o

FROM -JO Amy Holt CGare Gammter Y ALWED JANH 1¢ 2018 18I84/8T. 1551 /He. TESS0402650 P G
PO~ TR RECEIVED
by p b b of PRINTED: 014071204
DEPARTMENT OF HEALTH AND HUMAN SERVICES WY Dapt of Haclin FORM APPRCALS
STATEMENT GF DEFICIENDIES £X1) PROVIDERISYPPLIERICLIA gaMuLTIPLE covéThlchEN ~¥ Y (43} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMDER; o ol - COMPLETEDY p
53A002 12120/201%2
NAME OF PROVIDER OR SUPPLIER
457 W LOTT
AMIE HOLT CARE GENTER BUEFALO, WY 82834
(X9) ID SUMMARY STATEMENT DF DEFICIENCIES 1o PROVIDER'S FLAN OF CORREGTION )
PREIK {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFI {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFEAENGED TO THE AFPROPRIATE DATE
DEFICIENGY)
F 000 INITIAL COMMENTS N Fopo
The following comrrion abbraviations are used
throughout this document:
ADLs  Acivities of dally Hiving
CNA. Corlifled Murse Alds
£AA  Care Ares Assessmant
RN ‘Registered Nurse
LPN  Lisensed Practical Nurse
MDE  Minimum Data Set
RD  Registered Dietitlan
NA  Nursihg Assistant
Less commonly used abbraviations will be
, anndtated in each deficlency, . . R
F 262 | 483.20(0(3)(i)) SERVICES BY QUALIFIED : 282 Amie Holt Care Center will
38=p | PERSONS/PER CARE PLAN - ensure that care plans are
- followed for residents being
The servioesiﬁmvmﬁd nr“?lrranged by the facility " | monitored for weight loss.
must b provided by qualifled persons in oo : .
gecordanca with each residenit's written plan of This will be accomplished by:
care, : :
A)The DON will observe that
meals and snacks are
I;Iss REQUIREMENT is not met as evidenced documented as specified by the
Bésed on staff Interview and medisal record cato plans for residents number
review, the facility falled to-aneure the cere plan 8,22 and 33. :
was followed as planned for 1 of 10 sample
residents (#8) and 2 non-sample resldents (#22, B)All residents could
ﬁg}fm%\;;rﬁeiﬁng monlttored for welght loss. potentially be affected by
, ‘ - weight loss and inadequate
1. Review of the November and December'2012 nufritional monitoring. Ona
welglit records for non-sample resldent #22 weekly basls Nurse Team
showad significant fiuctuating welghts. Review of Leaders and dietary (DM or
the undated oare plan showed goals for the - RD) will teview each resident
regident to malntain curren] walght within & individually to determine those
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Any deficlency statement ending with an asterlsk (*) denotes a deflolanay which he Institution may ba axausod from coriecting providing it Is detarmined that
othar safaguatds pravids sufficlend protegtlon lo the pallents, (Bae Instructions.) Except for nurslng homes, the findinga stated abiove are disclosable 80 days
fallowing the date of survay whethir ar nat o plgh of corraction I provided, For nurslng homes, the abova findIngs and plans of corraction ave disciosable 14
days following the data thess doctimants are made evallable & tha fagilty, If daficlantles are clied, an approved plan of corraction is requisite to conlinued
program participation,
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| pounds {lbs) and to eat an average of 76% of

| be recorded four timas dally with the amount of

1 not consist of co's or percentages: Instoed thers

meals through the next yuarter, For the
Interventicng, the care plan showed "ses ADL
flow sheets & nutriticnal assessment for specific
digtary ptans.” Review of the ADL flow shaets for
Dagember 2012 showad meal intakes werea to be
recorded In a percentage format for breakfast,
funch, and dinnet. I addltion, shacks were ta be
offerad and ¢hecked as to whether they were
asccapted or refused, Review of the Intakes from
1211112 ta 12/119/12 showad & meals with no
informaflon.avaiiable, Review of the AM, PM and
HS (at badtime) snack Intake record showed 19
of &7 fimes when there was no Information
racorded related to being offered snacks,
interview on 12/20/12 at 8:30 AM with the RD
verified the decumentation for nutrition
Intarventions and monitoring for residants was
sometimes lacking.

