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The facility must promole care for rasidents in a
manner and in an environmen! Lhat maintains or
enhances each resident's dignity and respect in
full recognilion of his or her individuality.

This REQUIREMENT is nol mel as evidenced
by:

Basad on observallons, staff and resident
inlerviews, and medleal racord review, the faclily
failed to pull the privacy curlain and/or close the
door for ona (1) of one (1) resident during toileting
on a hadpan (Resident #45); and the facility failed
lo knock andfor announce their presence prior 1o
entering seven (7) rooms on the 500 hall during
an evening meal.

The lindings are:

Resldent #46 was admiited to tha facllily wilh
diagnoses of chronlc obstructive puimenary
disease and diabetas. The mos! recen! Minimum
Dala Set (MDS), dated 09/21/41, revealed the
resldent had no cognitive impairment and
requlred extensive asststance with most aclivilias
of delly living including tolleling. The MDS algo
revealed the resldent was frequently Incontfnen.
Areview of the care plan, dated 10/7/11, for lhe
resident revealad the problem of inconltinance
was addressed with Inlerventions which included
maintaining dignily during care.

On 10/31/11 al 8:50 AM Resldent #46 was

ohserved from the haliway outside her room. The
resldenl was in her bed and covered with a sheet
and blankel. The door to her room was open and

slalemeni of deficlencies. The plan of
correcilon is prepared and/or oxeculed solely
becauso il is required by provisions of
federal and state law.
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Corrgclive aclion for the affecled
resldents for e alleged dalicient
praclice of providing dignity
during tolleting and fallure io
knock prior to entering rooms,
was unable to be comrected after
the original incldences of
oceurrence, however effending
sfaf¥ were re-educated regarding
dignity and respeof praciices.
Dignily rounds throughout the
facllity was coinpleted by tho
Niwrsing Home Administralor,
Housekeeping Dir¢clor, Dir¢eclor
of Mursing and Regional Direclor
of Clinical Services on 11110711,
Arens which have potential to be
alfecled by (he samic alleged
deficient dignily pmetices wero -
observed. No new areas were
identificd. Facility residents
have iho poteatial to be alfected
by the afleged deficient practice
were also observed. This
includos, bul is nol limited {o
privacy practices, and knocking
prior Lo enley.

Measures pul inte place 1o ensure
alleged doficient practice doss
nol reaccur includes re-cducation
for facilily stalf, as well as
conlvact staff lo ba completed by
the Sta(FDevelopment Nurse and

BRRATOIY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGHATURE

d l cofiedting prchlng it Id delermined thal
olher saleguards provide sulficent polection lo Lho patisnle. (See Insbuclions.) Excepl I'or norsing homes, {ho findings slaled above are disclosable 90 days

foliowsing Ihe dale of survéy whelher or not a plan of coirection is provided. For nursing homes, the above findings and plans of correclion are disgosable 14
days following the date Mess documents are made avaitable lo the facility. If deficlencles are ciled, an approved plan of cotiection Is requistle to continued

prograin parlicipation,
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F 241 | Conlinuad From page 1

(he privacy curlain was not pulled, allowing the
rasident to be observad from [he haliway.
Resident #46 was the only resident in the room at
that time. The resldant was asked for parimission
to enler her room. She slated shewason a

bedpan.

On 1073111 al 8:56 AM Nursing Asslslant (NA)
i1 was observed to enter the resident's room and

close the door. -

On 1031111 al 9:.06 AM NA #4 was inlerviawad,
She staled she had placed the resldenl on a
bedpan and lhen relurned [ater to clean her, She
staled the curtain should be pulled for privacy
when someona Is on a badpan. She slated the
cuitaln would slop someone from walking in on
|he residant. She stalad she forgol to pull the
curtaln for [he residenl.

On 1031111 a1 11.03 AM Rasldent #46 was
interviewad. She slated slaff usually pulled the
curlaln when she was on the bedpan bul forgot to
pull it loday. She slaled that she wanted the
curtain pulled and hat she was embariassed by

the incldent.

On1101/11 at 8:42 AM Licensed Nurse (LN) #2
was interviewed. She staled that when an NA
puls a resident on a badpan they should covar
the resident, pull lhe privacy cuitain, and close
ths door. She stated thal NA #1 should have
pullsd the eurlaln and closed the door.

