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F 157, 483.100)(11) NOTIFICATION OF CHANGES | F 187 #157 :
Ha=p N
A facility must immediately infarm the resident: The facility will snsure that physician’s a
consult with the residents physician; and i# . rmm::uimtely mhf{x.".d of 5_mmtmns tl:.m:
knewn, natify the residant's fegel rapresentative require o have the polential to requie |
oF arrinterestec-family member when tharg tyar T istervention—This with be sccomplished by —
accident involving the residant which results in PL tI‘t?l}El}ﬂE&.‘j L:lf physiclan nc"tl_ﬁcamn ar | , ,(',oa,{‘.
injuty and hag the potential far requiting physician | initiavion of new o modifigh, orders | g, Ty o (/j\
intervertion; a significant change in the resident's | fom the physician on thezalige g
physicat, mental, or peychosoclal status (e, | Residents #26, #35, 145, #52, #68, #118 |
deterioration in health, mental, or psychosocial | - nd #1360 and-all-fmrenetifieations o
status in cithar Ife treataning concitions o : physisteaswill be corrected as follows:
clinical complications); a nesd to alter treatment T B If immediate action is required,
sighificantly (Le., @ nead o discontinue an nrse will gall physician and
axisting furm of reatment dus to adverss discuss concerns and Hodings .
consaquences, of to sommence a new form of and obtaln ielephone order for |, o oL
treatiment); or a decision to ransfar or discharge reatment., If no ordeflytia, 1
the resident from the facility as specified in w‘iW@nt@d on lmierim
§483.13(a). as (elephors order,
' b All orders reeeived by nursing !
| The facility must alse promptly naiity tha resident will  bo  acted  upon |
| and, ¥ knawn, the resicent's iegal representative immediately. Change In policy
or interested family member when there is a amd  peosedure  oceurred
change it raom or redrmmate assignment as i 2007 - Bre=de=lnremmre, |
spaclied in §483.15(e)(2); ar a change i ' Medical, Dirscior and -Des |
reskient rights under Faderal or State law or Fgiyry Voo President of Patient |
regulalions as specified in paragraph (bX1) of | Borvices revigwed the palicy_'
this saction. | and  procedure  change, |
; | Chaleal Supervisors initiated |
The facility must record and periodially updats | f the change ou 8/21/07 afier !
j the address and phore nuriber of the resigent's | ; revigwing with tursing siadf, A
i 'egal representative or interasted farily member, : reminder notles wag placed at ‘
: ! > cach vutse’s swtion,  On
i : | B30/07 policy was reviewsd |
: This REQUIREMENT s not met as evidenced ! agein &t mandatory nurses |
by l meethgs. |
+ Based on medieal racord review and staff ‘ ¢, Medical Swff was informed of i
interview, the facfity failed o assure physicians 3 policy change by letter from |
| were Immediately notited of sitiations which i Medical THrector oo 8/27/07.
; required, or had the polential to require, medical l |
|
mB:;\FeATWREGmWS OR PROVIGEFR/SURPLIER REPRESENTATIVES SIGNATURE ILE 'ixs) GATE
Ny R (@%’W%M a’f’a i Py 8 g I ﬁ/?‘?ﬂ @)

Any deficiensy statemen)

. el Lo N o gt !
th an asterisk (" ﬂanfs 2 gfigienay which the ingtitctlon mey b aeedsed from sorgeling providing it i deterrined that
ether safeguards o pagRgtion to the vatlinte. (See inttructiore) Excapt for nurging hones, e findings staded above are diselesabla 970 chidys
folowiag tha date ofed 2t @ pian of corraation is provived, For nursing hiemes, the alove findings ane slans of sonsstion sre dsclosable 14

aays following the oatd e SHEE are roade uvaiiaby b the faolilly. If doficieneios are vited, an spproved plan of correction s reaueils 1 coninuod
program participatlm_‘l‘. . ‘
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|intervention for 7 (#26, #25, #45, 450, #65, #118, | | O aad & ——

