
informal staff re-education began by the
ADON and the DON._ This Included the
specific staff member clted In this
deflclency,

8/25/2011
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resident’s clinical condillon demonstraies that
catheterizallon was necessary; and a resldent
who Is incontinent of bladder racelves apprapriata
troalment and services to prevenl urinary fract
Infeciions and to restore as much normal bladder
function as possible.

This REQUIREMENT s not met as evidenced
by:

Based on madical record review, faclity policy,
observations, and slaff Interviews the facifily
falled to use proper technique when performing
Incontinence care for one (1) of slx {6) resldenls
observad for inconlinence care. (Resldant # &)

The findings are:

Resldant # &6 was admllled to the faclllly 05/31/05
wilh dlagnoses Including demsntia, weakness,
and a hlstory of urlnary tract Infactions. A review
of the latest Minimum Dala Set (MDS) dated
05/24/11, revealsd that Residentif & had severe
cognilive Impalrment. Further review of the MDS
révealad that Resldent # 6 needed extenslve
assistance with aclivitles of dally fiving,
particularly tolleling and personal hygiane.

Resident # 6's care plan was revlewad, The care
plan revealed that Resldent # 6 had recurrent
urinary tract infections and was at risk for skin
breakdown secondary to Incontinence and self
care deficit.

Further review of Resldent # 5's medleal record
revealad urinalysts done on 11/25/10 that was
positive for Infaction. The urine culture was
positive for Escherlichla coll.

On 7/29741, 08/1/11 and 8/15/11
additlonal education was provided to
the Nursing Departnient by the Staff
Development Director. The facillty
protocol on proper incontinence care
was reviewed with staff along with
best practices for Infection control.
The Staff Development Director and
the RN Resldent Care Coordinators
will randemly observe fncontinence
care provided to the residents to
ensure that all staff are routinely
providing care according to facHlity
protocol.  Any staff found to be non
compliant will be Iimmedlately
reeducated. These observations wiil
be reported to the Director of Nursing
on & weekly basis.

The Dlrector of Nursing will
report progress in this area,
monthly, to the Ql Committee.
The QJ Committee will monitor
this Issua until the QI
Committee has determined
that this correction has heen
consistently achieved.
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The facliity's potley enlitled Parlneal Gare datad
Seplember 2005, was revlewad. In part this pollcy
read: "Wash the rectal area thoroughly, wipling
from the base of the labla toward and extending
aver the buttacks, Do not reuse the same
washcloth or water o clean the labia.”

On 07/26/11 at 12:50 p.m. NA# i was observad
providing inconlinence care ta Realdent # 5, NA
# 1 washed her hands and donned gloves.
Resldent # 6 stoed In restcoom holding onto bar
while NA # 1 provided Inconlinence care. NA #1
used packaged molst wipas to clean resldent,
Resldent # 6 had a bows] movement. NA# 1
wipad Resldent # 6's anal area then, using the
same molst wipe, wipad the front perl-area, NA #
1 did lhls several imes using the molst wipes *
solled wilh faces to clean tha front perl-area.

An interview was conducted on 07/26/11 at 1:30
p.m. with NA # 1. NA # 1 raported she was
unaware that she had cleaned Rosidont i 6's
front perl-area with a cloth that had previously
heen used o wipe her anal araa.

An Interdlew was conducted on 07/27/11 at 3:45
p.m. with Licensed Nurse {LN) # 1 who was lhe
facllity's care coordinator, She reported that har
job Is to make sura thal nursing asslstanls and
Hlcansed praclical nurses do thelr Job correctly,
1.N # 1 stated that when staff ware performing
Incontinence care they were expected to use the
molst wipe to wips oncs, front to back and then
werto lo be thrown away. She furlher stated hat
she would expect staff to gat a clean wipe after
wiping anal area and not uss the same wipe to
clean the front perl-area.
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An Interview was conducted on 07/27/11 at 4:30
p.m. with the Dlreclor of Nursing. She reporied
that it was her expectatlon that when NAs are
providing Incontinence care that the wet wipes
are used for only one wipe and then are thrown
away. She further reported that she expected that
the front peri-area not be wiped with a molst wipe
that had besn used lo wipe the anal area and was
sollact with stool.

483.65 INFEGTION GONTROL, PREVENT
SPREAD, LINENS

The faclllty must establish and malntaln an
Infaction Contro! Program daslgned to provide a
safe, sanltary and comfortable environment and
lo help prevent the developmant and fransmission
of disease and infection.

(a) [nfaction Gontro! Program

The facilily must establish an Infection Conlrof
Program under which it -

{1) Invesllgates, conlrols, and prevents Infections
In the facliity;

(2) Decides what procedures, such as lsolation,
should be applled {0 an Individual resident; and
(3) Malntalns a record of Incldents and corraclive
actlons related to infacllons.

(b} Prevenling Spread of Infeclior

(1) When the Infectlon Control Program
determines that a resident neads isolation {o
pravant the spread of Infeclion, the facllity must
Isolate the resident.

