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I 334 { 488.26{n} INFLUENZAAND PNEUMOGOCGAL F 334 | This Plan of Cerrection constitutes my wiitten

allegation of complance for the deficlencies clted.
However, submission of this Plan of Correction is
nhot anadmission that a deflciency exists or that ona

gaen | IMMUNIZATIONS

Tha facilty must develop policies end procedures was cited correctly. This Plan of Correction is
¥

that engure that _submitted to meet requirernents established by

{i) Befors offering the influenza immunization, state and federal law,

each reeident, or the resldent's legal

representaliva recalves education regarding the F-334- Notth Carolina State Veteran Nursing Home

Salisbury will ensure before offexing the influenza

berisfita and potential side affects of the immunization, each resident, or the resident's lagal
immunization; representative receives education regarding the
{il} Each resldent Is offersd an influenza benefits and potential side effects of the
Immunization Oclober 1 through March 31 ]'-Il‘ll‘::‘:':ausiz;(;:i‘.uur the resident’s legal representative
annually, unlesy ihe iremunization s medically 1 5
has the opportunity to refuse hnmunization; and

contraindicated or the regident has‘s already baen The resident's modical racord includes
immmunized during tis time perlod; documentation that indicates, at a mininam,
{itl) The resldent-or the resldent’s legal the following:
representative has the opportunity o refuse - That the resldent or resident's legal

; i and . representative was provided education regarding
I(ﬁ;“’i‘;?:z];d;ﬁl‘s medical record Includss the henefits and potential side effacts of influenza

) ' immunization; and
documentation that Indicates, at a minimurm, the - That the resident efither received the influenza
following: . immunization or did not receive the

{A} That the resident or resident's tegal Influenza framunization due €6 medieal

represontative wae provided education regarding contraindications ar refusal,
the benefits and potential eide offscts of influenza - The ronsent/refusal of immurdzation will be

imaintained under the immunization tab in the

Impynizelian; and resident’s medicat record.

(B) Thal the resident either received the

infiuenza immunizetion or did not ‘mfwwe the Resident #16 - New Influenza (Flu) Vaccine
influenza Irnmunization due to medical Consent/Refusal farm was updated and signed by [4/3/13
confraindications or refusal. the resident responsible party on 4/3/13. Resident

eon informed of the policy, side effects, henefits

E:l] on 4/3/13 signed consent stating that he has
b
d risks of the vaccine and did wish fo receive the

The facility must develop policles and procadures

that ensure thet - vaceine.
{i) Befors offering the pneumococcsl
Immuriization, each resltdent, or the residents Resident # 24- New Influenza (Flu) Vaccine
lagal representative recsives education regarding Consent/Refusal form was updated and signed by~ {4/3/13
the benefits and potential slde effects of the the resident responsible party on 4/3/13. Resident

o [#24 responsible party was informed of policy, side
Immunization; i effects, benefits, and risks for 2012, Telephone
(it Each resident is offered a pheumocacoa refisal obtained with responsible party by two
{mmunization, unless the immunization is Registered Nurses.

Do '
LRAGRRTORY DIRECTORS R FRO ﬁ%&nmws SIGNATURE Q l T e > [ %?]me 13
‘ m‘ Y) ‘ ’
A, A 0

Any deficiency atatement ending withan gﬁak {") denoten a deficlency which the Institutlon may ba excuted fiom comsdling providiag [tis determined that

i le 90 days
olther ssfeguands provide auficlant prote 1o he patiants, (See Instrttions) Excapt for nwrsing honies, e findings slatad abava grd glsdasal
fo!}m-.ém?;ue :iatel:sf eurvay wihiether of nodd plan of conection ts provided. For nursing homas, the above findings and plans of cormecton are diedesable 14
daye following the dals thase docunisnts ar made avalisbls to the faciity. If daliciendlas are ciled, an approved plan of comaction Is requisie to canlnusd
program participation.
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All residents had their Inftuenza (Flay Vaceine 4718713
F 334 | Gosttinued From pa?e 1 F 334 Consent/Refusal form updated. All alert residents were
medically conlraindicated or the resident has notifled of the poley, side effects, benefits and iisks of the
a]raady‘beenTmmudized; vaccine and consent /refusal was obtained. For all

(ili} The resldsnt or the resident's legal
representative has the opportunity o refuse
immunization, and

{iv} The resident’s medical racord includes
documentation that Indicated, at a miniruin, the
following:

() That the resident or resident's legal
rapressntative was provided edugalion regarding
the benefits and patentlal slde effsols of
preumosocosl iImmunization; and

{B) That the resldant elther reoeived the
pnaumococeal immunization or did not recelve
the pneumocaccal immunization due te medicat
confralndication or refusal.

