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I g% The following deficiencies relate fo the facility's
N “Tp-annual health survey, {See Code of Federal
| Regulations (42_CF R) Part 483, Subpart B -C),
Complaint #79532, #80008 & #80937 was not )
substantiated, .
F 822 Transfar and Discharge Requirements F 622 Residents #1 7, 22, #8 and al other 2/18/2019

ss=8( CFR(s): 483.15(c)(1)IM(2)(1){i)

§483.15(c) Transfer and discharga.-
§483.15(c)1) Facliityrequirements-

() The faclity myst permit each resident to
remain in the facility, and not transfer or
discharge the resldent from the facility unless.
(A) The transfer or discharge ig necessary for the
resident's weifare and the restdent's noads
cannot be met in the facility;

(B) The transfer ar dischaigs ls appropriate
because the resident's health has Improved
sufficlently so the resident na longer needs the
setvices providad by the faciity;

(C} The safety of Individuals in the facility Is
endangered due to the clinical or hehavioral
status of the resident;

(D) The health of Individuals in the facility would
otherwlse be endangered;

{E) The resident has failed, after reasonable and
appropriate notice, to pay for {or to have paid
under Medicare or Medicaid) a stay at thefacility,
Nonpayment applies if the resident does not
submit the necessary Paparwork for third party
payment or after the thirg party, Including
Madicare or Madicald, denles the claim and the
resldent refuses to pay for his or her stay. Fora
regldent who becomes eligible for Medicald after

esldents will be provided the proper
ransfer paperwork for transfer to g different
facility, The facility will also retain 4 copy of
the paperwork provided in the residents
medical chart. '

Nurses were educated 1/25/2019 on DON
oXpectation of making coples of transfer
information when g resident is being sent
out to a different facility,

Transfor check list was created on
112512019 for the use on all fransfers,

DON and/ar designes will perform random
audlis to ensure compllance.

All findings and concerns will be presentad
to the QA team-

THLE (X6} DAYE

‘@iTORYDIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

2/g))5

* 1y deficlency statement en'dlﬁﬁwﬂh an asterisk (*) denotes a deflclency which the Institvtion may be excused from corraciing providing 1t ls determined that
hat- “~quards provids sufffelant prateotion to the patlenis . (See lnstructions.) Excepl for nralng homes, the findings stated above are disclosable 99 days
Tlo # date of survey whather ar not a plan of correotlor js provided, For nursing homes, lhs above findlngs and plans of aarrestlon: are disclosable 14
¥ szruwlng he date these dosumenis ars mada avallable to the facllity, {f deflclencles are ollad, an approved plan of corection |g requisite fo conlinued

Jgram participation.
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admission {o a facility, the facliity may charge a
resident only allowable charges under Medicald:
or

(F) The facilify ceases to operats.

(I} The facility may not transfer or discharge the
resident while the appeal s pending, pursuant to
§ 431.230 of this chapler, when a resldent
exsrclises his or her tight to appeai a transfer or
discharge notice from the facility pursuant to §
431.220{a)(3) of this chapfer, unless the fallure to
discharge or transfer would endanger the heaith
or safely of the resident or other individuals in the
facllity. The facllity must document the danger
that faliure fo transfer or discharge would pose.

§483.15(c)2) Documentation.

When the facliity transfers or discharges a
resident underany of the cireumstances apecified
in paragraphs (c)}{1)i){A} through (F) of this
section, the facility must ensure that the transfor
or discharge is documented in the resident's
medical record and appropriate information Is
communicated to the receiving health care
Institution or provider.,

(1) Docurmnentation in the resident’s medical record
must include: .

{A) The basis for the fransfer per paragraph {c)(1)
(i) of this section,

{B) In the case of paragraph (c)X{1)(1)(A) of this
section, the specific resident need(s) that cannot
be met, facility attempts fo mest the resident
hesds, and the service available at the raceiving
faclity to meet the nead(s).

(i} The documentation required by paragraph (c)
{2)(}) of this section must be made by-

(A) The resident’s physician when transfer or
discharge |s necessary under paragraph ((,} {1)
(A} or (B) of thia section; and
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(B} A physician when transfer or discharge is
necessary under paragraph {¢)(1)(1)(C} or (D) of
this sectlon.

