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W 340 | NURSING SERVICES W 340| W 340 Nursing will train/in-service staff on the 04/05/2019
CFR(s): 483.460(c)(5)(i) importance of health and hygiene methods. In
addition, Home Manager will ensure necessary
Nursing services must include implementing with bathroom supplies, including soap, are readily
th b f the interdiscip i available. In the future, IDT will ensure
otneér mempers of the Interaisciplinary team, necessary supplies are located in the
appropriate protective and preventl\{e ’health -home and are being utilized accordingly.
measures that include, but are not limited to This will be monitored for a period of once a
training clients and staff as needed in appropriate week for four weeks. In the future, the IDT will
health and hygiene methods. monitor accessibility of health and hygiene
supplies during monthly Nursing and
Environmental assessments.
This STANDARD is not met as evidenced by:
Based on observation and interview, nursing
services failed to ensure staff were trained to
assure adequate hygiene related to client
handwashing. The finding is:
Observations in the group home on 2/4/19 at 4:25
PM revealed client #5 leaving the bathroom
located on the hall of the home which includes
the laundry room. Further observations revealed
a staff member asking the client if he had washed
his hands. Client #5 responded by indicating he
had not due to no soap being available. The
client then washed his hands in a different RECEE VE D
bathroom.
Continued observations on 2/5/19 at 8:15 AM in FEB 18 2019
the bathroom located on the hall with the laundry
room, revealed a hand soap dispenser which
was still empty. Interview with the group home DHSRNHL & ¢
manager at that time revealed it was an Black Mountain / WRO
"oversight" and the home manager then re-filled
the dispenser. Interview with the facility nurse on
2/5/19 confirmed that hand soap should be
available in all bathrooms at all times to assure
appropriate health and hygiene.
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Any deficiency sﬁatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correctiﬁg providing it is determined that
other safeguards, provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an appraved plan of correction is requisite to continued
program participation.
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