{v} As en alternative, hased on an asgessmant
and pracitioner recommentation, a second
praumococcal immunization may e glven after 6
years following tho first pneumocecesl .
Immunization, untess medically contraindicated or
the resident or the resident's legal representative
refuses the second Immunizalion.

This REQUIREMENT 5 not met us ovidenced
by:

Basad o recond revisw, facility policy review and
staff inferviaw, ihe facilily fatled to ensure {1}
responsible parties racaived aducation on
influsnza vacolietions annually end (2}
responsible parlies were offerad the opportunity
to accept or decling the Influenze vaceination
annually for 2 of 5 tesidents (Resident#10 and
#24), The findings includad:

residents unable to slgn consent responsible paity was
verbally contacted in person or by telephons and was
documented with two Reglsterad Nurses.

Infection Contrel Nurse fn-serviced nursing staffand
admission coordinator on the influenza (Flu) Vaccine
Consent/Refusal policy and precedure,

DHS/infection Control Nurse will mondtor all new
adndssions, readmissions, significant changes and
annually for compliance on a ongoing hasis and yeardy.

‘When the CDC releases the vaccina information
stateinent for 2013-2014 all consents and refusal will be
[obtained. Infection ControVDHE will monitor for
completion and will repett to the Quality Improvement
Committee.

Findings will be presented by the Infection Control Nurse
or designee to the Quality Improvement Conunitiee for
Follow-up monthly.

4718713
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Faa4

Continued From page 2

A facliity poficy, datad 212008, entitled, " Infltanza
) Vacsinalions ™ raad In pari, * Permiission or
refusal to receiva the vaccine will ba obteinad on
admission and wilt remaln In place unless

revoked by the physlelan, patientresident or
family, This will ba documnetd on the Annual
Influenza (Fi) Vaooine Consant/Refusal Form, "

1. Resident #10 was initially admitled to the
facifity on 6/15/09, A slgnificant change
assessment dalsd 8/21/12, indicated the resident
had severs cognitive impalrant.

Record roview revealed  Influenza (Flu} Vacehe
GonsentRefusal Form ™ indleating on

6146109 and 10/1/09 the resident’ s responsible
pary refused the vaccina by chacking the
statoment, * | have been informed of this polioy
and the eide effects, benelils and rsks of the
vaceine. | do notwish to recelve the filu vaccing
yeally. "

‘The " immunization Summary Regord "

ndioated refusa! of the Influenza vaceing on
718109, 1014408 and that the vaccine was given in
the hospitel on Y4210, There was ab indication
whather the Influsnza vaccine wag offered in 2011
or 2012,

Adralnistrative Staff #3 was interviewed on
3/2113 at 9:38 AW, Bhs indionted that the facilily
only required a slgned consent for tha [nfluenza
vecoine an atmisslon, Every fall, 3~4 wesks prior
to planned administration of the vacding, the
facliity malled rasponslble partias (1Ps) a lefter
and the current year " Vaccie information
Slatement™ published by the Centers for
Digease Controt (GHC). Tha letter read in part, *

334
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F 334 | Continued From page 3

1 you signedt a consant form for your family
member for immunlzaiions at fhe {me of
admitgalon, thls consent la otil in effeet. You may
change this If ya desire. * Adminlstrative Staff
#3-acknowledged there wae no-gystem in placs to
verify that the RP had actually recaived the
Information.

2. Resitlent #24 was readmilttad to the fadlily on
12430409, A signfilcant change assesement dated
0728012, indicated the resident had severa
copnitive impalmaent.

