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F 248 | 483.15(7)(1) ACTIVITIES MEET F 248 This Plan of Correction constitufes this

facility's written allegation of compliance for

lthe deficiencies cited. However, submission

|of this Plan of Correction is not an admission

ss= | INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing program ‘that a deficiency exists or that one was cited
of acfivilies designed to meet, in accordance with lcorrectly. This Plan of Correction is
the comprehensive assessment, the interests and :submitted to meet the requirements
the physical, mental, and psychosocial well-being established by state and federal law.

of each resident. |
F 248483.15(f)(1) ACTIVITIES MEET

INTERESTS/NEEDS OF EACH RES
This REQUIREMENT is not met as evidenced
by:

Based on observations, staff, family and resident
interviews and documentation review the facility

|Ci:)rrecti\are actions taken for residents found
Fo have been affected by alleged deficient
practice as listed:

failed to provide idenlified captivities of interests 1. a. The Life Enrichment (Activity) Director met 04/02/2012
for two (2) of three (3) sampled residents | ith resident #36 to deliver April activity calendar,
(Resident #36 and Resident #114). iand fo conduct a new inferview with to determine

areas of aclivity interesl.

to discuss music interests and to begin a
treatment plan for her. Resident was asked to
participate in one-on-one music therapy session.
¢. Resident #36 Comprehensive Care Plan  |g4/18/2042
was updated to include desired acivities of

1. Resident #36 was admilted to the facility with
diagnoses that included severe depression,
respiratory failure and ventilator dependency

among others. The most recent Minimum Data interest fo address her social isolation.

Sel (MDS) dated 3/9/12 specified the resident 2. a. The Life Enrichment {Activity) Director met | 04/02/2012
had no impaired cognition and had litfle interest with resident #114 to conduct a new interview to

or pleasure nearly every day. Resident #36 did determine areas of activily interest.

not have an individualized care plan related to b. Resident #114 agreed to and atiended 04/02/2012
Aclivities. Ventilator Unit Music group on this day.

c. Resident #114 Comprehensive Care Plan |04/18/2012
was updated to include desired aclivities of

A document tifled "Life Enrichment Depariment interest to address his risk for social isolation.

Admission Assessment” (not dated) specified

Resident #36 preferred io have in-room aciivilies Corrective actions taken for residents having

and enjoyed reading, puzzle books, trivia games, the potential to be affected by the same

religious evenls and all types of music. alleged deficient practice: 04/03/2012
Each resident will have activily preferences

Further review of the resident’'s medical record updated quarterly or more often if needed. This

update will include new or changed areas of
interest so that the Life Enrichment Departiment
can offer activity preferences to each resident on

revealed four (4) entries made on 12/19/11,
122211, 171212 and 1/5/12 that specified the

LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIERREPRESENTATIVE'S SIGNATURE - TITLE (X8) DATE
/£ gfhwﬁg . 6) %} Mm A0/ 202

o / & o
Any deﬁc{encv slatement ending with an ai{ejsk (*) denotes a defel Y insliliali xcused from correcling providing il is defermined M /
other safeguards provide sufficient proteclion to lhe patients. {Seeli hg.) EIIVn es, lhe findings stated above are disclosable 20

days following the date of survey whether or not a plan of correctign is provided. For nursing homes, ii]e above findings and plans of correction are

disclosable 14 days following lhe dale lhese documenls are mad availatﬁltheﬂaciity.ZlUﬁcienci s are ciled, an approved plan of correction is

requisite 1o continued program participation. *
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resident was inviled to an out of room group
activity for music thai she declined.

Observations made of Resident #36 revealed the
following:

a. On 3/27/12 al 2:30 p.m. the resident was in
her bed staring at the wall with the lights off.
During this time the facility was conducting
Activities for other residents.

b. On 3/2812 at 10:10 a.m. and at 1:55 p.m. the
resident was in her hed with the lights off looking
out her window. During these times the facitity
was conducting organized Activities for other
residents.

c. On 3/29/12 at 3:00 p.m. the resident was in
bed awake in her room alone with the lights off.
During this time lhe facility had organized
Activities scheduled for other residentls.

d. ©On 3/30/112 at 10:00 a.m. the resident was in
bed alone in her room not attending the organized
Activity being offered for other residents.