(2) The facllily must prohlbit employess with a
communicable diseass or infected skin leslons
from direct contact with resldents or thelr food, if
ditact contact will fransmit the disease.

F 316

F 441

During the survey, staff reminders and
informal staff re-education was provided by
the ADON and the DON, This Included the
specific staff member cited In this
deficlency,

On 7/29/11, 08/1/11 and 8/15/11
additlonal formal education was provided
to the Nursing Department by the Staff
Development Director. The facility
Infectlon Control/hand washing pratocols
and expectations were reviewed with staff,
Staff had ample opportunity to ask
questlons and run scenarlos with the Staff
Development Director.

The Staff Development Director and the RN
Resldent Care Coordinators will randomly
observe for proper infection techniques
which will Include proper hand washing.
Any staff found to be non compliant will be
immedI(ately recducated.

These observatlons will be reported to the
Director of Nursing on a weekly basls,

862011
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{3) The facilily must require stalf lo wash thelr
hands afler each direct rastdant corlact for which
hand washing Is indlcaled by acceplad
professlonal practice.

(c) Linens

Personnel must handle, store, process and
{ransport linens so as to prevent the spread of
Infection.

This REQUIREMENT is nol met as evidencad
by:

Based on observallons, facllily pollcy, and staff
Interviews lhe facllily falled to mainialn infactlon
control practices by not washing hands after
performing Incontinence care, not changlng
conlaminaled gloves pricr to handiing a ube of
barder cream and touching a door handle for one
(1) of sl {B) residents cbserved for inconlinence
care. (Resldant #5)

The findings are:

Review of faclllly policy enlitled Hand
washingfHend Hyglene, dated Aprll 2010, read In
part: "All personnel shall follow tha hand
washing/hand hyglene procedures to help prevent
the spread of infections to olher personnef,
resldents, and visiters. Employess must wash
iheir hands for at least fifleen (16) seconds using
anlimicrablal or non-antimlcroblal soap and water
under the following conditlons: Before and after
asslsting a resldent with toileting (hand washing
wilh seap and waler); After handling solled
equipment or ulenslls; Afier removing gloves.”

report progress in this area, monthly,
to the QJ Committee. The QI
Committes will monitor this-issue until
the QI Committee has determined that
this correction has been conslstently
achleved.,
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Resident # § was admilled lo the faclilly 05/31/05
wilh dtagnoses including dementla, hyperlension
and a history of urlnary iract Infactions. Resldsnt
# 6 was assessed on lhe Minlmum Dala Set
(MDS) as needing extenslve assistance wilh
lollating and hyglene. The MDS further assessed
Resldent # 6 as Incontlnent of bowel and bladder.

On 07/26/11 at 12:60 p.m. NA# 1 was chserved
providing Incontinence care to Resident # 5,

After cleaning the resident, NA # 1 plcked up a
tube of barrer ¢ream sifl wearing lhe gloves vsed
during incontinence care and applied the cream
to Resldent # 5's bultacks. NA # 1 removed her
gloves and asslsted Resldent # 6 lo wash her
hands. NA # 1 dld not wash her own hands prior
to assisting Resldent # 5 to bad. NA # 1 touched
the rasident's merry walker and closed the blinds
in her room. NA # 4 then washed her hands. NA
# 1 then donned gloves and procesded to pick up
molst wipes solled with faces In the resldent's
bathroom, NA # 1 then gathered the trash bags
and exitad the resldent's room, touching the door
handle with the conlaminaled gloves,

An Interview was conducled with NA# 1 on
07/26/11 at 1:30 p.m. NA# 1 reported that she
should have removed her gloves and washed her
hands prior fo asalellng the resldent o bed and
touching othier objects In the room. She further
reperted she should have used one gloved hand
to hold dirly bags and used the clean ungloved
hand to open the resldant's door.

An inlerview was conduclad with Licensed Nurse
(LN)Y# 1 0n 07/27/11 at 3:40 p.on. LN # 1 is the
care coordinator for the facility. She reports it is
her Job to make sure nursing asslistants and

F 441
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llcensed praclical nurses are dolng thelr job. She
reported thal it was her expactatlon that gloves
should be changed bafare anything clean Is
touched otherwise 1t would cause cross
contamination. She reporiad that when using
barrer cream, gloves should be changed after
cleaning a resldent, bafore louching the lube of
cream, She reported that staff should wash
hands after removing gloves.

Aninterview was condcted 07/27/11 at 4:30
p.m. with the Dlracter of Nursling (DON). The
DON reported that staff should changs gloves
after incontinence care hefore handling the luba
of harrler ¢cream. She also reparted that NA # 1
should have washed her hands after removing
gloves and before assisting resldent back to bed,
touching resident's chatr, and closing the window
blinds, Sha further reportad NA # 1 should have
removed diry glove prior to opening resident's
door to take trash to dirty lInen roont,
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