Racord review revealed " influenza (Flu) Vaceine
GongentRefusal Form ™ indicating on

12£30/00 the resident ' s responsible paity gave
panplagion for the resldant to recalve the vaccine
by checking the statement, ™1 have'been
{ntormed of this polioy and the slde-effecis,
hensfits and risks of the vaceine. | do wish (0
receive the flu vacsing each year, dapanding of
the availahility of the vacdne. *

The "immunizelion Summery Record ™
indicated the resident refured the vactine on
12130109, saying hat it riade him slcktolake i,
hut did receive it on 11410, 117311 end 111A2,
There was no documsntation 1o indicate the
regident or respansible parly had recelved
aduestion on the henefitsiigks of the vaecing for
2010, 2011 or 2012,

Adminlshedtive Staff #3 was Inferviewsd on
3i21M13 at 9:36 AM. She Indicated that the facllity
only requlred & slgned consent for the influenza
vaccine on admissfon, Evary fall; 34 waeks prior
ta planned adminlsication of the vaccing, the
fucliity malled responsible parties {RPs) a latter

F 334
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: . DEFICIENCY)
F 334 | Continued From page 4 F 334
and 1he cuirent yaar " Vaceine Information
Btatemant” published by the Genters for
Disaage Control {CDC). The latler read in pad, ©
If you signed a consent form for your family
membar for immunizations atthe ims-of
sdmiasion, this consent is still In effect. You may
chunge this if you desire, * Administrative Statf
#3 acknowledged there was no syatem in place to
vanlfy that the RF had aclually received fhe
{nformation,
F 371 | 489,35() FOOD PROCURE, Pt 5’33%;1 CAROLINA STATE VETERANS
Bk STORE/FREPARE/SERVE - SANITARY NURSING HOME of Salisbury will assure that the
] center will store, prepare, distribute and serve the
The facllity must - food under sanitary conditions.
1) Procure food from sources approved or -The 24 cinnamon rolls; the 24 yeast rolls dougly
conslderad satlsfactory by Federal, State o lncal the 12 slices of French toast; the 12 frazen biscuits { 3/18/13
authontias; and ; and the one package of frozen hamburger meet
(2) Store, prepare, disiribute and serva food have heen removed from the freezer,
under sanltary conditions - Distary Manager removed from the seafood 3720113
breeder,
- All dintary staffhas been In-serviced by dietary 3R0/13
manger on Storage of food and Supplies policies.
) - Dietary M i
This REQUIREMENT is not met as evidenced ooy eagier wilfmonftor. for comptiance
by
Based o oheervation and staff intarview, the Findings will be presented  to the Guality
faciiity falled to maintaln sanitary condition in the Imprevement Comunittee for Follow-up monthly.
Kitchen and ensure proper food atorage by not
ennuring all packagsd food ftems opened and
uset Wate Iabelvd and dated and falled 16
reraove a plastlo scoop frem a ki that confalned
gealood breadermix, The findings Inchudad:
On /4843 at §:13 PM,, an inttiat tour of the
Kitchen wag conducted. In the walk In freezer,
{here was ong bag containing approximately
twanty-four {24) cinnaraon rolis unlabeled and
FORM CM8-2567(02-09) Pravious Vaslens Obsolele EventiD: BYHOH Furciity 10 000458 {¥ continuation sheet Pago 6 of 10
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Continued From page 6

undated, ons bag contalning approximately
twanty-four {24) yeast roll dough halle unlabeled
and undated, fwelve {12) slices of frozen french
toast unlabsled snd undated, twelve (12} frozen
Yleoults uniabsled and undated and-one (1}
package of frozen hamburger meat with date uss
by 21273, AL6:20 PM,, an Interview with dislary
staff #1 revealed the lems In the freezer should
have been labeled end dated efter opsning.

On 3/8/13 a1 6:13 PM., an Initial tour of the
idtehen was conducted and revealad a-plastic
soeop Inside the seafood breader mix bin,

On $/20/13 at 10:16 AM., another tour of the
kitchen was conductad. A plastic scoop was
notsd in the seafqod braadar mix hin with bandle
of the coup In the seafood breadermix. The
-Dietary Manager elated the scoop should not
have been stored in the bin but should have heen
n abag owside of the contalner,

On 3120043 at 10:20 AM., the Dietary Manager
stated the opened items in the freszer should
have been labelad and dated st the time they
‘wars opehed.

48385 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility muat aatabifsh and maintain an
Infection Confrol Program designed to provide a
safa, sanitary and comfortable environmant and
fo heln pravent the development and transmisslon
of disease and infection.