On 3/30/12 at 9:30 a.m. Resident #36 was
interviewed. She reported that the facility invited
her to altend out of room activities which she did
not care to attend and added she preferred to
stay in her room. She verified she was fond of
music and was unaware the facility offered music
therapy. Resident #386 nodded her head in favor
of receiving music therapy services from the
facility. During the interview Resident #36's room
was observed and revealed there was no
calendar of events to alert her to activilies of
interest.

On 3/30/12 at 3:45 p.m. the Life Enrichmentl
Director was interviewed and reported that

X4) 1D SUMMARY STATEMENT GF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION{EACH 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
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DEFICIENCY)
F 248 | Continued From page 1 F 248|a regular basis.

The Life Enrichment Department will make 04/02/2012
monthly aclivity calendars available to each
resident and encourage residents to participate
in both group and individual activities, in

room and out of room, based on the residents
individual preferences.

The information collected during the MDS 04/03/2012
process will be used to include activity and
Music Therapy interventions, where appropriate
in the resident’s comprehensive ptan of care.

Measures taken and systems changes to
prevent repeat of alleged deficient
practice:

'The Administrator met with the Life Enrichment {04/03/2012
{Activily) Director lo discuss expectations of
the services provided by the Life Enrichment
Department to all residents of the facility.

he Life Enrichment Director and the 04/19/2012

dministrator met with the Life Enrichment
staff to discuss the implementation of changes
|k;\lithin the department to ensure that meaningful
aclivities of interest are offered to each resident
lbased on individual preferences.
The Aclivity Assessment will be completed 04/03/2012
within 5 days of resident admission and the
Life Enrichment Director will make individual
resident preferences available o the activity
staff. The activity staff will offer and encourage
resident pariicipalion in activilies based on
identified areas of interest.
The Music Therapist will complete assessments 04/04/2012
on residents referred for Music Therapy and a
treatment plan will be initiated per the individual
resident’s needs.
Music Therapy and Life Enrichment inferventions04/04/2012
will be included where appropriate in the
resident’s individual comprehensive care plan.

Facility Monitoring to Assure Sustained
Compliance with F 248:
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The Life Enrichment Director also staied thai
Resident #36 enjoyed music related aclivities but
none had been provided for her in her room. The
Life Enrichment Director offered no explanation
why the resident's identified interests had not
been provided by the facilily.

On 3/30/12 at 4:40 p.m. the Administrator was
interviewed and reported she expected the
activity needs of the residents to be provided.

2. Resideni #114 was admitted to the facility with
diagnoses including depression, anxiety, chronic
respiratory failure and ventilator dependency.
The annual Minimum Data Set (MDS) dated
2/10/12 indicated staff was unable to complete
the questions for cognition. The MDS also
indicated Preferences for Customary Routine and
Activities and it was very important for him to
listen to music; be around animals/pets; do things
with groups of people; do favorite activities; go
outside when good weather and parlicipate in
religious practices. Resident#114 did not have
an individual care plan related to activities.

A review of a facilily document titled “Memory
Impaired Unit/individual Interaction Aclivities"
from 1/27/12 through 3/29/12 for Resident#114
indicated:

Three (3) Barber shop appointments: 2/10/12;
2121M2; 3/20M12

Three (3) dates with sensory stimulation: 2/10/12;
2/21M2; 3120112

People Watching: 2/10/12

Family visit; 3/2112

Other: 3/5/12

for conducting 5 resident interviews per week,
Ifor a period of 6 month, to ascertain whether
residents are receiving preferred activities of
choice in their desired location on a regular
Iba\sis. Any resident who indicates thal they are
not receiving appropriate aclivilies wiil have their
references updated and this information will be
shared with the Life Enrichmeni staff so that
preferred activities can be offered.
The resuits of the weekly resident interviews will
be compiled by the Life Enrichment Direclor and
presented to the QA commillee monthly.
The QA commiltee will monitor the resuits of
these audits monthly for a beginning April
through October 2012 to assure sustained
compliance with F 248.

