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F 000 | INITIAL COMMENTS . F 000(
For the standard Medicare/Medicaid

recertification survey started on 10/08/12 and
completed on 10/11/12, the sample included five 1:
(5) residents for complete review, 22 residents for e
focused review, and three (3) closed records for
revisw. The sample included one (1) additional
resident to verify specific concemns during the
survey. :

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| k300
ss=D | HIGHEST WELL BEING .

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

How corrective action will be
accomplished for those residents
affected by the deficient practice:

Resident #8 was started on behavior
mapping on Oct. 15, 2012 for seven
days. Adjustments were made to

This REQUIREMENT is not met as evidenced - resident’s plan of care for staff to
by: try. Behaviors have improved since
Based on record review and staff interview, the medication adjustments were made
facility failed fo provide the necessary care and on Oct. 4,2012 and only needing prn

services to manage behavioral symptoms for 2 of

14 sampled residents (Resident #3 and #12) Haldol two days since that time.

identified by the facility with behaviors and who | postaenty Lo was ataried.on
received an as needed (PRN) psychotropic behavior mapping on Oct. 15,2012
medication. Failure to identify target behaviors, for seven days. On Oct. 15 she was '
assess the reason/causative factor(s) for also admitted to hospice and expired
behaviors, and establish accurate on-going on Oct. 31, 2012.

monitoring of the behaviors has the potential for
these residents not to obtain their highest
practicable physical, mental, and psychosocial

well-being. : :

Findings include: ‘ - | : ,
LABORATORY. OR'SOR ﬁﬁxmrs‘s SIGNATURE — TE /. ' (XB) DATE

v ,-) o V Pormgn /\,L/L\/[bg Cf/\:O o ‘5*"}&

Anydaﬁdencyatatmerﬂendhgﬂhmaﬁeﬂﬂ(‘)dommadddanqwmﬂnkwmnmaybemad/ﬁwnwnadhwgpwdhmnlgdabmmm
other safeguards provide sufficient protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosabla 14
days following the date these documents are made avallable to the facifity. If deficiencies are cited, an approved plan of comrection is requisite to continued

program participation. :
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' F309| Continued From page 1 | F309| How will the facility identify other
‘ ' : residents having the potential to be
Review of the faciiity policy tiled "PRN Medication] affected by the same deficient
| Administration® occurred on 10/11/12. This practice;

undated policy stated, ". . . Procedure: 1. Nurse : i

will assess the need for pm medications before | .. . All residents who have been

administration. 2. Document altemative - . identified as having behavior

| interventions tried prior to medication problems and a pm psychotropic

administration. 3. Nurse will assess sffectiveness medication may be affected by the

of medication and do appropriate follow-up. 4.

Document all in the nursing progress notes.” | deficient practice.
- Review of Resident #8's medical record .| What measures we have put in
occutried on all days of survey. Diagnoses place or systemic changes we have
included dementia and anxdety. The most recent made to ensure that the deficient
(’g?zig'l“:? Data Set (ggg). piph practice does not recur:
 identified ent/d
tmpaired cognition, and the resid "
behaviors, rejecto of care, or waridering. nurses on Oot. 15,2015 for mrsen t
: document on any non-pharmacologic

aR;;i%th w‘?m:g:;?: ;‘gmatgi:l '3.9810’%102& intervention§ they hz}ve tried as well
problem it [related to] Dementia, Anxiety, and "| as the effectiveness/ineffectiveness of
Depression. She is a very worrisome person and the interventions and medication if
can be difficult to get her to redirect her focus at | given. A nurse meeting was held on
:';238 . . . Interventioris . M&dn'::lfnd?; o | October 23,2012. Nurses were given

ications as ordered. ment for - L an in-service by St. Alexius Hospice
side effe?s and effgcﬁvenessm Encourage - " on interventions for the resident IvJvith
ﬁm‘!ﬁm Nursgg\ﬂsD [medical : Delirium. Nurses were again
doctor] s/sx ‘[shm and symptoms] of depression: instructed on use of non-

. Monitor/Record mood to determine if pharmacologic interventions and
pmb!ems seem to be related to exterrial causes, . [ effectiveness/ineffectiveness of
Le. [such as] medications, treatments, concem .| interventions and medications.

over diagnosis . . . Encourage and provide
opportunites for ‘exercise, physical activity . . ."