| #130) of 7 sample residents. The findings were, § ' ' discussed fs with Departrient
Intervieny with the: unit secretary on 8/7/07 at 430 | .‘h’,f L{{id“'m’e :ﬁgﬁﬁ ’ will
FiM revealed the facility used a courier savice 1o : & haing il R e
| fely IGrmaton/iequests and [nterm orders te | ":‘."”“al“ ;niwm“ mlﬁi that :
| and from each resident’s physician unless it was | has Lo ool édgr,' oLy 2o L1 G
an urgent matter; f urgent, ane of the nurses : ¢ 1*{ . MEO Yy
would call the physician for orders. The unit 5 N "“ép: SO d
sacretary stated that requested arders were not | 2 “‘""m%"”' O et b
inifatect urdl the physiclsn aiuned end retumed | A ‘;“mr tm“f‘rf?f; ° Urmg
them ta the facility, On B/7/07 at 5:50 PN the | ordexs 1o f&'".‘l.‘ AP
adrministrator confimed the physicians did not receiving in tacility, orders d;’“
taks faxed information or requesis for oriars ang stamped with r?‘.mg'?“g" cats

| acknowledged that several days could elapss 3?d then reviewed by nursing

| batora requested interim orders were rsturnad, ~ leadership. SON  and

| The adminlatrator alsa acknowledged that the ; b ial. DON &

| delay could cause an uniorunate oltentne. The | | Administrator met | with

| foltowing concerns were identified; ‘ ' Deperunent of Medicine 1

| & Accarding to Yaboratory resuits dated { r}mmpas imnnec!aa_t@: attion bu

| 7128107, resident #1712 wag positive for a urinary ! meerims, Physicians discussed

.trat,tl; infaction (UTY), snd a culiure and sensitivity : and apree ‘hff orders wil) o
' (C&B) test was completed. A veral arder for tha 3 actzd wpon daily and sent back |

< antibiotio, Maciobid twice daily Tor 7 days, was | i 1o the facility either by fax or !

i received that day and started on 728007 3 6 P, | | caurler, _ _

' Review of the C&S5 rasults revealed this ; ¢ Nusing  leadership  will ,;
resident infeclion was resistant (o Macrobld and | develop & monitoring tool for
sensitive to the tetracyclines. Review of intarir this process.  The resuls of
orders dated 7/30/07 showed the prinvery | thls moniteving tool will be
physician ordered Doxyeyeline (a tefracycling i presanted to the QIC for
antiblotic) twine daily for B days. This orter was | further review and addittonal ‘
noted on BM1/07 at 2 PM, tut was not starped i fraining as needed, i
with a received data, The medical reord also d. Commletion date of 9/22/07 i

. showed another interin order was sent {o the 0 }
primary phiysician, also dated TI30/07, netitying | e ;
him that the facllity had received a previous order : i
: for Doxyoyefine and asking whether the physician | |
i wanted the order continued or discontinued ! !
. bacause the resident was already on Macrobid, i
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F 157

-

| Continued Fram page 2
The physician's response was "Yes continue...”
This interim order was stamped "RECEIVED

F 187

facility was unable to axplain those discrepancies.
Review of the medleation administration racorgs

- with-the-unitsecretary showed- theroniden
| recaived Macrobid as ordared from 7748/07 out
P was net started on Daxyayoling, an antibiotic 10
cwhich the UT! was sensitive, until 8/2/07. The
- outcome of the courler methor of semmunication ; !
! was that the resigent did not receive an |
: approprigle antibiotic until § days afier the ;
infaction was identified. :
b, Review of infortnation dated 4/20/07 and '
L sourigeed to the physician revesled resident #4130 ]
| had 3+ aderra in bath lowsr legs. An order fram :
| the physiclan for a divretic every moring for 2 “
]
1

]
i
i
1
!
|
!
PAUG 02 2007" but was noted on 73007, The ‘
i
}
|
!
i

| weoks was received and noted by the facility on
| 4124/07, four days after the physician was
arigingily notiflacl

¢. Review of ihe medical reserd for resident
| #35 reveaied the facility courlersd information to
the resident's physician on 8/8/07 and reported
the resident compiained of an "tehing sealp.
Plaase order treatment." The primary physiclan
wrote an order on 5/11/07 [3 days afer the "

reduent for treadment was sent) o "refer to
Dermatologist.” In addifion, review of arother
physician notification shee! stamped as baing
sant by courier to the physician on 7/20/07 ]
reported "Residint wanls to go to physical j
therapy tu exercise. Is this OICwitl you? Tha
physician's responee was stzmpad as receiveq by
 the facilily four drays iater on 7724107 and stated |
"Yeu " Physical therapy was not initiated until afler * |
724107, ! : !
i d, Review of medical records for residents | '
#26, #45, #52, and #58 revealed ail contained !