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH (Xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS: COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 248 { Continued From page 2 £ 248 This Quality Assurance moniioring program was | 04/17/2012
. . . initiated by the Qualily Assurance committee, will
Resident #36 did not like to atiend out c?f room or be supervised by the Life Enrichment Director,
group activities. She added that she still and will be implemented as follows:
encouraged the resident to altend these events. he Life Enrichment Direcior will be respensible |g4/23/2012
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Conversing: 3/5/12

Three (3) dates of Reading/Trivia: 3/14/M12;
3M5M12; 3127112

Waiching television was documented each day
The document further indicated Resident #114
refused individual interaction on 3/9/12
Unavailable for individual activity: 1/27/12; 2/6/12;
2122112; 2/28/12; 2/2912; 3/20M2; 3/2912
Invited to group acfivity but refused: 2/11/12;
35112

Unavailable for group activity: 2/7M12; 2/10/12;
2/24112; 3115/12; 3M16M2; 3/20M2; 3/2412;
3/29/12

During a family interview on 3/28/12 at 11:13 a.m.
Resident #114's wife stated staff used to take him
{o activities but now they don't. She siated she
felt he would benefit from being around other
resident's and thought staff should encourage

him to participate more in aclivities. She stated
Resident #114 stayed in bed most of the fime and
she was not sure how much staff encouraged him
fo participate.

During an observation on 3/29/12 at 9:40 a.m.
Resident #114's door was open and he was lying
on his back with his head turned slightly toward
the left with his eyes closed and the television
was on in his room.

During an observation on 3/29/12 at 1:15 p.m.
Resident #114's door was open and lying on his
back with his eyes closed and the ielevision was
on in his room.

During an interview on 3/30/12 at 10:45 a.m.
Nursing Assistant (NA) #2 stated Resident #114
was unable fo speak but would give them a
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F 248

Continued From page 4

"thumbs up" when they talked with him and that
was his only way to communicate back to them.
She explained they turned his bed in his room so
he could see his television.

During an observation on 3/30/12 at 11:50 a.m.
Resident #114’s door was open and he was lying
on his back with his eyes closed and ihe
felevision was on in his room.

During an interview on 3/30/12 at 12:24 p.m. NA
#3 stated she was not sure if Resident #114
participated in activities because he stayed in bed
most of the time.

During an interview on 3/30/12 al 3:44 p.m. the
Life Enrichmeni Director verified she did not have
a specific activity plan for Resident #114. She
further explained she did activities in general for
every resident. The Life Enrichment Director
stated individual and group activities provided to
the resident were documented on the "Memory
Impaired Unit/Individual Interaction Activilies”
document and explained if the resident was
unavailable it usually meant the resident was
asleep. She explained Resident #114 enjoyad
having his hands lightly massaged as a pari of
sensory stimulation and he liked for them to read
to him. She also stated he enjoyed music and
they did provide music therapy to him. The Life
Enrichment Director stated Resident #114 could
probably benefit from more one on cne activities
than what ithey had provided for him.

During an interview on 3/30/i2 at 4:44 p.m. the

facility administrator slated she expected for the
activity needs of the residents to be provided to

them.

F 248
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A facility must use the results of the assessment
to develop, review and revise the resident’'s
comprehensive plan of care.

The facility mus! develop a comprehensive care
plan for each resident that includes measurable
objectives and limetables to meet a resident's
medical, nursing, and mental and psychosccial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review the
facility failed to develop an individualized Activily
care plan for two (2) of three (3) sampled
residents with social isolation. (Resident#36 and
Resident #114).