Resident #8's physician crdered a consult with a
psychiatrist on 08/13/12. The resident was seen
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DEPARTMENT OF HEALTH AND HUMAN SERVICES OMFBORM APPROVED
1
STATEMENT OF DEFICIENGIES (P%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION A BUILDING : COMPLETED.
| | 365059 _|Bwine 10/11/2012
mwpmmmsum" STREET ADDRESS, CITY, STATE, ZiP CODE )
i . N 2426 HILLVIEW AVE
WRI SLOPE LUTH CARE CTR BISMARCK, ND 58501
0%4) (D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN GF CORRECTION ﬁ -
PREFIX: (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : ‘ DEFICIENCY) '
* F 309 Continued From page 2 " F309{ Our Behavior Management Plan was
" |bya psycmgmgm 10/04/12 and the progress -+ updated and is kept in the Nursing '
note stated, ®. . . confused, paranoid, delusional, . Policy and Procedure Manual kept at
:ﬂl‘l [aﬁenﬂl:;iseddng Meg lmg:gl side the nurse’s station for their
Haldol [an anﬁp?;choﬁc med!caﬂon' l.."The " reference. Bi-monthly Behavior
psychiatrist increased the Zoloft [anﬁdepressant Meetings will resume on all units in
medication] mgt the current doses of January 2013. Currently those
Rlsperdal an meeting have been occurring on
Review of medication orders showed the WestView (Dementia Unit) only.
following medications ordered since July 2012:
* Zoloft 50 milligrams (mg) ordered on 02/08/12,
increased to 76 mg on 07112112 and increased to
‘.IOO mg on-10/04/12 - Monitoring we have put in place
ﬁt:’mzoggﬁcg%g}&%g -m., ordered - to ensure deficient practices will
| 0.256 mg PRN ordered from 01/31/12 through not recur;
09/05/12 4
* Risperdal 0.25 mg in the moming ordered on A CQI was conducted the week of
'99/10!12 ang énscr"?aﬁds!g: .5 mg on 08/18/12 Oct. 29, 2012 and will be completed .
09I0E/2, Increased t 0.8 mig o DOO/2, end monthly x 3 then quarterly. The
to 0.75 mg on 09/19/12 compliance will be monitored by the
* Risperdal 0.5 mg at 8: 00 p.m. ordered on Unit Directors and Director of
ggEllgll;:mtch fan rs medi ], 4.6 Resident Services. 4t/19770
mg/day on 08/29/12, and discontinued on §|"shz
08/13/12 due to increased anxiety or Ca
* as needed Haldol 0.25 mg ordered on 09/06/12, . ~
Increased to 0.5 mg on 08/10/12, andto10mg Eho*)_
on09119112 af)sfis
Review of Resident #8's pm medication C 1:30pH
adnﬂnistr:ﬁ;s racordzf(MARs) showed the Kb
doses of Lorazepam and Haldo}
received from 07/01/12 through 10/10/12:
* July- Lorazepam administered 10 times with 3
doses documented as ineffective
, Event D:éﬂ-'_ﬂ‘l
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FPREFIX | = (EACH
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TAG CROSB-REFERENCED TO THE APPROPRIATE DATE

' F309

* September- Lorazepam administered 7 times

: lnSeptember

‘| documented as ineffective on the MAR, the

Continued From page 3

* August- Lorazepam administered 17 times with
2 doses documented as ineffective -

with 3 doses documented as ineffective; 0.25 mg
Haldo!l administered 7 times with 3 doses
documented as ineffective; 0.6 mg Haldol
administered 13 times with 7 doses documented
as ineffective; and 1 mg Haldol administered 11
times with 3 doses documented as heffective
(total of 38 doses of prn psychotropic medications |

* October- 1 mg Haldol administered 5 times with
2 doses documented as Ineﬂacﬁve

Reslident #8's MARs ldentiﬁed 70 times facility
staff administered PRN psychotropic medications.
from 07/01/12 through 10/10/12. Review of :
nurses notes identified 65 times the facllity staff
administered PRN medications
without evidence of non-pharmacological
interventions attempted prior to administration.
The nurses notes identified, for 23 doses

facility failed to [dentify other interventions
provided by staff for 17 of the 23 doses.