On 11/01711 al 8:55 AM the Director of Nursing
was Inlerviewed. She slated that staff should
cover the regident, pull lhe privacy curtain, and
close the door when a residenl ia on a bedpan to

dignity, respeot, and resident
1fghis. The Director of Nursing,
Stalt Dovelopment Nirrso, aud
sl.lll't.Clmrge Nurses will valldate
dignity practices by completing
dignity ronnds daily Monday thr
Friday for a period of 4 weeks,
then bi-weekly for a perdod of 4
weeks,

4. The Director of
Nursing/Administrator will
revisw the data obtained [rom
audily and observatlons,
anuly:gi ng for pallemsirends and
reporting monthly in Quality
Assessmoni and Assurance
Conuniffee meetings. The
QA&A Commitiee members will
evaluate the effoctivencss ofihe
Plan based on trends idenfiticq
ad dovelop and Imploment
addilional interventlons as
needed to ensure conlinved
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F 241 | Continued From page 2

mainlaln dignily. She staled evan il no other
rasident is in the rocom, the cuiain should be
pulled so that if someone opaned the door they
would nol see tha resident. She slated she
intended lo have the Staff Development Direclor
Inservice all the stalf about this Issue,

2. Observalions during the evening meal on
10730111 on the 500 hall revealed nurse alde (NA)
#2 falled to knock on doors andfor announce her
enlrance to resldents during the passing of meal
lrays as follows:

*Room 603 B at 5:19 PM

*Room 513 B at 6:20 PM

*Room 507 A at G:22 PM

*Room 511 B al 6:23 PM

*Room 508 A at 6:25 PM

Al this Ume all trays were passed and NA #2
began making rounds lo chack on the residents,
NA#2 enlered the following reoms without
knocking as follows:

‘Room 502 at 6:27 PM

‘Room 506 B al 6:28 PM

‘Room 6513 at 6:30 PM

*Rooin 508 al 6:32 PM

On10/31/11 at 6:35 PM, NA 112 was inlerviowed
aboul knocking on resldenl doors, NA #2 slatad
that she usually knocks on doors but with passing
lhe lrays she missed knocking on some doors,

On 10731111 at 10:40 AM Reasident #169 slated
slaff knock aboul ity percen! of the time bafore
enterng. He further slaled thal it did not bolher
him when slaff failed o knock or announce thelr
entrance wilh the evaning meal lray on 10/30/11.

F 241
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F 241 [ Continued From page 3

On 10/31/1 at 3:49 PM, Resldent #62 slaled that
she could nol racall If staff knocked on the deor
duting tray delivery on the evening of 10/31/i1.
she did slale that she would prefer that staff
knock belore entering her reom,

During Interview on 11/1/11 al 5:37 PM, tha DON
glated slaff should always knock or annotince
thefr presence before entering a resldent’s room.
would have expected Lo knock or announca
coming In.

F 371 | 483.35(i) FOOD PROCURE,

§5=F | STORE/PREPARE/SERVE - SANITARY

The facllity rust -

(1) Procure food from sources approved or
congldered satisfactory by Federal, State or lopal
aulhorilles; and

(2) Stere, prepare, distribile and serve food
urkler sanitary conditions

This REQUIREMENT Is nol mel as evidencad
by:

Based on obsarvations and stafl inlarviews, lhe
{acility kitchen siaff feiled lo wash lhelr hands
after removing sollad gloves and halore pulting
on clean gloves to prevent the spread of
conlamination to clean dish ware.

The findings are:

On i1/t11 al 1:16 PM two steff were observad
removing lrash and rinsing off dirly dishes and
loading the frays o go Inlo 1he dish machine.,

371 Inlection Control

F 241 L Nospecific resident was
identified with this alleged
delicient practico.

2. Sanltation rounds throughoni the
facility was completed by the
Nursing Home Administrator,
Housekeeping Direclor, Director
of Nurslng and Regional Director
of Clinical Services on 11/10/11.
Arcas thal have potential lo bo
affected Ly Lho same alloged
doficien! sanlialion practices
were observed. No new areas
were identified, Facilily

F 371 residents have fhe polenfial {o be
aflected by tho alloged delteient
praclico were also observed. This
includos, but was nol limiled 1o
hand washing peactices. Mo
further doficient sanitation
practices were noted upon
rounds.