The findings are:

2. Resident #36 was admilted to the facility with
diagnoses that included severe depression,
respiratory failure and ventilator dependency
among others. The most recent Minimum Data

1. The MDS Coordinator and the Life Enrichmen

Director reviewed lhe most recent Minimum Data

Set and comprehensive care plan for resident
36. Individualized approaches, specific o her
identified aclivity needs and preferences, will be

provided by the Life Enrichment {Activity)
Depariment and Music Therapist, and were
included on her Comprehensive Care Plan for
social isolation.

g. The MDS Coerdinator and the Life Enrichmen

Director reviewed the most recent Minimum Data

Set and comprehensive care plan for resident
114. Individualized approaches, specific to his
iidentiﬁed activity needs and preferences, will be
provided by the Life Errichment (Activities}
Department and Music Therapist, and were
included on his comprehensive care plan for

|sccial isolation.

Carrective actions taken for residents having
the potential fo be affected by the same
alleged deficient practice:

The Life Enrichment {Activities) Director and the
|Care Plan Nurses completed reviews of the
current comprehensive assessments and care
lans for all residents. Individualized
approaches, specific to identified activity needs
and goals, were included in the residents
comprehensive care plans lo attain or maintain
the resident’s highest practicable physical,

Lmenleﬂ. and psychosocial well-being.

Measures taken and systems changed to
prevent repeat of alleged deficient practice:
he MDS / Care Plan Coordinator completed
individual meetings with each interdisciplinary
lcare plan team member lo review the care

:planning process and to assure that each

¥4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {EACH o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CRCSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE ARPPROPRIATE DATE
DEFICIENGY)
Corrective actions taken for residents found
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 i“::ci;’:ebaiel’;;t‘fefgf"ed by alleged deficient
ss=£ | COMPREHENSIVE CARE PLANS P '

50410312012

04/03/2012

!

04/18/2012

04/18/2012
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discipline understands the corract care planning

F 279 | Conlinued From page 6 F 279} : - L

. i process and importance of the interdisciplinary
Set {MDS) dated 3/9/12 specified the resident lapproach to aliain goals for the identified
had no impaired cognition and had little interest lproblems.
or pleasure nearly every day. Resident#36 did
not have an individualized care plan relaied to Individualized Comprehensive Care Plans will be
Activities, |deweloped for each resident to include

measurable objectives and timetables 1o mest
On 3/30/12 at 3:35 p.m. the MDS Coordinator was the medical, nursing, and mental psychosacial
interviewed and reporled that a comprehensive needs as identified in the com_prt_ahgnswe .
are plan was developed for all residents to mest iassegsmen! Process. quh discipline, lnclut?mg

care plan | P ihe Life Enrichment (Activity) Department, will
the!r |nd|v1dya| needs. lShe also reported that lprovide individualized approaches and
residents with depression were care planned and interventions to assure thal each resident attains

life enrichment/activilies were encouraged as
interventions for depression. The MDS

or maintains their highesl praclicable physical,
mental, and psychosocial well-being as required.

Coordinator reviewed Resident #36's care plan he Comprehensive Care Plan will be reviewed

and reported the resident did not have and revised with each comprehensive

aclivity related interventions to address her assessment, and as needed, fo address the

depression. needs of the resident.

On 3/30/12 at 3:45 p.m. the Life Enrichment l(l;z:;:l;)tlsiral\rﬂlgz:torlng fo Assure Sustained

Director (Activities Director) was interviewed and

reported that she did not develop individualized his Quality Assurance monitoring program was 2012
Aclivity care plans for residents. She stated that Initiated by the Quality Assurance committee, wilt 0417720
residents on the ventilator unit were typically Ibe supervised by the MDS / Care Plan

socially isolated and suffered from depression. Coordinator, and will be implemented as follows:

The Life Enrichment Director explained that she

communicated with other staff members the Beginning 04/23/12, the Care Plan Nurses will  (g4/93/0012

eview all interdisciplinary care plans at the lime

expressed desires and interests of residents. f1h ident's G hensive A
2. Resident #114 was admilled lo the facility with ]0 eresidents Lomprenensive ssgssment to
ensure appropriate interveniions are listed to

diagnoses including depression, anxiety, chronic ]att ain goals for identified problem per the MDS

respiratory fai!u!'e and ventilator dependency. and RAP protocol. Any Care Plan identified as in
The annual Minimum Data Set (MDS) dated eed of correclions will be corrected by the MDS
2/10M2 indicated staff was unable to complete Care Plan nurse and the appropriate discipline
the questions for cognition. The MDS indicated h ill be informed of the correction and or added
Preferences for Customary Rouline and Activities nterventions. The MDS / Care Plan nurses will
and it was very important for Resident #114 to ;09 data to include number of comprehensive

listen ko music; be around animalsfpets; do things care P'{?‘"s ’e"iz"‘l’ﬁd- the ll;umt;er regu(ijring
with groups of people; do favorite activities; go cofrections, and 'he number of nesde

. .. h corrections per discipline. The MDS / Care Plan
outside when good weather and participate in iCoordinator will report this data to the QA
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F 272 | Continued From page 7

religious practices. Resident#114 did not have
an individual care plan related to activities.

During an interview on 3/30/12 at 3:23 p.m. wiih
the MDS Coordinator she explained the Life
Enrichment Direcior completed the activily
section on the MDS for all residents in the facility.
She further explained the answers to questions in
the activity section should drive the activity care
plans. She verified Resident #114 had a care
plan that was resolved in November 2011 for
psychoactive medications and aclivilies were
included on that care plan as interventions. She
further verified there were no current care plans
specifically for aciivities.

During an interview on 3/30/12 at 3:44 p.m. the
Life Enrichment Director verified she did not have
a specific activity plan for Resident #114. She
further explained she did activilies in general for
every resident and communicated with staff any
areas lhat were discussed in the resident's care
planning meetings. She explained she did not
develop aclivity care plans with specific goals and
interventions for residents in the facility but
documented in their medical records the activities
she provided for them.

During an interview on 3/30/12 at 4:44 p.m. the
facility administrator stated she expected for the
activily needs of the residents to be provided lo
them.

F 441 | 483.65 INFECTION CONTROL, PREVENT
ss=E | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

F 279

F 441

commitiee monthly.

The QA committee will monitor the results of
these audits monthly, to begin April through
October 2012, to assure sustained compliance
ith F 279.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

Corrective actions taken for residents
found to have been affected by alleged
deficient practice as listed:
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Persennel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews and
record reviews facility staff failed to disinfect a

|Deveropment RN have revised the “Skills
Checklists™ for new Nurses and Medication
Irf\ides to include specific infection control training
on lhe requirement for cleaning and disinfection

lof glucometers after each use and the correct

|us.e of the approved disinfecting wipes. Staff will
})e required to demonsirate proper cleaning and
disinfection procedures of a glucometer using
the provided disinfecticn wipes in order to

revent transmission of disease or infections.

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH ey
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED 70O THE APPROPRIATE OATE
DEFICIENCY)
F 441 | Continued From page 8 F 441 |1.& 2: The Direclor of Nursing conducted one-  |04/02/2012
P on-one infection control in-service training with
:;zgepg:‘;': it:rzgtia::lopment and transmission :the ideniified nurses (LN #2 and LN #3) on the
; requirement for cleaning and disinfection of the
] glucometers after each use and the proper use
(2) Infection Control Program lof the approved and provided disinfecling wipes.
The facility must establish an Infection Control
Program under which it - 3: The Director of Nursing conducted one-on- | 04/02/2012
(1) Investigates, controls, and prevents infections !one in-service training with NA #1 on proper
in the faciiity; Ihand washing, glove use, and infeclion control
(2) Decides what procedures, such as isolation, FTOCGC‘UFGS during incontinence care.
should be applied to an individual resident; and . ) ) .
(3) Maintains a record of incidents and corrective Correctwe.acuons taken for residents having
tions related to infeciions. ithe potentu:ill _to be affe_cted by the same
ac alleged deficient practice:
(b) Preventing Spread of Infection 1.8 2: The Staff Development RN conducted 0411015012
(1) When the Infection Control Program infection control in-service training with Nurses
determines that a resident needs isofation to ‘and Medicaiion Aides on the requirement for
prevent the spread of infeclicn, the facility must Lcleaning and disinfection of the glucometers
isolate the resident. after each use and the proper use of the
(2) The facitity must prohibit employees with a approved and provided disinfecting wipes.
communicable disease or infected skin lesions ) .
from direct contact with residents or their food, if 3 The Staff D eve_lopmen! RN conducted in-
direct contact will transmit the disease pervice lraining with CNA's on proper hand
- . ) . kﬂashing, glove use, and infection control
(3} The facility mus_t require staff to wash their _ lprocedures during inconfinence care.
hands after each direct resident contact for which
hand washing is indicated by accepied
professional practice. |Measures taken and systems changed to
prevent repeat of alleged deficient practice:
(c) Linens
1 & 2: The Director of Nursing and the Staff 04/13/2012
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F 441 | Continued From page 9 F 441 Competency in this area will be documented on