During an interview on 10/10/12 at 7:50 a.m., an
administrative nurse (#13) stated sociat services
and nursing staff are responsible for tracking dnd
trending behaviors and for charting pricr
nonphaimacological interventions tried before
giving an as needed medication. This nurse -

stated if a medication is ineffective staff should be |

calling the doctor and documenting what else was
tried during this ime frame. The nurse (#13) aiso
stated staff were providing one on one with
Resident #8 during this time frame where
medications were being adjusted related to her

F 309
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PREFIX -
TAo

(EACH L
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TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED

PROVIDER'S PLAN OF CORRECTION
TO THE APPROPRIATE

F 309

' this in the medical record. The nurse (#15) and

| prior to givirig as needed psychotropic

" | delusional disorder, Alzheimer's disease,

Continued From page 4
Incmase in anxiety.

During an interview on 10/10/12 at 11 00am,a
staff nurse (¥15) stated when a resident has
behaviors, facllity staff should try
nonpharmacological interventions and dodument

two other nurses (#16 and #17) were not able to
identify a place in the MAR where mtervenﬁons
are consistently documented. .

During an interview on 10/10/12 at 4:25 p.m., &n
administrative nurse (#13) confirmed Resident
#8's medical record lacked evidence related fo -
staff attempting nonpharmacological interventions

medications to Red;!ant #8.
- Review of Resident #12's medical record

occurred on October 08-10, 2012. Dlagnoses
Included congestive heart famma. insomnia, -

dementia, and anxiety. Physician's orders
included Ativan (an antianxiety medication) 0.25

mg every fouir hours PRN for shortness of breath

andreslstaneewtﬂwares

Resident #12's quamfly MDS. dated 07/31/12, -
ldentified short and long term memory problems,
lajectadcaresonetomreedays during the
mquu'ed extensive
assistance for all of daily ﬁvlng (ADLs)
except eating, which requlred supervision. -

Resident #12's current care plan statsd:

*Focus: [resident name] has rejection of care and
yeiling out rit [related to] Dx. [diagnosis] of
Anxiety, Delusional Disorder, Dementia and

F 309

DEFICIENCY)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
: . . DERCIENCY)
F 309 | Continued From page § F 309

Alzhelmer’s. . . . Interventions: Enooumga as

. ‘| much parﬁctpaﬁonl‘mtemcﬂon by [resident nams]
| as possible during care activities. Give clear o : .

explanation of ali care activities prior to an [sic] as : %

they occur during each contact. If [resident name] '

resists with ADLs, reassure resident, leave and

retum later when safe to do so and try again.

Provide consistency in care to promote comfort

with ADLs. Maintain consistency in timing of

" | ADLs, caregivers and routine, as much as

possible. .
Focus: [resident name] has mood problem rit Dx.
of Depressive Disorder, Anxiety State, Insomnia,
and Delusional Disorder; psychosis feeling tired
or having little energy and-poor appetite. .
Interventions: Administer medications as onderad
. Monitor/record mood to determine If problems
.seemtoberalatedtoextemalcauses l.e. [such
as] medications, treatments, concern over
diagnosis. . ."

Review Resident #12's MAR showed facility staff
administered PRN Ativan 18 times in September
2012. Review of the resident's progress notes
showed nursing staff documented once, 09/12112
at 9:41 a.m., that non-pharmacological - )
interventions were tried prior to the admmishaﬁon o
of the Ativan.