-{a)infaction Gonirol Program
The facility must astablish an Infection Contral
Pragram under which it -

F 371

F 441

F-4d1 NORTH CAROLINA STATE VETERANS
NURSING HOME of Salishury will establish and
maintain an infection controt program designed to
provide a safe, sanitary, and coimmfortable
environment and €0 prevent the development and
fransmission of disease and infection,

- continued next page
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TAQ REGULATORY OR1SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCER TO THE APFROFRIATE
’ PEFICIENGY)
F 441 { Continugd From page 8 ¥ 4411 - Resldent #57 will have fingerstick blood sugar 372013
levels ohtained after Accuchecks/glucometers or
(1} Investigalos, contrals, and prevents Infactions other blood sugar monitor devices will be cleaned
in the faciity; by the Standardized cleaning and disinfocting
(2) Decides what procedures, such as Isolatio, procedures will be utilized to promete compliance
should be applied to an ndividual resident; and to manufacturer and CDC guidelines,
(3) Malntelns & record of inoidents and eomreciive
actions related o Infepﬂons. -All residents Residents on diabetic management
will have their fingerstick blood sugar levels
{b) Preventing Spread of Infection obtained after Accuchecks/glucometers or other
{1) Whan the infection Control Progrem blood sugar monitor devices will he cleaned hy the
determines that a resident needs lsolation to Standardized cleaning and disinfecting procedures
: f infectlon, the fadility must will be utilized te promote compliance to
: :;152?: i;ti:g;::fﬁ 0 ! y manufacturer and CDC guidelines,
(2) The fad!ﬂy must pmh]bit emp loyeas with & - Nurse # 1 was in serviced by the Infection 370/13
communicable disease or infaoted skin tesions Control Nurse and Pirector Health Service on
from difact contact with residents or their food, If ‘Accuchecks/ Glucometer Cleaning and
direat contact wifl transmit the disease. Disinfecting Procedure.
{3} The faclfity must require slaff fo waeh their :
hangs after each direct resldant contect for which - The DHS/ Infoction Control Nurse will in-service
! d the nursing staff conceiming Accuchecks/ 4718713
hand washing Is indleated by anceple Glucometer Cleaning and Disinfacting Frocedure,
professlonst practice, Omne nurse en each shift is monitored on the
Agcuehecks/Glucometor Cleaning and Bisinfecting
{c) Linens ; Prucadure.
an
Pemonﬂe:lmUSE handl?, s?;:éﬂ ?ﬁ: 28 read of -The BCGN/Infection Contrel Nurse will monitor
trensport linens so aa fo p P nursing staff compliance conceming Accuchecks/
infection. Glucometer Cleaning and Disinfecting Procedure
as follows:
3X/week for 4 weeks, then 1X/week for 4 weeks,
then Ix/imonth for 4 wonths and then quarterly at
This REQUIREMENT s not met as evidenced :the {uality Assurance Comunitéee for review.
by - Certifled Nurses Aide # 1 in serviced 1:1 on hand | 32013
Baged on record revieyr, observation and staff washing policy and procedure.
interview, the fadility fafled to disinfect the shared .
hlood supar monltor {glucometer) afler use per - All nursing staff was in serviced by the Infortion ] 4/18/13
manufacturers instruction for 1 (Nurse #1) of 2 Contro} on hand wash policy,
nurses ohserved and falled to wash hands prior
1o hendling footi In 1 {2C dining raom} of 4 dining
tinued next
rooms observed, The findings included: contimued next page
FORM 0M5-2867(02-55) Previxs Vartlons Qbsolele Event ID:OYHEH Facliay ID: 000488 if continyation sheet Page 7 of 10
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F 4411 Coniinved From page 7 F 444! - Wall mounted hand sanitizers add fe dining 4/18A3

Tha fagllity's policy on Dishetes Monitorng: Blood
Glucose Equipmsnt and Supplies with a revised
dats of 1/11 was reviewed. The policy under
Glucometer tlsaning and disinfecting procedure
read In part " accuchecks/giucometers of other
blood sugar monitor devices will be cleaned and
disinfacted in the following manner before and
after each patient/resident use: 3. clean cutslde
of the glucomater with iIsoprapyt alcohol wipe
{70-86%) or a lint free cloth dampened with soapy
wiater; and 4. dishifsct the mater with a bleach
solution wipa (~0.5% sodlum hypochlorite) or
spray & 1:10 bleach solutlon on & paper towel. ™
Th addifion to the abova policy, the faclity also
provided a copy of the recormmendations for
cleaning and disinfectlon glucometars from the
stalewids program for infection control and
epidemiclogy (SPICE). The recommendations
retd in part * 2. if no visible organic materal is
presant, disinfect after each uge the exterlor
surfaces following the manufacturer's direclion
using a clothiwips with sither an
EPA{environmental protaction agency)-raglstered
detergent/germicide with a tuberculocldal or HBV
(hepatils Bvirgs)HIV {iuman Immunodsfictency
virus) label claim, or o diute bleach solution of
1:10 {one part bleach to & parts waler) or 11100
concantration, ©