blood glucose meter for two (2) of two (2)
residents observed for finger stick blood sugars.
(Resident #161 and Resident #37). The facility
staff also failed to remove gloves and wash
hands after providing incontinence care fo one (1)

_of one (1) residents observed during incontinence

care.
The findings are:

A review of a facility policy titted "Cleaning and
Disinfection of Resident-Care Items and
Equipment" dated October 2009 revealed
"Glucometers shall be disinfected between
resident uses with approved disinfectant wipe per
manufacturer's instructions.”

1. During an observation on 3/29/12 at 12:22
p.m. Licensed Nurse (LN} #2 removed a blood
glucose meter, alcohol wipes, test sirips and a
lancet from the medication cart and walked into
Resident #161's room. She washed her hands
with soap and water, put on gloves and
performed a finger sfick blood sugar on Resident
#161. LN #2 removed her gloves, disposed them
in the trash with the used alcohol wipes and
washed her hands. She walked out of the
resident’s room with the blood glucose meter and
lancet in her hand to the medication carl. She
placed the blood glucose meter on top of
medication cart and disposed the used lancet into
a sharps container, She took a single use packet
of alcohol wipes from a drawer in the medication
cart, cleaned the blood glucose meter with the
alcohol wipe and placed the blood glucose meter
inside the drawer in the medication cart. LN #2
opened a medication administration nofebook
and opened the medication drawer to pull

the “Skills Checklisi”. This procedure will also be
included in annual “Infection Control” in-service
training.

3. The Director of Nursing and the Stalf
Development RN have revised the “Skills
|Checklisl“ for CNA's to include infection control
procedures in the area of hand washing and
lalove use during incontinence care in order to
'prevent the development or fransmission of
:disease. New CNA's will be required to
demonsirate competency in this area during

|1:>rieni.5\ﬁon period. Competency will be recorded

|on the “Skills Checklist”. This process will also
Ibe covered in the annual infection control in-

services for CNA's.

Facility Monitoring to Assure Sustained
Compliance:

These Qualify Assurance menitoring programs
Iwere initiated by the Qualily Assurance
|commitlee, will be supervised by the Director of
iNursing, and will be implemented as follows:

1. & 2. The DON or her designee will audit 3
nurses weekly, for a period of 8 months, to
observe glucometer cleaning and disinfecting
procedure. Each nurse will be required to
‘perform this procedure per facility policy and the
:resulls will be documented as correct or
iincorrect. Anyone observed to use incorrect
'procedure will receive documented re-fraining at
the time of the occurrence. The results of these
kNeekIy audits will be compiled and presented to
the Quality Assurance Committee monthly by the
iDirector of Nursing or her designee. The QA
|commiltee will monitor the results for a period to
egin with April running ihrough October 2012,
o assure compliance is sustained.