During an interview on 10/10/12 at 11:25 a.m., an
administrative nurse (#19) stated nurses are
expected to document in the nurses notes the
non-phanmacological interventions attempted -
prior to administering Ativan. :

mefacﬂilyfalbdmidénﬂfybehavsors.oﬂ\erﬂxan

yeliing, displayed by Resident #12, possible
triggers/causes for the behaviors symptoms, and

FORM CMS-2667(02.6¢) Previous Versians Obeclete Event ID:EFFTY1 FaciHy (D: ND107 " if continuation sheet Page 6 of 12
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F 309 | Continued From page 6 F 300
interventions attempted prior to the administration -
of Ativan.
F 441 | 483,85 INFECTION CONTROL PREVENT F441| Fuq1
§8=D SPREAD LINENS - v
The facilty must establish and maintain an ' L
infaction Contro! Program designed to provide a - How corrective action will be
safe, sanitary and comfortable environment and | accomplished for those residents
. 329'9 Pma:‘:’tiﬂw deov:lopment and transmission affected by the deficient practice;
(a) Infection Controf Program Resnfient #7 had })een on hospice
The faciiity must establish an Infewon Control services and expired on October 18,
Program under- which it - 2012, Staff had been instructed to
'(;)ﬂl"gvesﬂoatea controls, and prevents infections change oxygen tubing if it falls to the
(2) Decides what procedures, such as isolation, floor.
should be applied to an individual resident; and
(3) Malntaingpa record of incidents and corrective Resident #10 wheelchair cushion was
actions refated to infections. sent to laundry to be cleaned properly
and replaced on her chair. The nurse
%I;; PIBVBH:‘HGQI nsPl'aﬂd of mfe‘:ulgrlgmm - who had put the cream on the
determines that a resident needs isolation ta perineal area without properly
prevenme r:gl"’ea(i of infection, the facllity must cleaning was given job coaching and
‘solab an .. . .
(2) The facility must prohiblt employees with a . re-instruction.
communicable disease or infected skin lesions Resid
from direct contact with residents or their food, if esident #14 was not affected by the
direct contact will transmit the disease. deficient practice however all other
(3) The facility must require staff to wash their residents could be affected that the
| hands aﬁell’ ':'a;h direct ':s;gem oo:;t::t for which CNA comes in contact with because
professional pradica I of infection control.
(c) Linens
Personnel must handle, store, process and .
transport linens so as to prevent the spread of -
Event (DX EFFTY1 " Faclly!D:ND1OT f continuation sheet Pags 7 of 12
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F 441 | Continued From page 7 F 441
infection.
.| This REQUIREMENT Is not met as evidencad - * How will the facility identify other .
by: residents having the potential to be
Based on observation, staff interview, record affected by the same deficient
review, and review of facility poficy/procedure, the practice;
facility falled to follow standards of practice to All residents that h
prevent the transmission of infections for 1 of 2 -th s 1ha; wear oxygen nave
sampled residents (Resident #7) in isolation, 1 of e potential to drop oxygen tubing
- | 1 sampled resident (Resident #10) with observed to the floor and are at risk for
" | cares for emesis and diarrhea, 2 of 16 sampled infection when the tubing is not
residents (Resident #7 and #14) observed properly cleaned or replaced before
raceiving perineal care. Failure to follow infection putting back on the residents face.
control has the potential to cause or All residents in the facility who use a
spread infection In residents, staff, and visitors. pal or hoyer lift for transfer are at
) risk for infection if a lift is not
Findings include: . cleaned properly after use in an
| Review of the facility policy/procedure tited isolation room.
“Cleaning and Disinfection of Shared Lifts and All residents and staff are at risk if
Tubs* occurred on 10/11/12. This undated poficy proper cleaning is not done after an
stated, ". . . 2. Hoyer/Pal Lifts are cleaned with episode of emesis. The facility will
dlsinfectant wipes or disinfectant spray after use | have problems with odors if emesis
[9 an isolation rcom @dlorm visible sofled. .. episodes are not cleaned properly.
;- ‘ ‘ : ‘ - All residents are at risk for skin
Review of the facility policy/procedure titied breakdown and increased odor if
"Oxygen Concentrators/ Oxygen Tanks® occurred pericares are not completed properly.
on 10/11/12. This undated po"cy stam. “- .3 A" residents that come in contact
If cannula or mask or tubing In an the floor, it with the CNA have increased risk of
needs to be discarded and new obtained from the infection if staff is not using proper
charge nurse. . hand hygiene.
Revlewofmefadmy policy tiled "Emesis
Cleanup” oocuned on 10/11/12. This undated
poticy stated, ". . . Clean surfaces with
Event ID:EFFT11 Facly D:ND1O7 If continuation sheet Page 8 of 12
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SUMMARY STATEMENT OF DEFICIENCI D PROVIDER'S PLAN OF CORRECTION
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: - What measures we have put into
F 441 Continued From page 8 F441 place or systemic changes we made
disinfectant wipes . . to ensure that the deficient practice