physician nofification shaels courered oy thelr

OB CRAS-258 70200} Pravious Veersions Chsclala Evert 1D 751511 Faciity I W2t If eeatingation shes! Page 3of
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TAH 1 REGULATORY DR LAG INENTIAVING INFORMATION) TAL CROSG-REFEREMNGED TO THE APREROSRIATE | OATE
! DEFICHENY) i
F 1571 Continued From page 3 o FAET i
prysiclans with information and/or requests for T |
orders. The response fitne until orders were |
| inittated varied from the day of the request uvil 8 | '
| days later, | !
£ 272! 483.20, 483.20(b) COMPREKENSIVE | Fure |
|
|

The facllity must conduet infially snd periogically
acomprehensive, acourste, standardized
repraducible assessmient of each resident's
functional capacity,

A facility must make & comprahensive
mesessment of & msident’s needs, using the RAI
gpecifiod by the Slale. The sssessmaent rmugt
include et least the fullowing;

identiflcation and demographic inforrmation:
Custornary rouling:

Gognitive patierns,

Communication;

Vision,

Meod and behavior patlerms;

Fspchosncial wellkbsing:

Physica functioning and structural problemas:
Conbinence;

Disense diagnosis and health conditans:

Dental and nukritional status:

Ekin conditions;

Activity pursult,

Medications;

Spacial raatments and proceduries;

Discharge potentisl,

Docurneritation of summary information regarding
the additional assessment performed through the
resident assessimant protocols: and
Dogumentation of participation in pasegsment.

1 This REGUIREMENT s not raat as avidenced

;
|
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iy i
Based on medical record review and staff |
interview, the facility failed to provide
comprehensive bowgl aAssesEMents for three F27
i26, 4118, #130) of fes aammpls raslagrits who— The fuctiity will conduct initial, periodic and
viere assested as incontinent of howel. The 8 mocessary  comprebensive  howel
findingss were: ABYESEMENTS, Accurate  standardized
1, Raview of the 5/21/07 admission Minimum ot & "f’t?l‘“a?e ‘;;g;?l“m;lhi:nwiﬁag{; |
Data Set (MDS) assessment rovealed residant # | o) "m[,*i St i
26 was nconfinent of bows! two to three tmes 5 | | Beoomp ’ii:l e s for Resident’s £3¢
week and requirad B comprahensive assessmen:, ' LA #fi;““m;g‘; Qbeaxﬁ cotmloted.
Review of the only howal assessment in the Resident 4130 has bean dichermei
medics! record showed 1t was done one day after ; f&sm en ety Folloor g s
admission and documentad the resident was | fom the facLlity. X e';ng_m;
contirient However, raview of the 8/8/07 1 ! corrective : agfon o gl
H12/07 MDS Information gathering tool and the comptehensive assag;ms;u‘a o
certified nurse aide {ONA) flow sheets for ifay comnpleted ay aagh rer;x ent:
2007 showed the resident was Incontinent of & New bowe a;sesa{mmﬁ
bawal. Intarview with the MOS coardinator on : form | wil} be dove ape
 BI8A07 at 10,40 AM corfred the resident had | aud education on form| a
| been Incontinent of bowel since adrisaion. She will b completed ggj b V,uz@,c,/ﬁm%
verified thit 8 compraiiensive bowel assessmant oursing staff am;i mitia{g ‘,[\m . ¥ wef&( .
| was not Cornplated for this resident, b. “;’; f‘;f‘z;?‘e 3‘:“:;39"“‘?';:
t ! ASSEE5I)
2. Accarding to the 2/12/07 admission MDYS ’ compleged fgfl. gach |
L asgessment, fesident #118 was inconlinent of | resident oi a»:irr‘f]ba‘mn. :
 bowe! weekly arid required 5 comprehensive i o A ﬂuﬁ“fyjﬂwﬂ!_fﬂl ing tool
assesament, Review of the snijre medical record | will be implemented by,
showed that assessment was lacking. interview | | nursing  leadership . agldi
| with the MDE coordinator on 8/8/07 at 11 AM presented 1o the QIC fori
| verified a cormprehensive bowe! assessment was f:i’i'j}:ﬁimndﬁ;fégw and |
oL ecanpleted, 4 Completion  due nf! )
3. Review of the 4/8/07 admission MDS Br2207. Ny ity
| assessmant shawed rasident #130 was continen; i
of bowel. Huwever, according % the nursing |
| notes, the resident developed diairhas on 4/50/07 |
which lastec through May and June 2007, Further | ;