2. Review of the 11/27/12 RD note showed
hon-sample residant #33 was belng raonitored for
weight léss and the RD agresed with interventions
t inchyde high proteln and high calorie snacks for
the rasident in addition to fortifisd meals. Review
of the 12/3/12 RE note showed the resident had a
significant weight change from 117 Iba to 110 Ibs
fh-a "couple of weeks." The note.showad his plan
was to continue the Intervantions in plase. Review
af the November and Decamber 2012 ADL flow
sheets showed there was an area for snacks 1o

ce's (cuble contimeters) consumed of &
percentage of the snhack consumed. From
TH2712 o 1211812, there were 22 times when
there wes no documentation If a snaok was
offered or refussd, The remaining information did

| complete, Dietary aides and

| nurses.

I D)A performemce improvement
1tool will be developed to
{ensure care plans are followed

Jdocumentation for residents

1o the PT committee. Nurse

meal and shack charting are

CNAs will document the meal
intake in % and oc’s consumed
for those specified residents.
Residents with wnplanned
wetght loss or decubs will have
designated snacks recorded in
oc’s or % consumed. In-
servicing and cotrective action
will be taken with. dietary aides
and CNAs if documentation is
not complete.

C)DON will develop a policy,
with input from RD, to explain
care planned nuttitional
documentation expectations to
staff. This will be reviewed
with dietary aides, CNAs, and

in regards to nutritional

with unplanned weight loss.
This monitor will be completed
monthly and reported quarterly

Team Leaders will be
responsible for compliance,
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was 8 chack mark or an "R" for refusal. Interviaw |
on 12120112 at 8:30 AM with the RD verifled the
dotumentation for nutrition interventions and

F monltoring for resldents was sometimes lagking.

3, Review of the current care plah and Qctober 1o
| December 2012 ADL flow sheets for resident #8
"showed staff were directad to monitor and recon
nutiitionat intaké daily. Acgerding to the 11410112
duarterly care-conferance distary netes, the
-resfdent hed loat 8 Iba since 10M2/12 and 16 ibs
in the past six months. Review of the Decémber
2012 welght and skin inspection log eliowed the
resident weighed ninety pownds on 12/19/12 (an
additional loss of three pounds since 11/10/42).
Review of the Odtober, November, and
Dasember 2012 ADL. fiow sheets showed food
{ consumphion had not been recorded in Octobat,

Pagember, and for twenty-thrae days in ‘ | Amie Holt Care Center will
| November. interview with RN #1 on 1220128t | ensire that the resident
10:26' AM confirmed staff's failure to document ' environment remain as free of
the resident'a food consumption as diracted by accidental hazatds as possible
the earg plan and ADL-sheets, rovidin ' deauate s ervisio,n
F-323 | 483.28(h) PREE OF ACCIDENT - pgpg PIOVICING adeduate Supery
s8=D | HAZARDS/SUPERVISIONTEVICES for each resident, This will be
' : accomplished by:

The facility must ensure that the resldent
mn\]rlronme;g} rem?jins gg free of anclde;'nt hazards A)1)The DON will observe
ae.|s possible; and each resident recelves : i i
adsquate supervigion and assistance devices to | that resident #14 is safe in the
pravent aceidents. beauty shop area by:

1 mensuring the beautician or a
staff member is present if

chemicals, hot curling irons, or
This REQUIREMENT s hot mat as svidanced other suoh supplics are

by: accessible, and

Based on observation, staff nterview, review of

FORM GMS-2857(02:00) Fravios Versions Obeotale Evant (D: FREWTY Fenallity 1D: Wy0001 If cenflnnation sheet Page 3 of 13
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F 323 | Continued From page 3 323 b)"“s““f‘gdﬂ“l‘f S“flil supplies
incident raports, and medival record raview, the e seculle when the room, 1s
fuacity failed to assure the resident environment unoccupied,
remained frae from accldent hazaerds in the
baauty shop sffecting non-sample resident #14, *2)The LPN Team Leader,
v addition, the-faciiity falled to systematically _ with input from IDT, will
assess resldent falls for 2 of 6 sample regidents o ent falls and care
(%9 and #28), Tha findings were: Toview recont 1alls and ca
plan interventions for residents
1. Review of the medical record for non sample - #9-and 26 and observe that
resident#f;? shaw:.a;l s/i?a- was confusad, . | caregivers comply with
.| ambulated ndependently and raquired frequent ' : Y : .
redirection due to wandering. Review of the designated interventions.
11412, 117116112, 11M6M12, and 11/26112 .
hursing dosLientation showed the resident B)1)The DON will randomly
required redirection when s/he repeatediy entered- observe that the beauty shop is
oo s cpen monitored o potenall
. L b 2 ¥ 3 -
noted the residant wandersd hecavse s/he had. dangerous jtemns are securcd to
diffloulty remembering the iocation of the protect other contused
bathrogm, Review of the 12/7/12 physician‘s hots residents. At least 6
| revenlad the resident was restless, pacing the ‘ abservations will be made per

| halls and attempted to leave the faaility. The

; _ h, iate in-servici
Tollowing concerms were ldentified regarding month, fmmediate in-servicing

environmental safety for the resident: .~ | and corrective action will be.
a. Buring an Interview on 12/17/12 at 2,30 ' taken as needed.
PM, LPN# rovealed the beauty shop doors wers
left open sometimes and at other times It was 2)Every vesident fall will be

closed, but the chemlcals, supplies and davices

ware sacured in the locked catinets, discnssed by the appropriate

Observations of the faclity from 12/17/12 to A Nursc:‘: Team Peader and IDT to

12120/1% revealed the entrance doors to the identify possible cause and

beattty shop opened directly inte- the hallway and ¢valuate care plan

resident sitting area. Intermittent observations | interventions, with the goal of

threughout the moring on 124812 showsd the incorporating effective

entrance doet to the baauty shop from the TPOTAIg

resident siting srea was open &ihd the room was proventative measures, These

unoccupied. Further observation revealad the hot j meetings will take place

auriing iron plugged into the slactrical outlet and weekly or more frequently. At

least 6 fimes ner month each

FORM CMS-2507(02-00) Previous Versions Ohsclita Evanl, {3 FRSWH Facilly I0: Wyooo ) If cortinuation sheet Page 4 of 13
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other beauty shop equipment were storad In

-when s/he stopped at the apened: beauty shop

{ the rasident. However, the beauty shop door

' showed the resident fell an 11/45M2 and
[ 12113/12, Both felis ware- unwitnessed and the
{reports revealed the resldent was found sijtting on

| that care was primarly provided according to the |
1 ADL flow sheets. The LPN ihan reveaiad specific
| interventions related to resident falls were

| documented on the Ingident report, were

1 communicated to staff via the dally shift report,

chemicals on the counter were accessible to
anyone who entered the room. Intermittent
observations throughout the morming on 12M16/12
showed resident #14 was wandering In the
beauty shop area and steff were not present to
radirest himmer,

b, Perfodic observations on 12/18/12 from
7115 PR to 8:30 PM ravealed the chemicals and

unlockad cablnets In the openéd and unosoupied
beauty shop. Observations during that time
roviealed the resldent paced. baok and forth in the
area without the continuous presence of staff,
During the pacing the resldent was ocbserved

door. As sihe leaned forward to look Ihto the
raam, a staff membear tntervened. and redirected

remairied open and the cabinets remained
unlocked. '

2, Review of the falls' report for nesldent #9

the fivor. Further review showed the reports did
not include any evaluation as fo why the fzlls
oocuTed or plans to.implemeant interventions to
prevent future falls. During an interview on
12119112 at 3:50 PM with LPN #1, she stated care
plens ware developed from the CAAS at the time
of the arnuél assessment and revised at the
quarterly care conferences. Shs further sfatad

monitor that care plan
interventions are followed by
CNAs, Immediate in-servicing
and corrective action will be
taken as needed,

CY)The DON will educate the
facility beautician and staff
members on the importance of
monitoring the beauty shop for
safety, including locking
chemicals in cabinet and
ensuring hot curling iron is not
accessible if the room is

| unoceupied,

2)The DON will provide

| education to the nursing staff
regarding providing thorough,

{ accurate information and input
when a resident falls and the
importance of following care
plan directives to promote
resident safety.