| contamination of hands is likely, especially those

'| showed a mechanical Iift stored in Resident #7's
-Isclation room. Observation on the moming of

- Review of the facility policy titled “Perineal Care”
occurred on- 10/11/12. This policy, dated
December 20086, stated, *. . . Remove soiled
attend and dispose of pmperly ...Cleanse
perineal area from front to back (top to bottom)
using a clean section of washcloth with each wipe-

down...."

Review of the faclﬁty policy tited “Hand Washing/
‘Hand Sanitizer. . ." cccurred on 10/10/12. This
policy, revised on 09/12. stated, *. . . Indications
For Hand Washing: .. . 2. Before and after
resident care. 3. After situations during which

involving contact with mucous membranes, blood
or body fluids, secretions or excteﬁons. R &
After removing gloves. .

- During the initial teur, at 8:20 am. on 10/08!12
observation showed an unidentified staff member
removed a mechanical lift from a resident's room
in which the resident was In contact isclation.
Without cleaning the lift, the staff member tock
the lift into another residenfs room.

- Observation throughout the day, on 10/09!12.
room, identified by the facility as a contact
1o:owz. showed an unidentified staff member.
direct an unidentified certified nurse aide (CNA)
to use the lift stored in Resident #7's room.

- Record review for Resident #7 occumed

October 8-11, 2012. A lab report, dated 07/23/12,
showed the resident as positive for Toxigenic

".

will not recur:

- MSLCC policy was changed to read

. that oxygen tubing that falls to the
floor must be cleaned with an alcohol
wipe before putting on the residents
face. The exception to this is a
resident in isolation for C. Diff. the
oxygen tubing needs to be replaced
each time it falls to the floor. Staff
was in-serviced Oct.22, for CMAs,
Oct. 23, for Nurses and Oct. 30, for
CNA staff. The In-service is taped for
staff not in attendance.

MSLCC policy was changed to read
that mechanical lifts cannot be stored
in an isolation room. Staff was in-
serviced on new policy and
reinstructed on the proper cleaning of
lifts as well as any equipment used in
an isolation room. Staff was in-
serviced Oct. 22 for CMAs, Oct 23 for
nurses and Oct. 30 for CNA staff.
The policy for proper cleaning of
emesis was reviewed with staff at
their meetings. How to care for the
soiled w/c cushion was added to the
policy and reviewed with staff.
Proper pericare was reviewed with the
staff and encouragement for the
resident to lay in bed for proper
pericare after an incontinent episode
was added to the policy and also
reviewed.
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F 441 | Continued From page 9 F 441 . N
Job coaching and re-instruction was
' m&m D‘fﬂdbh:gzom'}a p'“:‘;l ﬂlei um . given to the nurse who put the cream
n contact n ann nim on the resident’s perineum area that
Data Set, dated 08/03/12, showed Resldent #7
required extensive assistance of two or more staff| . - was not properly cleaned.
- members for bed mobility, transfers. and toilst H?nd washing qollcy was reviewed
use. with staff at their meetings.
During observation of care for Resident #7, on Monitoring we have put into place
10/09/12 at 11:15 am., the CNA (#8) transferred to ensure practice does not recur:
the axygen tubing fram the oxygen concentrator A CQI on all listed infection control
‘t:hﬂie' °|xy9| eg:i:; ?I?emh'eal?:f*;r g'feR::;gg': #7's issues was completed during the
cannula fell to the floor. The CNA (#7) lifted the week of Oct. 29,2012 through staff
cannuta off the floor by pulling up on the tubing, o .servatlon and interviews. CQIs
and placed the cannuia into Resident #7's nose. will be completed monthly x 3
During this same observation, the CNAs (#7 and months then quarterly for 1 year. The
#12) transferred Resident #7 using apal - monitoring will be done by the unit
mechanical lift. After the transfer, the CNAs (#7 managers, Director of Staff
and #12) left the [ift in the the resident's roomand Development, and Director of
failed to sanitize it. Facility staff who obtain the [ift Resident Services. L1512
from the isolation room are expected to sanitize
the lift prior to taking it into another nesldent's ‘
reom. ‘
During an observation of care for Resident #7 on
10/06/12 at 2:50 p.m., two CNAs (#9 and #10)
wearing gowns and glovee provided perineal care
for the resident. One CNA (#8) provided frontal
perineal care and the other GNA (#10) provided
buttock perineal care for the resident. While -
providing the pefineal care, the resident's nasal
cannula came out of his nose. Both CNAs (#8
and #10), wearing the same gloves used for
perineal care, helped Resident #7 to place the
nasal cannula into his nose. ‘
During an Intervlew on the afteamoon of 10110112.
an administrative nurse (#11) stated staff should
FOR CMS-2567(02-06) Previous Versions Obsolete Event (D EFFT11
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_ | after use. This samse staff member (#11)