|
! i
)
A

FORM UiviS-288'(02-09) Freviews Varsiong Obaolata

Event 10: TS1811

Faellly i Wy

tf continuation sheet Pege 5of 0



et e e R LY . R gt
SEE 10007 595N NG, 1324 =P

DEPARTMENT OF HEALTH AND | AN SERVIGES o Ry ssasrog?
—CENTERS FOR MEDICARE & MEDW Al SERVICES OMB NGO, 08360301
STATEMENT OF DERICIENCIES M1} PROVIDERSURPLIE b LB G { 2 SURV i
BND PN OF CORREGTION Wi IDENTEICATION h:?%g‘ V) MLTIELE CONSTRUCTION txa)ggfa';'fgfébw 1
A BUILDING ’
_ G
538032 . ING - DB0B12007
NAME OF PROVIDER OF SUPPLIER

ETREET ADDRESS Gy, BTATE, ZIF Cons
FIONEER MANOR NURSING HOME 00 W 8YH 57
GILLETTE, WY 43716

() I BUMMARY STATEMENT OF DEFICIENCIZS (0 FROVIDER'D PLAN OF CORRECON R
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORAECTIVE AGTION SHOULD BE COMbLETION
TAS REQULATORY OR LSG IDENTIFYING INFORMATION, TAG CROSS-REFERENCED TO 'THE APPROPRIATE DATE
DEFICIENCY) |
F 272/ Continued From page § B |
review of the madical recurd showed 2 } 1‘30«4‘ ity wil ide cuch resident with ;[
somprahensive bowel assessment was not i The tacility will provide ssch resident with |

' corpleted afler the resident develuper diarhea,
On B/B/07 at 11:30 AM, the MDS sunrelinator
confirmed a somprahensive bowel sssessment

palatable food 8t the proper vemperature !
This will be gecomplished by ;
1. Repident #26 and 2 unjdentified, nop- |

haet wed e
figh

|
YUIApIE FEBIenis ware vt provided with |

. Tthomy
SHSHOEeR-QoMPletact

E 364 453 B 1) FOOD P 364 palatahle food at the 1ight termperature l
§8=0 ' : during_a meal observation.
Each resident recalves and the facllity provides | A Distary hes besn educated that ng '
food prapared by metrods tat consenve nutritive : food will be served umtil resident s |
value, favor, and appsarance; and fond Wat s ! seated of their able.
palatable, atiractive, and ot the propar B OIf resxdxm} iz 0t _se&ter.i. oF Tt mafliy
ternperature | W ems, food will be dalayed in

i i serving from stesar table or if
i ! already served and vesident Js not
This REQUIREMENT 5 net met a1 svidenced | fﬁ;ﬁyéz ec*mrn;r;sr&;:i:lrxg‘fx dﬂxﬁ |
byi | i.’.‘ ; ﬁﬁ)‘\‘ﬁ. ‘i' i A ; :
Based on observation and staff interview. the | refigerator until renident is ready. |
! facility failed to provide priatable faod at the l At that time, hot food will he

proper ternperature for 1 sampla (£26) ard 2 hented before garving 10 the !

unidentified, non-sample residents during one of | | reuident. ] |
one rmeal obsetvalivns, The findings were: ‘ . Dietary wit monitor food placed in [
: refrigerator for time to be removed.
i Observation of the evening meai on 8/7/08 at | I resident wants food sfter fhay |

5:30 PM revealed resident #26 and 2 other

L unidentified residents were sasted at an ausisted serve up a fresh meal. _ '

| table, The meals, consisting of pureed or pround D. Clinical Bupervisors will monitor
 Sausage and chopped Frenah toast, ware ft mial passes rendomly and log
s uncovered and were served gt 5:30 PM, None of  results in the monitoring tool,
| residants were assisted until :45 P The food ] E DOW will present tle ﬁn‘dmgs 1t
| Temained uncovered during that time. Mo atternpt the QIC for fwther review and

to checl the termparature of the food or reheat the recannmendationg,

+ food was made, F. Completion dite of 92207

F 428 | 483.60(¢c) DRUG REGIMEN REVIEW L Fagg

T i |
| The drug regimen of sach resident must be I
: reviewed 8t least once a month by a licenced |
i phermanist t

time, dietary will be notified 1o .

