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The statements included are not an
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 admission and do not constitute
ss=p | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident and staff
interview and facility policy review, the facility
failed to anchor catheter tubing for one (1) of two
(2) resident with indwelling catheters. (Resident
#78).

The findings are:

Review of Resident #78's admission Minimum
Data Set dated 4/15/11 assessed the resident as
having no impairment in decision making, no
memory problems and as needing extensive
assistance in bed mobility.

Review of the Care Area Assessment revealed
Resident #78 had an indwelling Foley catheter
due to urinary retention.

Review of the Resident #78's care plan revealed

interventions which included catheter care every
shift.

=

agreement with the alleged
deficiencies herein. The plan of
correction is completed in the
compliance of state and federal
regulations as outlined. To remain
in compliance with all federal and
state regulations the center has
taken or will take the actions set
forth in the following plan of
correction. The following plan of
correction constitutes the center's
allegation of compliance. All
alleged deficiencies cited have
been or will be completed by the
dates indicated.

1. How the corrective ;ction will
be accomplished for the
resident(s) affected. F 315. The
DON immediately secured catheter!
per policy. DON educated CNA
immediately on 10/12/11. All
residents with catheters audited
and catheters were secure on

10/12/11.

2. How corrective action will be
accomplished for those
residents with the potential to be
affected by the same practice. F |
315 Staff development coordinator
performed mandatory education to
all scheduled nursing assistants
and licensed nurses on how to
secure a catheter per policy on
10/17/11. The education included
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Review of the facility's policy (no date) regarding
catheter care revealed the following: "Secure the
catheter to the inner thigh. This prevents excess
catheter movement and friction at the insertion
site. Secure the catheter with a tube holder, tape,

During an interview 10/12/11 at 4:28 PM Resident
#78 stated she used to have a liltle strap to keep
the tubing from pulling but had forgotten about it
and did not realize that she did not have one now.
The resident further stated it was not
uncomfortable or painful unless the tubing was
pulled up inside her incontinence brief.

demonstrated the technique using
a catheter and the equipment used
to secure a catheter. All other
nursing assistants and licensed
nurses will have mandatory

policy every shift. Completed by
11/5/11.
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reviewing the policy and equipment
F 315 | Continued From page 1 F315| used to secure catheters. SDC

or other devices as the nurse directs.” education by 11/10/11 Any nursing Mol
H 1 !

Observations were made as Resident #78 asglatant or licansed ngrse that has

received catheter and incontinence care on not had this education will not be

10/12/11 at 4:15 PM. Nurse Aide (NA) #1 allowed to work until the mandatory

performed catheter care for Resident #78 and education is completed.

first turned the resident over to the right side in

order to remove a soiled brief. The catheter 3. Measures in place to ensure

tubing hung off the right side of the bed. When practices will not occur. F 315

NA #1 turned the resident to the left side, the Nursing administration, SDC Unit

u.nsecured tubing stretched over residgnt's right Managers, obtained physicians’

g i procetue and wos e sde o side orders for nurses to verlty catheter

twice more in order to don a clean brief. There 15 securefdlanChorEd per policy

was tension on unsecured catheter tubing each every shift and p,EaCEd on_ treatment

time the resident was turned to the left side. record for all residents with
catheters. Nurses will document

During an interview on 10/12/11 at 4:25 PM, NA every shift on treatment record that

| #1 stated she did not remember seeing an catheter is secured per policy.

anchor for the resident's catheter tubing since the Nursing administration, SDC, Unit

resident was put on her hall, which was about 2 Managers, DON,implemented care

weeks. NA #1 said the tubing should have been plans to indicate that the catheter is

secured to prevent it from being pulled or pulled secure/anchor every shift. The CNA

out but she had just not thought about it. i i i

i g will verify catheter is secured per s
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F 315 | Continued From page 2

During an interview on 10/12/11 at 5 PM the
Director of Nursing (DON) stated her
expactations were for the NAs to anchor the
catheter tubing as per facility policy.

F 441 | 483.65 INFECTION CONTROL, PREVENT
s5=D | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

4. How the facility plans to

F315|  monitor and ensure correction is
achieved and sustained.

F 315 Nursing administration, SDC
or designee, will conduct daily
audits to verify catheter is secured
per policy on all residents with
catheters for four weeks then any
patient with a catheter will be
audited bi-weekly for a period of 3
months, then monthly for a period
of 3 months. The Unit Managers
will verify completion of CNA
documentation daily. The staff
development coordinator will
educate all new nursing personnel
on policy to secure catheter per
policy Audits will be presented to
QA meeting monthly times 3
months then quarterly thereafter
and modifications made if needed
to ensure compliance.