3. Measures pul inlo place 10 ensuro
altaged deficionl practice does
nolreoecur ineludes re-edwcaiion
for facillly staf¥, lo be completed
by the Stal¥ Dovelopment Nirse
and the Director of Nursing
beginning 11/07/2011. These
sanifation standerds will include,
but not bo limited to potioles
regarding kilchen sanifation,
inchiding hiand-wasling
practices. Tho Nursing Home
Administrator, Staff
Davelopment Nurse end Distary
Supervisor witl validate hand
washlig praciices by completing
skllla validation will dictary
staff. Five (5) random hand
washing ewdils will then ba
conducted weckly for a period of

FORM CMS-2667(02-99) Previous Versions Obecklo Evanl 1D: GOIDTT
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A weeks 1o Include all shins and
F 371 | Continued From page 4 Fa7 weekonds to be complelsd by tlie
Slaff Development Nuyse, and
Onco several trays were londed and senl through the Dietary Supervisor.
the dlsh machine, distary staff #1 removed her 4. ‘The Interdisciplinary team,
sollad gloves and withoul washlng her hands wilh -1 - including 1he Nussing Home
soap or uslng sanitizer, she placed new gloves on Administrator, Dietary
her hands and proceeded to put away tha claan Supervisor, Staff Developmenl
dishes coming oul of the dish machine. Af this T“';:' Director of Nursing, end
ime Dlelary slaff #1 slated she dlid not wash her ;,;B \ssislai Direglor of -
ursing, will conduet saniiafion
hands batwean glove changes as sho was rounds dally, Monday the
replacing her dirty gloves with clean ones, She Fijday for e period of 4 weeks o
further elaied this was the normal procedure she ehserve for deficlent sanitailon
usad. practices, The Dielary
) Supervisor/Administrator will
On 14/1/11 ai 1:50 PM Lhe Dlslary Manager (DM) Teviow the data oblained from
slated that she dld not expee! her staff 1o wash ::::l"s i“l'l‘dl%':se'l‘;““";:'e e and
their hands in between changing gloves as fhe ,epoﬁn ggm o ::l:';::: Q; a’my
local health depariment lold her that as long as Assessment and Assurance
the staff changed to clean gloves there would not Connnitiee meetings. The ’ \
be conlaminalion when going from lhe dirty side QA&A Commiltes members will
of the dish machine to working with the clean evaluate tho oflectiveness of the
dishes. A sign over the hand sink localed in the plan based on trends identified
dish machine area included (o wash hands and develop and implement -
regularly end after working wilh dirly dishes and additional interventions as
ulensils. _ — needed 1o ensure conlinued
conipliance,
On 1172711 al 12:38 PM interview with the Slaff
Development Coordinator revealed she would Dato of Compliance: Novenber
recommend and leach that once sfaff stop 23, 201
scraping dishes hefore going lo the clean slda to
handla clean dishes, staff remove lheir soiled
glovas, wash lhelr hands with spap and water and
then pul on new gloves. She slatad lhat some
people have sald lhey can remove their glovas
without conlaminallng their hands, however, she
does not recommend or leach (hal as you can
contaminate the clean gloves you are putting on.
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441
55=p | SPREAD, LINENS
Evanl ID: GO3D11 Faclity I5- 623004 I conlinuabion sheal Page 5 of 10
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F 441 | Conlinued From page 5 F 441 441 Infec“_on COI'lfl'OI
The facllity must establish and maintain an 1. No specific resident
Infection Control Program deslgnad to provide a was identified with
safe, sanilary and comforiable environment and this allege ;
to help prevenl the developmenl and lransmission a.l °8 d deficient
of disease and infaction. pr B.Gllf:e.
2, Infection Control
{a) Infaction Conlrol Program rounds through
The facilily must establish an Infectlon Conliol facilit t ghout the
Program under which It - acility was
{1} Invesligates, controls, and prevents Infectlons completed by the
Inthe r::;my; N 0 Nursing Home
(2) Decldes what procedures, such as lsolation, s
should be applied to an ndividual resident; and Admm's“a_tor '
(3) Mainfalns a record of Incidents and correclive Housekeeping
actions related lo infectlons. Director, Director of
{b) Preveniing Spread of Infection N'ursmg and R_cg"’”al
(1) Whan the Infecllon Control Program Director of Clinical
determines lhal a resident naads [solailon lo Services on 11/10/11.
pravent the epread of Infeclion, thae facllily must . .
isofale the resident, Areas W hich have
(2) The facility must prohibit employees wilh & potential to be
communicable disease or Infeclad skin leslons affected by the same
from direct contact with residenls or fhelr food, if :
o0 all
direct conlact wll transmil the disease. . f'.a ge.d deficient
(3) The facllily must require staff to wash halr Infection control
hands after each direcl resident canfact for which pracfices were
hand washing Is indicated by accepted observed No iew
rofasslonal practice. o .
P P arcas were identified.