(I Information provided fo the recelvingprovider
must include a minimum of the following:

(A) Contact information of the practitioner
rasponsible for the care of the resident,

{B) Resident representative Informatlion Including
contact information

{C) Advance Directive information

(D} Al spacial Instructions or precautions for
angeing care, as approprlate.

(E) Comprehensive care plan goals;

{F) All other necessary Information, including a
copy of the resident's discharge summary,
consistent with §483.21{c}(2) as applicable, and
any other documentation, as applicabls, to ensure
a safe and effective transition of care.

This REQUIREMENT Is not met as evidenced
by:

Based on clinfcal record review and staff
interview, the facllity falied to provide discharge
and madical Information to the receiving
instltution at the time of discharge for three of
three residents reviewed. {Resldent #17, #22 &
#8) The facllty census waes 29 resldents.

Findings include:

1. The facility electronlc medical record Census
List revealed Resident #17 transferred to the
hospital on 11/11/18 and 11/28/18.

Progress Nofes dated 11/11/18 at 7:39 p.m.,
documented the resident was sent to the hospital
via ambulance.

Progress Notes dated 11/28/18 11:61 p.m.,
documented an ambulance arrived te transport
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the resident. Emergency Department (ED)
notified and gave report.

The cinical record facked documentation of
Information sent with the Resldent when he had
transfarred {o the hospital 11/11/18 and 11/28/18,

During interview on 1/23/19 at 1:48 p.m., Staff D,
Reglstered Nurse, RN roported when they
transferred a resident to the hosplial, they sent a
copy of the Facesheet and medication record,

During interview on 1/23/19 at 1:48 p.m., the
Diractor of Mursing, DON reported the nurse filled
out a fransfer form, sent a copy of the Facesheet
and the MAR whenever a resldent fransfarred to
the hospital. The DON acknowledged If staff did
not make a copy of the iransfer form, then they
had no record of the information sent, The DON
reported the copy of the Transfer Form was kept
It the hard chart,

During interview on 1/23/9 at 3:05 p.m., the
Nurse Consultant stated they had no proof of any
transfer form documentation complated when the
resident was sent to the hospltal. The nurse
consuttant reported they thought the Information

.1 was siored in the cloud after they checked a hox

on the electronic health record but found out they
had no records of transfer documentation.

2. The faciilly slectronic medical record Census
List reveated Resident #22 transferrad to the
hospltal on 8/18/18.

Progress Notes dated 8/18/18 at 1:10 p.m.,

_| documented the resident was sent to ER via

ambulance.

F 622
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The dlinlcal record lacked documentation of
informatlon sent with the resident when he had
transforrad to the hospital on 8/23/18.

3. The facility electronic medical record Cenaus
List revealed Resldont #8 was {ransferred to the
hospital on 12/1/18.

Progress Notes dated 12/1/18 at 7:30 a.m,,
documented the resident transferred to the
hospltal via ambulance,

The dlinical record lacked documentation of
informaticn sent with the resident when

transfarred to the hospital 12/1/18. : :
Resldents #17, #8 and alf other residents that  [2/18/2019

F 623 ggg{ii)Rzgg'féﬁgj’%fg;e Transfer/Discharge F 623 yischarge from the facility will be rocorded and
S8=B T _sent to the Ombudsman per regulation.

( §483.15(c)(3} Natice befare transfer. Facility will ensure all transfers and discharges
Before a facliity transfers or discharges & to a different fasility are recorded and sent to the
resldent, the faciiity must- Ombudsman.

(i) Notify the resldent and the resldent's :
representative(s) of the transfer or dischargs and Administrator and/for designee will perform
the reasons for the move in writing and In a random audiis to ensure compliance.

language and manner they understand. The
facifity must send a copy of the notice fo a
represantative of the Office of the State
Long-Term Care Ombudsman.

{iy Record the reasans for the fransfer or
discharge in the resldent's medical record in
accordance with paragraph {c){2) of this section;
and

{lil} Include in the nofice the ltems described in
paragraph (c¥5) of this section.

Al findings or concerns will be presented to the
QA team,

§483.15(c)(4) Timing of the notlce.