| #10's room. A CNA (#1) wiped emesis off

resting in bed.

| removed her'gloves, applied a new brief, adjusted

Continued From page 10

not store lifts in isclation reoms, and staff are to
clean lifts used for isolation residents immediately

identified the staft failed to handle Resident #7's
nasal cannula In a sanitary manner.

- On 10/09/42 at 8:07 a.m., observation showed
staff cleaning up an emesis in Resident

Resident #10's wheelchair cushion with a
disposable washcloth wipe. A CNA (#2) then
moved the wheelchair cushion from the resident's.
wheelchair to her recliner. ,

On 10/09/12 at 2:57 p.m., cbservation showed
two CNA’s (#3 and #4) provided pericares to
Resident #10 after an incontinent bowe!
movement and applied a new brief and pants. At
3:17 p.m., the CNAs (#3 and #4) assisted the
resident to-tay down in bed and a nurse (#5)
entered to apply a cream to the resident's -
perineal area. During the application, the nurse
noted bowel movement in-between skin folds and
some bowel movement smeared in the brief. The
nurse continued to apply the cream without
cleaning the area. The CNAs pulled up the
resident's brief and pants, falling to clean the
perineal area or change the brief. The staff ~
members then left the rcom leaving the resident .

- Observation on 10/09/12 at 8:15 a.m. showed a
CNA (38) assisted Resident #14 with moming -
cares. As the resident lay in bed, the CNA (#6)
gloved, removed Resident #14's incontinence
brief, and provided perineal care. The CNA

clothing, and left the room to retrisve the

F 441

mmammvmm ’ Event ID:EFFT11

Foacility ID: ND107 _ i continusation shest Page 11 of 12




.

" DERARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/26/2012

FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES : B NO. 0936-0361
STATEMENT OF DEFICIENCIES 0%1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: A BUILDING - COMPLETED
la.wing
3585069 _ — 10/11/2012
NAME OF PROVIDER OR SUPPLIER -| STREET ADDRESS, CITY, STATE, ZIP CODE :
2425 HILLVIEW AVE
IISSOURI SLOPE LUTH CARE cra BISMARCK, ND 88501
o) 1D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION O&m
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR wcmamwmc INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)
F 441 Conﬁnuedmepageﬁ Fa41|
mechanical (ift from the haliway. CNA (#8) and an
unidentified CNA transferred Resident #14 into
the wheelchalr. Before leaving the room CNA (#6)
sanitized her hands. The CNA (#6) failed to
perform hand hygiene after completing perineal
care, prior to performing other tasks, and prior to
leaving the room to retrieve the fift. -
During an interview on the afterncon of 10/10/12,
an administrative nurse (#7) agreed the CNA
should have performed hand hygiene after
perineal care, and before leaving the room to
retrieve the mechanical Iiﬁ.
F-&fu 1D: ND107
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