() Linans N Facility residents at
Parsonnel must handle, store, procass and risk for infection
{ransport linens so as to prevenl the spread of . .
v P P having the potential to
be affected by the
alleged deficient
This REQUIREMENT s nof mel as evidencad
Event ID; 50301 Facity ID; 920004 U continvalion sheel Pags 6 of 10
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practice were also
F 441 { Continued From page 6 E 444 observed. This
by: ) includes hand
Based on observallons, record raview end staff \ ]
intarviews, tha facliity siaff falled to remove a washing practices,
conlaminaied germIicidal disposahle wipe CI'Qss contamination
(Sani-wipa) from around a blood glucose monitor of laund and proper
(glucomater) end clean il before placlng it in a [ ] 1y d Proj
medicatlon cart for one (1) of Itwee (3) residenls cleaning and storage
observed {Resident #100); and the facilily failed of glucometers. No
lo ensure slafl handled and fransported diity further deficient
privaoy curtains in a menner to prevenl infestion . . ]
oncne {1) or four (4) halls. mfec!'on control
practices were noted
The findings are: upon rounds.
1. Areview of a facllily procedure thal was 3. Measures put info
undatad and tilled “Cleaning end Disinfecling place to ensure
Glucomelars GheckllstiTratning/Tracking® alleged deficient
revealed when using the Sani-Clolh Plus - e
Germleldal Disposable Wipas the blaod glucose p ﬂctlcc.docs not P
monlior must slay wel for five (5) minules and reoccurincludes re- .
allow to air diy and remamber lo clean before and education for fﬂcility
after every use. staft, as well as
Resldent # 100 was admilted lo the facfiily with contract staff to be
diagnosas Including diabeles melllus, completed by the
Alzheimar's disease and demenila, Staff D evelopmen t
The lalest Minlmum Data Set (MDS} dated N}lrse and the
0972711 Indicated Impalrmant In shoit and long Director of Nursi ng
term memory and severe lmpaitment in cegnitlon begi nnin g
| for daily decision making. The resident required
extensive assislance from staff for all activilles of .] ]/07'/201 1. These
dally fiving. infection control
standards wi
On10/31H11 al 4:40 PM {LN) #1 was observed (o incl d:; db will b
open a medication cart and a emall black plastlc e ude, but llf.‘)t. e
box that contained two (2} glucometers. She limited to policies
removed one (1) of the glucometers frem lhe box, — regard ing hand
Evenl D-GOIDIL Fatdity 10: 273004 1 conlinuation eheel Page 7 of 10
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washing, linen
F 441 | Confinvad From page 7 F 441 transport, and
cleaned it with a San-wipe and than wrapped the l ’ Jean
Sanlwipe around the glucomeler and waited for 8 uco'm.eter c caning,
five (5) mintes, She washed her hands, put on Administrative
gloves, and took & lance!, alcohol wipes and the nursing, including the
glucomeler with the Sani-wipe siill wrapped e . :
around i to he resident's roem. She placad iha Director of Nur sing,
Sani-wipe on the resldsnl's ovarbed table with the Staff Development
glucometer on top of It and the lancet and aleahol Nurse, and shift
wipes next lo it. She checked the resldent's . .
blood sugar, removed her gloves, picked up the Chf"l ge Nurses Wl”'
Sani-wlpe off the lable and wrappad H around lhe validate hand washing
glucomeler. She look Ihe glucometer to the practices by
medicalion carl in the hallway and placed the : :
glucomeler slill with the same Sani-wipe around i co'flp lEEtmg s,kllls
in the black plaslic box on lop of another validation with
glucometer inthe box. She locked the cait end facility staff. Five (5)
started lo give medications o olher regidents, random hand washi ng
During an inlerview on 10/31/41 el 4:46 PM LN audits will then be
#1 slated sha had been lold tha nurses ware conducted weekly for
supposed to clean the glucometere afler they did a period of 4 weeks to
& finger slick blood sugar, weap the glucometsr in incl .
a Sankwipe and put il In the black plastic box for include all shifts and
ihe 5 minute lime limit. She etaled she usually weekends to be
cleaned the glicometer with a clean Sanlwips completed by the
before she placed it in the plastic box with the ——— St f%')D i y t
other glucomeler bul she was not sure why she a cvelopmen
didn't this time. She sleted she realized the Nurse, and the
Ganl-wipe was conlaminatad once she placed it Director of Nursing.
on the overbed lable and she should have ATt
disearded thal Sanl-wipe and should have 4. The In.tel dls?lph hary
cleaned the glucomeler before she placed itin team, including the
the black plastio box on top of the olher clean Stafchve[opment
one. Nurse, Director of
During an Interview on 117211 at 3:08 PM with Nursing, and the
Ihe Stafl Developmenl Coordinalor (SDC) who
also coordInated Infection conlrol In the facilily
Brenl ID: GO3DF{ Fochify ID: 923004 I conlinuation sheel Page 8 of 10
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Nursing, will conduct