{l) Except as specified in paragraphs (c)(4)(ii) and
{c)(8) of this section, the notice of fransfer or
discharge required under this section must be
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made by the facility al least 30 days before the
resident Is transferred or discharged,

(ii} Notlce must be made as soon as practicable
before transfer or discharge when-

{A) The safety of Individuals in the facility would
be endangered under paragraph (c)(1)(i}(C) of
this section; : :

{B} The health of Individuals In the facllity would
be endangered, under paragraph (¢)(1)(1)(D) of
this section; '

(C) The resident's heaith improves sufficlentiyto
gllow a more immediate transfer or discharge,
under paragraph {c)(1)(i)}(B) of this section;

(D) An immediate transfer or discharge is
required by the resldent's urgent medicalneads,
under paragraph (c){1)(I){A} of this section;or
{E) A rasident has not resided in the facllity for30
days.

§483.15{c)5) Contents of the nofice, The written
notice specifled In paragraph (c)(3) of this section
must include the following:

{) The reason for transfer or discharge;

{ii) The effective date of transfer or discharge;

{ill} The location to which the residentis
transferred or discharged;

(lv} A statement of the resident's appeal rights,
including the name, address {mailing and small),
and telephone number of the entity which
racelves stich requests; and information on how
to obtaln an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

{v) The name, addross (malling and emall) and
telephone number of the Office of the State
Long-Ters Gare Ombudsman;

(vi) For nursing facllity resldents with inteliectual
and developmental disabilities or related

F 623
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disabilities, the malling and ematll address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
G of the Davelopmental Disabliities Assistance
and Bill of Rights Act of 2000 (Pub, L. 106-402,
codlfled at 42 L1.5.C. 158001 et seq.); and

(vil) For nursing faclilty residents with a mental
disorder or related disabilities, the malling and
emall address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
gstablished under the Protectlon and Advecacy
far Mentally I Individuals Act.

§483.15{c){6} Changes to tha notice.

If the information In the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the netlce as soon

| as practicable once the updated information

becomes availabla.

§483.95(c)(8) Notice in advance of facllity closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notlftcation prior fo the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facllity, and the resldent representatives, as
well as the plan for the fransfer and adequate
relocation of the residents, as required at §
483.70(]).

This REQUIREMENT is not met as evidenced
by:

Baswed on clinical record review and staff
interview, the facility failed to notify the Long Term
Care (LTC) Ombudsman of discharge/transfer of
two of throe rasidents reviewed. (Resident #17 &
#8) The facility census was 29 residents.
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Findings include:

1, The Census list revealed Resident #17 wasIn
the an hospital on 11/11/18 and retumed on
11/14/18, and on hospital leave 11/28/18 and
returned on 11/29/18.

The facility had no documentation staff notified
the LTC Ombudsman when the resident
transferred from the facility on 11/11/18 and
11/28/18.

During Interview on 1/23/19 at 1:17 p.m., the
Administrator reportad she submitted names of
residents who had explred, discharged to home
and after a resident was hospitalized for 10 days,
The Administrator reporied she did not know she
had o notify the ombudsman when a resident
fransforred to the hospital.

2. Progress notes document Resldent #8
transferred to the hospltal on 12/1/18 at 7:30
a.m., and returned to the facliity on 12/7/18 at
12:26 p.r.

The Notice of Transfer Form to the Long Term
Care Ombudsman filled out by the facility jacked
the resldents name,

Natice of Bed Hold Policy Before/lipon Tmsir
CFR(s} 483.15(d){1)(2)

§483.15(d) Notlce of bed-hald policy and return-
§483.15(d}{1) Netice before iransfer. Bafora a

nursing facility fransfars a resident to a hospital or
tho resldent goes on therapeutic leave, the

F 623

F 625

Residants #8, #17, #22 and all other residents or|
resident representatives will be presented the
polley to have the option {o hold the bed.

Education provided to nurses on 1/25/2019 on
expactations for Bed Hold Palicy,

2/18{2019
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nursing facliity must provide wiittert Information to
the resldent or resident representative that
specifigs-

{i) The durafivn of the state hed-hold policy, If
any, during which the resident is permltted to
return and resume residenca In the nursing
facility;

(I The reserve bed payment policy in the state
plan, under § 447 40 of this chapter, Fany;

(iff) The nursing facility's policies regarding
bad-hold perods, which must be conslstent with
paragraph {e)1) of this sactlen, permiting a
resldent to return; and

(lv} The informatlon specified in paragraph {e)(1)
of this saction.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalizaticn or therapeutle leave, a nursing
facility must provide to the reskdent and the
resident representative written notice which
spacifies the durstion of the bed-hold policy
describad in paragraph (d){1} of this section,

This REQUIREMENT Is not met as evidenced

by

Based on clinlcal record review and staff
Interview, the faclllty failed to provide notice ta the
resident andfor resident representailve of the
facility's bed hold polley prior to hoespitalization for
three of three resldents reviewed, (Resident #17,
#8 8 #22) The facllity census was 29 residents.