D)A performance improvement
tool will be implemented by the
DON to ensure the beauty shop
is a safe area and falls are
evaluated appropriately, These
monitors will be completed
monthly and reported quarterly
to the PI commitiee, The DON
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F 323 | Continust From page 6 F agg| Wil be responsible for beauty
, shop safety; the Nurse Team
and documertted on the ADL flow sheets by the Lend il b bl f
teem leader, Review of the 5/18/12 care plan for _ caders will be responstole Jor A3\
the resident showad the resldent requirad a one falls. |

person stand by assis! for moblilty and was to
wear & thhs alarm go staff vould be awars of
histhar movements. However, continued review
showed the documantation on ihe ADL flow-sheat
{ failed to show the Interventions: were consigtently
implemented for. the entire month of Decembyer
2012, Review of the 12/13/12 fall incident repert
showed the resident was not wearing & tabs
monltor at the time of the fall,

3, Review of the 111812 guarterly MDS, 2/19/12
-annual MDS and 2/19/42 CAA for resldent #2a
showed s/he was at risk for falls due to mited
mobility and cogaftive impairment, Review of the
medical record shawad s/Mhe was found on the
floor on BM14/12. M that time the resldent was
eaififusad and the fall did nat rasult In injuries.
Further review showed fhe resident folt from the
tollet fo tha flobt.on 10/14542, and sustained
non-serious Injuiies. Review of the wound
assassmant form cothpleted on 12/12/12 showed
the residant recalved a skin fear on 12/5/12
during a wheelchair transfer, Interview with LPN
#2 on 12118712 &t 1116 AM revealed the
reskdent's skin tear treatmant.included drassing
-{ changes, paln medications as needed, and

antiblotic.therapy. In an interview on 12/19/12 at

330 PH, LPN #1 stated staff had bean instructed

to monitor the resident's skin closely, but an

evaluation after sach fallfincldent to identlfy
-conlributing factors that could provent recurrent

falls and Injury refated Incldents hed not bespt

completed.
F 325 | 483,25(1) MAINTAIN NUTRITION STATUS F 325

$8=f | UNLESS UNAVOIDABLE .
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£ 325 | Gontinued F .| Amie Holt Care.Center will
25 | Continued From page 6 F 325 develop an effective system for
Based on a rasident's comprehansive il}lonitq(r;ngtgutlr:lltional 1:1take
assessment, the facility must ensure that a Or residents wWho experience
resident - significant weight loss. This
{1) Malntains accaeptable parameters of nutritional will be accomplished by:

status, such as body walght and protein levels,
unless the regldent's clinical condition

i ARD or DM and Nurse Team
demonstrates that this Is not possible; and . ;
{2) Receives a therapeutio dlet when thera [s a Leaders for residents #8, 22

nutritional problem, and 33 will review residents’
. . nuiritional status, assess the
monitored data, and update

care plan mterventions
This REQUIREMENT is not met as avidericad _ accordingly, DON will
by . observe that meals and snacks
Based on &c’:bﬁlef\:[?tlon Irecor% re\fllew &nd F?taff are recorded for theses
Interview, the facility falled to develop &in afféetive ey L ot
syatem for monitoting nutritional tntake for 1 of1 msidc:;xts a8 specified by their .
sdriple-(#8) and 2 non-sample residents (#22, care plans,
#33) who experienced slgniﬂnantweight loss. The
findings were: B)All residents could

