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W 340 NURSING SERVICES
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 
other members of the interdisciplinary team, 
appropriate protective and preventive health 
measures that include, but are not limited to 
training clients and staff as needed in appropriate 
health and hygiene methods.

This STANDARD  is not met as evidenced by:

W 340

 Based on observation, interview and record 
review, nursing staff failed to assure adequate 
training to ensure preventive hygiene measures 
for 1 of 3 sampled clients (#1).  The finding is:

Observations on 6/17/19 at 4:15 PM in the group 
home revealed client #1 to be using a wheelchair 
for all activities and to have padded, open 
fingered gloves on both hands.  Client #1 was 
observed propelling the wheelchair with the 
gloved hands throughout the afternoon, as well 
as having a snack, opening packages, talking on 
the house phone, assisting with laundry, as well 
as assisting in the kitchen with dinner 
preparation.  All of these activities were 
completed with the gloves on.  Continued 
observations at 6:20 PM revealed client #1 being 
assisted by staff B with placing eating utensils for 
all six clients on the dining table with the gloves 
on.  Further observations at 6:30 PM revealed 
client #1 using serving utensils used by all clients 
to plate the dinner items with the gloves on, and 
then removing the gloves prior to eating.

Continued observation on 6/18/19 at 8:00 AM 
revealed client #1 being assisted by staff C with 
placing eating utensils for all clients except client 
#6, on the dining table with gloves on.  Further 
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observations from 8:10 to 8:35 AM revealed client 
#1 to assist with breakfast preparation and lunch 
preparation with the gloves on.  At 8:35 AM, client 
#1 was observed plating all breakfast items with 
serving utensils used by all clients and then 
eating the breakfast meal with the gloves on.  No 
staff were observed prompting the client to 
remove the gloves.

Review of the record for client #1 on 6/18/19 
revealed a habilitation plan (HP) dated 4/4/19.  
The HP contained a comprehensive functional 
assessment dated 4/3/19 which indicated client 
#1 was independent with washing his hands.

Interview with the qualified intellectual disabilities 
professional (QIDP) on 6/18/19 revealed that 
client #1 prefers to wear the gloves because he 
begins to develop blisters on his hands/fingers 
from propelling the wheelchair and indicated he 
had been using the gloves since 2/19.  Continued 
interview with the QIDP confirmed that not 
removing the gloves during activities related to 
health and hygiene, fails to assure appropriate 
protective and preventive health measures for all 
clients in the home.
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