The manufasturers Instruction listed on the
genmicidal solution vsed by the facllity read in part
" uge enough wipes for treated surface 1 remeln
visibly wet for the contact time Hsted on labsl, Let
airdry. * The contact imes listad on the labe!
ware fiva minutes for Clostidium difficile spores,
pervovirus and fungl, one minute for viruses and
30 seconds for baclarla.

rooms.

- DHS! Infection Control Nurse will monitor for
hand washing compliance weekly X 4 weeks then

-1 monthly then after, Performance Improvement

Plan is to monitor one employee votating meals
5'x a week for 4 weeks by the Infection Control
Nurse or designee,

~ All finitings will he taken to the Performance
Improvement Commdttee for action as needed.
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1, On 3120113 at 465 PM, Nurse #1 was
observed fo check the finger stick blood sugar for
Resident # B7. After ues, Nurse #1 was cbservad
{0 diginfeot the glucometer by wiping it with a
gammigldat sotution wipe and tmmediately drying it
with a Kleenex, Nuree #1 ditd not let the
glucometer to &lr dry and did not follow the
manufaciurers diraction on gontact fime.

On 3/20/13 at 4:58 PM, Nursa #1 was ahout 1o go
to ancther reeldent to chack the finger blood
suges using the same glucometer. When
interviewed, she stated that she was not aware
that ahe had to let the menitor to air dry and
follow thie contact time oh the Isbe! before using It
far anoiher ragidant.

On 3120115 ai 5:30 BM, administrative staff #1
was interviewad. She provided the faciiily policy
and the SPICE recommendstion on how {0
cleanidisinfect the blood sugar monftors. She
further stated that the slaff should be cleaning the
monttor with aleshol wipes and then wrap it with
{he wipes {germicldal solution the facifity uses) for
the recommended contact fima on the label and
Jat it mir dry, The adminisirative staff indicated
thal Nume #1 had been in-servicsd on how to
clean and disinfact the blood sugar monifor.

On 32113 at 10:45 AM, Nurse #1 was
Interviewed, She sialed that she remembered
thet she had the In-service oh how 10 ¢lgen and
disinfact the blood sugar monitors but did not
remamber thal shahad to wrap it with the wipss
for the recommended contect time. Sha also did
not know that she had to let if g dry.
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2, Afacliity poligy entiled * Handwashing ",
dated 072001, tead in patt: " To prevent
spreading bacterin, the distary staff must wash
thalr hands propeny upon reporting to duty  and
* hefore and afier handling fogd. ¥

On 3/10/13 at 12:30 PM, lunch trays ware
observed being tistdbuted to residents n the 2C
dining raon. Mursing Assistant.(NA) #1 was
obsarved to reposition Reeldent #79' legs while
he was sealed in his wheelchalr, push the
wheelehale up to the tebls end set up bl lunch
tray. After completing this task, NA#T went
diractiy to the tray cant, removed the lray for
Residfont #8 and dalivered it to ils tabla without
washing her hends. NA#1 proceedad to et up
1ha iray which involved remaving combread from
a sandwich beg. NA#1 used her bare hand fo
remové the cornbread, direcily touching it with her
{ingera,

During an interview on 3/10/13 al 1:06 PM, NA#Y
atated fhat the residenis ' bread usually came in
a bagket end tonga were used o put the bread on
the plates. NA#1 acknowlasdged that she should
noi have hendled the bread with her bare hands
or without washing her hands or using hand
sanitizer first,

DBusing an infarview on 329/13 at 9:15 AM, &
Cilnical Congultant for the facility indicated she
oxpasted siaff to wash thelr hands or uas hand
sanilizer before handling food if thay had touched
s resldent,
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