0722707

; ; |
I { ! !
FORM CIME-256 7(00.99) Pravicus Versions Ohaotore Bveni I0:T81511 Facitity (D Wz
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The pharmacist maost report any irregularities to
the attending physician, and the director of .
nursing, and these repors must be acted u bor, |

{%&) 0 : SUMMARY STATEMENT OF DERICIENCIES in [ PROVIDER'S PLAN OF CORRERTION oy
PREFIX (BATH DEFICIBNCY MUS™ RE PRECEDED §Y FULL PREEIX | (EACH CORRECTIVE ALTIGN SHOULD BE GOMBLETGN
TAG REGLLATORY OR L&S IDENTIFYING INFORMATION) TAG CROSS-REPERENCED 70 THE APFROPRIATE naTR
DEEIENGY)
F 426 Continuad From page 6 Fagg
. F428

licensed pharmacist durief the monthly
wedicudon ragimen review, This will he .

The facility wiil ensue pricssry '?sim'l
act upon rﬁmﬂmmndarim;?\n oy e [ bt
4 \

1)

Vljk];lf’ 2 f )

“0)

This REQUIREMENT is not met as evidenced
by,

Based on medical record review and staff
intarview, the facitity fatlad lo ensura (9 primery !
physician acted upon ecommendations made By |
the licensed pharmacist during the montily »
medication regimen review for ona of one sample |
(*BE) residants. The findings were: i

Review of the May 2007 metication regieen
record for rasident #68 revealed the phasmacist
asked the physician fo considar shiecking a
sholasisrol pansl and fiver function tests for this
resident who was recelving Vytorin (a cholesterol
lowering medication). In addition, the pharmacist
asked the physician fo consider & dose reduction
| of the Zoloft for this resident or provide a llst of
the risks verses benafits of continuing the drap at
the current level. Thay physician nad not
indicated by inltisl or comment that he was swars
. of thiese recommendations. The June 2007
| medication segimen review refeirad fo the fay
! 2007 record and documented: “Flease see
| above.” The July 2007 review documented: "Na
| other concerns than those noted above.” There
| was no indication In the racord that the physician
i @ictad upon the pharmasist's recommendations J
f for May, Jure or July 2007, Interviey with the ‘
| diractor of nursing on 8/8/107 at 2:45 FM varifiey |
i the physician's lack of action relsied io the ;
l pharmacists recommendations.

| |

atcompitsiert by
A, Residemt  #68; physician  was
fnformed by DON of his lack of
netion from Pharmecists® |
reconunendation. l‘
A letter was sent vo physiefan 1o I
inform him of big respansibility to |
review and aige off (st om) c.ni
recommendations of fhe .
Phavtnaeist, ‘
Medical Director was notified of '
:

mongompliaace  of physiclan on
24007
meeting,
O 847/, Medical Divector sen: |
ietter to all facility physicians
informing or reminding them of -
this requirsiment. 4 J«'
Nursing leadership will Heveloppa |
monitoriog wol o ensure  tha |
compliancs is met. i
E. DON will present findings to the
GIC for  further raview  and
reconminenctations.

Completion date of 222407,

& Medical Divectors

M,fa/@‘a

22007
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The facility must establish and maintsin an
mfeclion cantrel prugram designad to provide a

W pravent the
diges i

. an irkaction control program undar which |

the facilty, decides what pracedures, such as
Isolation shoutd be applied to an individual

corrective aclions related to infections,

This REQUIREMENT is not et as avidenced
by

of palicies end proceduras, the facility failed
ensure staff utilized alt possible mathods fo
pravent the fransmission of diseases and
Infections tn one of fiva residentia! units, Tha
findings were;

Qtservation on 8/7/07 st 1:30 ©M showas four

four of the residents who reslded on NS wee

GNA put the ine scoep cormpletely insida each

; e, During the process, she touched the rim
; andfor sides of each cup with the scoop. This

tup, the CNA put the scoop back Inte the
container of ice, thus contaminating the ive, as

gafe, sanitary, and comfortable snvirenment ana
developmant and transmission of

GILLETTE, WY fiT1e
X in BUMMARY STATEMENT OF DEFICIENGIES i i PROVIER'S PLAN OF DORRECTION { WKl
PRERIX (EAGH LEFICIENDY MUST BE PRECEDED by FLiLL, PREFIX (EAGH CORRELTIVE ACTION SHOULD Pt P GOMELETION
Tal REGULATORY QR LBC IDENTISYING INFORMATICN AR CROSEREFERENCED TO THE ALP ROopsiaTe | LatE
| DEFICIENGY) !
L4
F 4471 | 483 85(a) INFECTION CONTROL, Fdat|
S8n=E Fd41