F 441

1. How the corrective action will
be accomplished for the
resident(s) affected. F.441 Nurse
stopped prior to obtaining accu-
check and glucometer machine
cleaned per policy. Nurse
immediately verbalized education
and training to Unit Manager and
DON.
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registered disinfectant detergent or germicide
wipe.

2) Use a 1:10 concentration of sodium
hypochlorite (bleach) solution.

On 10/11/11 from 4:15 PM to 4:45 PM Licensed
Nurse (LN) #1 was continuously observed during
medication administration. At 4:21 PM, after
completing a finger stick blood sugar, LN #1
exited the room of Resident #210 and placed the

a completion date of 11/10/11.Any
licensed nurse who has not had the
mandatory education will not be
allowed to work. The Staff
development coordinator will
educate all new hire nursing staff
on the policy and procedure for
cleaning the glucometer and
infection control practices with a
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F 441 Continued From page 3 Fa441| 2. How corrective action will be
Personnel must handle, store, process and accomplished for those
transport linens so as to prevent the spread of residents with the potential to be
infection. affected by the same practice.
F.441 Nurse affected by first ‘-
incident, counseled for not ‘
; ; . following policy and procedure for |
'tl)'hls REQUIREMENT is not met as evidenced Infection Control cleaning of
g;ased on observations, record review, and staff Glucometers. Staff development
L R R coordinator performed mandatory
interviews the facility failed to disinfect a i .
Glucometer (used for blood sugar monitoring) education to all ||gensgd [PRESESERD
before proceeding to obtain a finger stick blood glucometer_cleanmg with return
sugar on one (1) of six (6) sampled residents demonstra_tion. Mandatory
observed for medication administration. education implemented on
(Resident #216). 10/13/11. Dated for completion i\iolu
11/10/11. Any licensed nurse that |
The findings are: has not had mandatory training will
not be allowed to work until training
The facilily infection control policy titled "Resident is completed.
Care Equipment" effective 12/18/2009 included
directions to clean Glucometers according to
manufacturer's recommendations. 3. Measures in place to ensure
practices will not occur. Staff
Manufacturer's directions for disinfecting the development coordinator re in
Glucometer, Revised 8/10, provided two (2) serviced all Nursing staff on
options end lndlided; Glucometer cleaning during use,
1) Use of a commercially availabla with a return demonstration.
Envirormenitst Prstection vigency [ERA Education initiated on 10/13/11 with | 1/10/u
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Glucometer on top of the medication cart without conduct quarterly mandatory
disinfecting the unit. LN #1 removed her gloves, education on glucometer .
washed her hands, and proceeded to administer . . . !

it ; leaning/infection control practices |
medications. At 4:43 PM LN #1 prepared ¢ : . [
medications for Resident #216, placed a test strip per ppllcy to all licensed nurses for
in the Glucemeter, which had not been a period of 6 months.
disinfected, picked up a lancet and the .
Glucometer, turned away form the medication 4. How the facility plans to )
cart and proceeded toward the room of Resident monitor and ensure correction is
#216 to obtain a finger stick blood sugar. LN #1 achieved and sustained. F. 441
was stopped prior utilizing the contaminated The Unit Managers or Staff
Glucometer. development coordinator will audit

nurses working during the week 4

On 10/11/11 at 4:45 PM an interview was once weekly for appropriate |
conducted with LN #1. During the interview LN disinfection of glucometer for a
#1 confirmed the Glucometer intended for use on period of one month, then every
Resident #216 was not disinfected after use on two weeks for one month and then
Resident #210. LN #1 stated she was trained .
and aware that Glucometers should be monthw for a period o.f one-Hanth.
disinfected with commercially prepared wipes The Unit Manager,s will educate on
after each use. LN #1 stated she forgot to (}chomgter_crean'mg and
disinfect the Glucometer between residents and dlsmfectio_n in their mandatory
that her usual practice was to clean the unit monthly Licensed Personnel
immediately after use and/or just before going to Meetings for a period of 6 months.
a resident's room. LN #1 stated commercially Audits by the SDC will be
prepared disinfecting wipes were available and presented to QA meeting monthly |
should be on the medication carts at all times. for 8 months then quarterly !
LN #1 removed a container of disinfecting wipes thereafter and any audit less than
from the cart and cleaned the Glucometer. 100% compliance will be reviewed
During an interview, 10/11/11 at 5:30 PM, the ang. aimediel irimng for te nirse
Director of Nursing (DON) stated LN staff were §upplled and.FOC will be evaluafed -
trained and required to disinfect the Glucometer for effectiveness and modification if
before/after use on each resident. The DON necessary. The staff development ONqouuq
stated LN #1 was trained and should have coordinator will perform all remedial
disinfected the Glucometer. training as needed.
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