potentially be affected by

.1 1. Review of the December 2012 welght records: weight loss and inadequate

for non-sample resident#22 showed sigaificant

weight loss. On’ 12/4/12 the resident's welght was nutritional monitoring, Nurse
recorded 85 118 lbs and on 12/10/12 the ; Team Leaders and dietary (RD
recorded welght was 110 lbs, an 8 b welght loss or DM) will review each
{6,795} In three weeks. Review of the 11/6/12 resident individually to

nutition progress notes complated by the KD determine fi ih

| shewed the resident's welght decreased and s/ihe elermine those wi ,

- had an ingrgased nutritlon rlsk aseociated with unplanned weight loss. Dietary
| ghoking, Further review showad, the diet texiura aides and CNAs will decument
was changed, and the physlelan wae aware of the the meal intake in % and cc's

resident's decreased meal Intaks. Review of the ;
112812 nutritional progress note completed by (fo?sdum?d for t.}:lnsc sp ‘?Glﬁ"d
the RD revealed some of the resident's residents. Residents with

' medications were discontinued and sfhe was unplanned weight loss or
decubs will have designated
FORM CMS-2667(02-99) Pravious Virsions Gheolsly Evsrt ID;FBEW(Y Faclifty 13 Wynooi If continuation ehoat Pago 7 of 13
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snacks recorded it ce’s or %
F 325 Gontinued From page 7 F 325 '

{ resident to malntali current welght within Glbs
{ and ta eat an average of 75% of meals through
| the-next quarter, For the intarventions, the care

| nutritional essessmant for spacifie distary plans.”

 December 2012 showad maal intakes were to be
| recorded in o percantage farmet for braakfist,
 lunoh, and dipker. i1 addition, snacks were fo.be

revordad related to balhg offared snacks.

1 ahowed there was no documentation to identify

| 12020112 at 8:30 AM revealed the current system

doing batter, This review showed staff wers
diracted to continue to. monitor the resident's
status; however, Infermation regarding how to do
the monitering was lacking, Review of the
undated care-plan showed the gogls ware for the

plar dooumented "see ADL flow sheets &

The followlng canesrns ware identifled with
monitoring the nubritlonal status:
a.Review of the ADL flow sheats for

offerad and checiced as to whether they were
aecepled of refused. Seventeen of 57 msals

ware documanted as refused by the resident from’
1201112 0 12M8M2, in addition, there were §
meal Intakes that wers left blank with o Intake.
information avallable. Review of the AM, PM and
H8 (at bedtime) snack intake recurd showed 19
of &7 times whan there was no Information

b. Review of the nutritlon progress notes

the sigriflcant weight loss in December 2012, or
any evidence the monitoring data was being
assessed,

&, Intervlew with the distary mahager on

for monitoring residents who were at risk for
unplanned welght loss consisted of verbal -
communication betwaen staff, The stalf
communicated welght changes and poor
nutritional Intakes, She further stated there was
not a formal process for monitoring individuals

 and cotrective action will be

j nurses, and CNAs,

| D)A performance improvement

| monitored for residents who

consumed, The list of
monitored residents and
documentation will be
reviewed weekly by Nurse
Team Leaders, In-servicing

taken with dietary aides and
CNAg if documentation is not
complete,

C)DON will develop a policy,
with input from RD, to explain
nuiritional documentation
expectations to staff. This will
be reviewed with dietary aides, -

too] will be developed to
ensure nutritional intake is

experience significant weight
loss. This monttor will be
completed monthly and
reported quatterly to the PI
committee. Nurse Tegm
Leaders will be responsible for
compliance,

§3.3
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who ware at risk for welght loss.

d. lnterview on 12/20/12 at 8:30 AM with. the
RD veriflad documentation of the nutrition
intervantions and monitoring for residants was
sormetimes lacking.