i3.The DON or her designee will audit 3 CNA's
d

! uring care weekly to assure that proper

0411372012

04117/2012

0411972012

04/19/2012
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F 441 | Conlinued From page 10 F 441 ifnfe;l:tiog contizol proc:d}]res alze being followed
s . or hand washing and glove changing durin
medications for the next resident. resident care. Eagch CI?IA will be rgqtﬁred tog
follow the correct procedure in order to prevent
During an interview on 3/29/12 at 12:38 p.m. with the development (')Jr transmission of diseF;se or
LN #2 she verified she cleaned the blood glucose infection. The result of each audit will be
meter with the alcohol wipe. She explained she documenied as correct or incorrect procedure.
thought she could use either alcohol wipes or a Anyone observed to use incormrect procedure
disinfectant W|pe to clean the blood glucose will receive documented re-!raining at lhe time
meter. She furlher stated she would clean the of the occurrence. The results of these weekly
blood glucose meter now with disinfectant wipes géllnbrﬁiﬁggﬂfrﬂﬁn%pﬁs:ggﬂ l:rtll-::rcgigsi nee
labeled "Dispatch Hospital Bleach Wipes with ¥ by gnee.
Disinfectant” that were kept in the medication The QA commitiee will monitor the results of
cart. these audits monthly for a period to begin in
April and run through Oclober 2012 to assure
During an interview on 3/30/12 at 2:05 p.m. the sustained compliance with F 441.
Director of Nursing (DON) stated it was her
expectation for blood glucose meters to be
disinfecied after each finger stick blood sugar
with the disinfectant wipes. She further stated
alcohol wipes were not acceptable for disinfecting
the blood glucose meters.
2. During an observation on 3/30/12 at 11:01 a.m.
LN #3 removed a blood glucose meter, alcohol
wipes, lest strips and a lancet out of a drawer on
the medication cart. She put on gloves, walked
inio Resident #37's room and performed a finger
stick blood sugar. LN #3 removed her gloves,
walked out of the resident's room, placed the
blood glucose meter on top of the cart, placed
trash in a trash bag and placed the used lancet
into a sharps container. She walked back inside
Resident #37's room and washed her hands wilh
soap and water. LN #3 walked out of the
resident's room, picked up the bloed glucose
meter, opened a drawer of the medication cart,
placed the glucometer inside, closed the drawer
and started io move the medication cart in the
hallway.
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Continued From page 11

During an interview on 3/30/12 at 11:08 a.m. LN
#3 verified she did not clean the blood glucose
meter after she used it to check Resident #37's
blood sugar and stated she just forgot to cleaniit.
She stated she should have cleaned it with the
disinfectant wipes localed in the boliom of the
medication cart.

During an interview on 3/30/12 at 2:05 p.m. the
Director of Nursing (DON) stated it was her
expeclation for blood glucose meters to be
disinfected after each finger stick blood sugar
with the disinfectant wipes. She further stated
alcohol wipes were not acceptabie for disinfecling
the blood glucose meters.

3. Resident # 115 had diagnoses which inciuded
quadriplegia. The mosi current quarterly
Minimum Data Set dated 1/9/12 assessed the
resident as always incontinent of bowel and
needed extensive assistance with personal
hygiene.

Bowe! incontinence care was provided for
Resident #115 on 3/30/12 at 10:40 a.m.
Observations revealed NA (Nurse Aide) #1
washed ihe resident's rectal area and butiocks
while wearing gloves. After washing the resident,
NA #1 proceeded to the bedside table, while
wearing the same gloves used to clean stool from
the resident, opened lhe top drawer, removed a
tube of zinc oxide oinfment and applied the
ointment to the resident's buttocks using the
same gloves used for removing stool from the
resident.

During an interview on 3/30/12 at 3:30 p.m. NA
#1 stated she normally would have changed

F 441
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gloves and washed her hands before touching
the bed side table drawer and before applying the
ointment to Resident #115. NA#1 staled she
should have changed gloves and washed but did
not know why she had not done this today.

During an interview on 3/30/12 at 3:50 p.m. the
DON {Director of Nursing) stated her
expectations were for staff to remove gloves,
wash their hands after providing incontinence
care before touching items in the resident's
rooms. The DON further stated she expected
staff to put on clean gloves before applying
creams or ointments to residents.
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