The facifity will ensure al} staff will wtilize
8l possible methods 1o prevan  the |

tramgrnission  of disesses and im’actlfms.i
i

This will be sceomplished by
A

ot YR 0 K X o L S, TOOR

HL]

avestigates, controls, and prevants nfections in

resident, and malntaing a record of incldents ar

Based on obsarvation, steff rterview, and review

tsolation cars wers locatad outside in the comndor |
on Neightiorhood 5 (N8, Interview with icensed
practical nurse #1 on 87007 at 457 BM reveaied

infected with methicllin resistant Staphvisencous
aureus (MRSAY, Observation at 2:20 PM that chay
showed certified nurse aide (CNA) #2 pessed ios
fo ol residents, inchiding the four with MRSA. The

: resident’s Insulated drinking cup while filing it with

1 brocess contaminated the scoop. Aftes filling each

|
|
ll
f
|

|
|
|
|
i

oA T —talt i:ﬂ!:\'tziﬁpu_::m
Cootdingtor amd the DON i
serviced CNA's o proper “Berviug
of Drinking Water” and the fhcillty
policy wag reviewsd,
Demonstration of proper technique
was completed.

O 8/30/07, the Sl Development
Coordinator jn-serviced nurses on
proper  “Gerving  of  Drinking
Water® and facllity policy was
reviewed,
. Nursing jeedership will dﬂvetaﬂhn
" monivoriag toal to ensure thel
compliance {5 continually tet, ‘
DON will present findings to the |
QIC  for forther roview and |
recommendaions,
Completion date of 9/22/07.

T
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anes each direct resident contact for which
handwashing Is indicatad by scoepted
profassioaal practice.

f This REQUIREMENT i not met as evidensed |
s by !
| Basen on observation ard review of faclity sheck

; off forms, staff failad to wash thaic hands as
ndicated by accepled professionat practice. The
findings wers:

Cbservation on /707 st 2:12 PM showed

ceriified nurse ade (ONA) #2 washad her hands

after providing care for resident #24. Hewervey,

{ the CNA turned off the faucet with her wet hands

‘ hefore drying them on paper towels, The corraer |

‘l handwashing procedurs, a5 deseribed in the
facibly's undatad policy entitied: Wyashing Hands

- Gheck Off" was to "Usa clean, dry paper towel

to dry hands... To tum off water, use try cloan

paper towel or & dry area of paper towel" Furthar

| feview of the procedurg stowed hand washing,

| "when done comactly, (s the single most effective

| way to prevent the spresd of communicabla |

|
'

oy | SUNMARY STATEMENT OF DERIGENGEE T FROVIOER'S FLAN OF CORRERTION [ o
PREFIY (EACH GEFICIENCY MUST BE PRECEDED BY FULL | PREFX {EACH CORRECTIVE ASTION SHOULD BE | CombiErin
T3 | REGULATCRY OR LSC IDENTIFYING INFORMATION, ; oG (:RGSS‘REFJ}IREED\'EE% ‘géo THE APPROPRISTE DATE
EFIG ENCTN
i ' ) - ]
F 441" Continued From fage 8 F 441 |
rwell. On 87/07 st 3:30 PM the diractor of nursing
| designee stated the jce scoop was not to be
| placed inside the cups.
- ] ay - ', . - H
Fad4 | 483.65(b)(3) PREVENTING SPREAD O F 444
G5ty | INFECTION Tidd
The facliity rmust require statf 10 wash their hands | The facility will ensure that siaff wash thei

hands s indicated by accrpted professional
| peoctice dhat Includes handling of favest
handles wnd doodkmobs,  This will be .
accotplished by: }
A, Ehlh— A pltad ine—the—gtrvny, :
rechived—addittonsrammr—or—-
B, On 817/, the Staff Development
Coordinaeot and the DON in-
serviced CNA’s on professional
praciices of hand washing which in
included proper handling of fucet
handles and doorlmebs. i
C. Cn 830/07, Steff Devolopment
Coordinator and the DON in-
serviced professional nurses on
| proper praciices of hand washing
' mcluding, handling  of  Bwoet ‘
handles and doorknobs. ; AV
D Nursing leadership will developpd
monitoring  teol 10 ensure
complianee  of  proper  hand- ;
washing procedurs, \

i
| B DON will present findings to QIC |
 diseases,” : for  further  jeview and |
| ‘ reommendations. e
! i B Completion cats of 07107, [ 910407
j ? | 5
5 |
! i
| !
]
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