2. Review of the 11/9M12 quarterly MDS
assessment for resident #8 showed s/he had
severs cognitive impairment, required limited
asslstance with sating, and had unplanned welght
loss. According to the 11/1€/12 quartarly care
conferance dietaty noties, sfhe lost 8 |bs sinca
10/12/12 and 18 |bs in tha past six monthe.
Hig/her deal body welght was 89 to 121 Ibs, and
the percentage of food cohsumed aach mes|
varied, Tha resident's diet cotsisted of fortified
meals with high proteln and ncreased calorle
snacks. Accerding to the 1110/ 2 care
conferance hotes, the resident weighed 93 ths at
that time, Review of the current care plan and
Ottober to Dacamber 2012 ADL fiow shoals,
showed staff wera ditacted to monitor and record
the resldent's nutriional intake dally. Review of
the December 2012 welght and skin inspesiion
log showsd the resklant weighed D0 lvs on
12/19/12 (an-additional foss of thres pounds since
11410/12). Furthar raview oftha log showed staff
were manltoring a stags |l pressure ulcer on the
resident's coceyx, Qhservation of the resident's
gkln on 12/18/12 st 1115 AM, and raview of the
wound care trasking record, showed the pressure
ufear had improved, but the healing procass was
slow. The following concerns were hoted:

a, Raview of tha October, Novermbar, and
December 2072 ADL, flow sheets showed food
cansumptlon had not been recorged in Oclober,
December, and for twenty-thres days In
Novernber,

FORM CMS-2687(07-01) Pravious Veraions Dibsalela Event [D; FREW1 Facility [0 WY0004 ~ Iif continuation shaat Page @ of 13
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b, Interviews with the dlstary manager on
1211912 at 12:02 PM and RD on 12/20/1% at 8:45
AM revealed completed food consumption
raeords would have heen helpful in determining
| the resident's nuiritional neads and assessing tha
walght lass, The RD stated the mtritional
| nesessments for the resident were primarily
based on the fluctuating weekly weights bacause
food consumption records had not been
completed. He further stated welght (ose
problems can be ldentifled sarller by reviewing
faod consumption records. .

©. Interview with RN #1 on 12/20/12 at 10:26
AM confirmead staff's fallure to document the
resident's food Gonsumption as directed by the
cara plan and ADI flow sheets, She further stated
that monitoring nutritlonal intake for this resident
wae [mportant dug 1o the slow healing pressure
ulcer and progressiva weight loss.

d. Observation of the resident during
maaltimes oh 12/17/12 at 5:10 PM, and 12/18/12
at 8:15 AM showed s/he consumed less than
£0% of the meal.

3. Review of the 1172712 RD note showed
non-sample resident #33 was being tracked for
waight loss and the RD had agreed with
interventions to Include high protein and high
calorfa snacks in addition to fortifled meals.
Raview of the 12/3/12 RD note showed the
resident had a significant weight change from 117
Ibs to 110 ibs In a couple of weeks. The plan was
to continue the interventions th place. Review of
the November and Dacember ADL flow shoats
showed there was an area for shacks to ba
recerded four times. daily with the amount of co's
(oublo centimeters) consumed or & percentage of
inteke. Documentation was lacking 22 times from
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s5=i | SPREAD, LINENS ensure: : uses ac'cep e.
, _ hand hygiene practices. This
| The facltity must establist and malntain.an will be accomplished by:
L infeotlon Control Program deslgned to provide a.
gafe, sanitary and comfortable environment and , :
[ to halp prevent the daveloptient and transmisslon ﬁ%@e Infﬁcmn..c‘)gté(ﬂ -Nurse
of dlsease and infection, (ICN), or her trained designees,
, will observe staff performing
(2} Infection Controt Program personal cares for residents
The facifity must estabilish an infaction Control #20,21, 24 and 28. Resident
Program undar which t - #16 has passed away, The I[ON
(1) Investigates, contrals, and prevents infections . ; Y.
in the facility; : or designee will observe that
(2) Decides what procedurss, such & [solation, hand hygiene practices are
 should be-applied to an individual resident; and accaptable, including following
(3} Maltailis & record of incldents and corrective | glove removal.
actlens related 1 Infectivns.
(b} Preventing Spread of Infection B)AIl residents could be
(1) When the Infection Control Pragram affected by Improper hand
determines that a resldent needs isolation to hygiene. The ICN or her
E;r;;?;\tt I:I;&r zgrmft.of Inflection, the faclity must designoes will observe muzses
(2) The faclltty must prohibit amployess with a and CNAs providing personal
compriunicable dssase of Infented skin leslons | resident cares and, if improper
from direct contact with residents or thelr food, if 1 hand hygiene is observed,
 direct contact will transmit the disease. immediate in-servieing and
. (3) The facility must require staff to wash their st : :
hands afler each dlrect resident contact for which (i)rllect_lye action will be ta]'cen.
 hand washing is indlcated by accepted t least 6 randorn observations
professlonal prastice. will be made per month,
Results will be reported to the
(c) Linens ICN.
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Personnel must handle, store, process and required to watch a video of the
transport inans so a¢ to prevent the spread of | ICN demonstrating and
Infeation. explaining appropriate hand