she slaled thay kaep two (2) glucometers on the
medicalion carts al all limes. She explalited each
madicalion cart had a smell black plaslic box to
store ihe glucometers In. She staled ihe facilily
used Sani wipes lo clean Ihe glucometer after
every finget slick blood sugar. She further stated
the glucomeler should ahways be clean when
slored Inlhe box. She explainad the nuises were
expecled lo clean lhe glucometer with the Sani
wipes afler each finger stick blood sugar, wail five
(5) minutes, let it air dry for three (3) minutes and
then put the clean glucomeler back in (he box.
She slated the Sani wipe was conlaminaled aftey
it was placed on the overbed table and shoutd
have been discardad. She furlher sfaled the
nurse should no! put the glucomeler wrapped
with a eonlaminated Sanl wipe into the black
plastic box on top of a ¢lean glucomaler,

During an Interview on 11/2/11 at 3:22 PM wilth
the Director of Nursea (DON) shoe stated claan
glucomelers should be slored inside the black
plastlc box in the madicallon carf. She staled (i
was hor expeclation glucomelers had to be
cleaned with the Sani-wipe after every use. She
slated the Sanl wipe was conlaminaled afler il
was placed on lhe overbed table and should have
beandiscarded. She afso sleted the glucomater
should have been cleanad with a Sani wips
befora it was placed back Inslde the plastic box
with a ¢lean glucometer.,

2. On 10/31A1 at 2.53 PM, housekesping staff

“needed to ensure

infeclion conirol
rounds daily to
identify potential
deficient practices.
The Director of
Nursing/Administrato
r will review the data
obtained from audits
and observations,
analyzing for
patterns/trends and
reporting monthiy in
Quality Assessment
and Assurance
Committee meetings.
The QA&A
Committee members
will evaluate the
effectiveness of the
plan based on trends
identified and develop
and fmplement
additional
interventions as.

FORM GM5-2667(02.99) Provious Versiona Obsolle

(H8) #1 was ohsarved in reom 205 taking down . .
two privacy curtalna for cleaning. She droppad contm.ued
hoth curtalne In a pile on the floor by the doorway, compliance.
want back into the room, refuined momentarily, Date of Compliance:
and plcked up the plle of privacy curtains. She November 23, 201 1
]
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was not wearing gloves. HS #1 held the curalns
againat her upper body with her arms, and
walked down Lhe hall toward the laundry, cairying
the loose privacy cuiteins against her upper bady.

On 11101111 at 2:65 PM, the Director of
Environmenlal Services was inferviewed. He
stated that the housekaeping staff deap cleaned
four rooms a day, iive days a wask, which
includad removal and launderlng of privacy
curtaing, He slated that on 1073111,
housekeaping sfall deop claaned one reom on
the 200 hall, room 205. He slaled that privacy
curlains were consldered dirly linen and as such
Infection contiel precautions should be used
during handling, which included use of gloves and
placement of the dily linens In a plastic bag for
ranspoit lo the laundry. He stated he had not
specifically fnservicad his staff on {hle pracedure
a6 he had observad them handiing dlily privacy
curlains approprialaly.

On 11102111 at 9:17 AM, HS #1 was interviewed.
She confirmed thal ehe had handled ihe dirty
privaoy linens as described abova. She stafed
she had nol baan Iralned to handla difly privaoy
curlains any olher way.
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