| hygiene. Nurses and CNAs
't will be required to demonstrate

This REQUIREMENT s not met as evidenced | appropriate hand washing
by: : - technique to the ICN or
Based on obaetvation, staff Interview, and review } designee.

of polloy ahd procedure, the facllity failod to
ensure staff used acceptable hand hyglene

practices during 5 of 8 random obsetvations.of D)A pf:rformance. improvement
parsonsi care for residents (#16, #20, #21, #24, . 1 tool wilk be develaped to
{#28). The findings were: : | ensure appropriate hand
1. NA#Z was obsetved providing tolleting ' hygleﬁ' c;[’ his 133n1t?1;iw111 be
aselstance and perineal care for resident #16 on | completed montuly an
12118/12 at #:06.AM, Durinig the taske the NA - reported quarterly fo the PI |
removerd the solled brief with ungloved hands, committee, The ICN will be .
then donned gloves to perform peringal asre, responsible for compliance. 4-3-13

' After completing the perlheal oare, she remaoved
the glaves, and put the clsan brief on the resldent
with ungloved hands. Hand hygigne was-not.
 parformed gt any time diuting the observed tasks,

2. CNAs #12 and #8 were observed praviding
tecal and urinary Incontinent care for resident #28
on 12/18/12 at 7:56 PM..During the observation
CNA#8 reroved her gloves after she claansed
the resldent's skin and donned another pair of
gloves without performing hand hygiens, While
woaring the clean palr of gloves she repositioned |
the resldant In bed, then ramovad that palr of
glovaa, and donned a third pair of gloveas to apply
protective skin barrier, Hand hyglene did not
veeur untll after the CNA completed the tasks. In
an interview on 12/18/12 at 8:26 PM, the CNA
stated she knew she should have performad
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hand hygiens aftar she removed her gloves, but
sh¢ forgot to do K. ‘

3, Obsetvation of perineal care 12/18/12 at 9:60
AM for resident #24 revealed GNAF0 did not
parform Rand hyglens betwaan glove changes
when removing the solled dressings from bllateral
gluleal excoriated areas. Consacutlve
ohservation at thet same time of LPN #2 showed
sha changed tha iIndwelling catheter after the
petineal care for the same resident, The LPN
fallad to perform hand hyglene after remaving the
gloves, and prior to assisting the CNA In applying
clean clothing to the resitdent, Interview with CNA
#10 and LPN #2 immadiately followlng the
ohservation revealéd both were aware thay
Fshould have washed thelr hands or should have
‘used wipes belween glove changas.

4, On 12018112. 2 8:24 PM CNA#12 was

| observed removing gloves following the provision
of perlewre for resldert #20, Further observation
showed the CNA falled to perform hand hygisne
before appiying lofion to the resident's
axtraroities, '

5. On 12M18/12 at 9:56 AM CNA#6 was observed
ramoving gloves following the provision of
perineal for resident #21, Further observation
showed the CNA falled to parform adequate hand
hyglene hafare leaving the bathroom to get the
nurse,

{ 8. Review of the. Hand Hyglene Polloy, dated
12M11/85 and ravised March, 2008 showaed hand
washing or use of an alcohoi-based hand rub was
Indlcated before and after apolying gloves,

' i
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