Findings Include:

1. Review of Resident #8's progress notes
documented the resldent was fransferred fo the
hospital on 12/1/18 at 7:30 a.m. and returned to
the faclfity on 1217118,

fto engure gompliance,

All findings and concerns will be presented to the
QA team
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The clinical record lacked documentation the
resident andfor resident representative recelved
notification of the bad hald policy.

During interview on 1/23/19 at 1:00 p.m,, the
administrator revealed she was unable to
produce a copy of the bed hold notification policy
that was sither given to the resident or the
resident representative.

The facllity's Bed Hold Policy and Return,
undated, states Each {ime a resident goes out of
the bullding ovemight, a new bed hald agreement
must be obtalned. At the time of transfer of a
resident for hospltallzation or therapeutic lsave
the facllity will provide a resident/resident
representative written notlce which specifies the
duration of the bed-hold policy,

2. Review of the Census list for Resident #1{7
revealad the resldent was hospltalized on
11/11/48 and returned on 11/14/18, and was
hospltalized on 11/28/18 and returned on
11/29f18.

The clinical record and progress notes dated
1171118 and 11/28/18, lacked documentation of
explanation of the bed hold natlffcatlon to the
rasident or resident reprasentative.

3. Review of the Census list for Resident #22
revealed the resident was hospitallzed on 8/18/18
and returned on 8/23/18,

{ The clinical record and progress notes dated

8/18/18 lacked documentation of explanation of
the bed hold nofification to the resident ar
resident representative.
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Rasident #32 still resides In the facility, Resident [2/18/2019
#32 and all other residents receiva proper '
patlcare and personal needs are met.

F 690 | Bowel/Bladder {ncontinence, Gatheter, UTI F 690
ss«p i CFR(s): 483.25(e}{1)}+(3)

§483.25(e) Incontinence. Education was provided to nursing staff on
§483.25(e)(1) The factlity must ensure that 2/3/2019 of proper pericare procedure.
rasident who is continent of bladder and bowel on
admisslon receives services and assistance to DON andior designes will perform randorm audits
malntain continence unless his or her clinlcal to ensure compliance.

condition is or becomes such that continance is

ot possible to maintaln. All findings and coricerms will be presented to the|

QA team.

§483.25(e)(2)For aresident with urinary
Incontinence, basad on the residont's
comprehensive assessment, the facility must
ensure that-

(I} A resldent who enters the facility without an
indwelling catheter is not catheterized unless the
. resident’s clinical condition demonstrates that

{ catheterization was nacessary;

{li} A resident who enfers the faaility with an
Indwelling cathetor or subsequently receives one
Is assessed for removal of the cathater as soon
as possible unless the resident's clinlcal condition
demonstrales that catheterizafion is necessary;
and

(lii} A resident who Is incontinent of bladder
recelves appropriate treatment and servicesto
prevent urinary tract Infections and 1o restore
continence to the extent possible.

§483.25(e)(3) For a resldent with focal
incontinence, based on the resident’s
comprehensive assessment, the facility must
ensure that a resident who is Incontinent of bowel
roceives approptiate treatment and services to
restare as much normal bowel function as
possibla.
This REGUIREMENT [s not met as evidenced
by:

Based on ohservation, clinical record review and
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staff interview, the facliity failed to ensure staff
completed proper petineal care after an
incontinent episods for one of four residents
reviewed (Resident #32) The facility census was
29 resldents.

Findings include:

1. The Medication Administration Record {MAR}
for January 2019, listed Rasident #32 had
diagnoses of need for assistance with personal
carg, Type Il diabetes mallitus and neuromuscular
dysfunction of the bladder.

The January 2018 care plan dated 1/15/19,
Idantifled problem focus areas of & pressure vlcer
on the left butiock and an open sore on the
scrotal area due to incontinence and immohbility,
of being at risk for skin breakdown dus to

‘decreased mobility and urlne/bowel Incontinence,

and Incontinent of urine due fo neuromuscular
bladder. An intervention was to assist with
perineal (Incontinence) cares twice a day and as
needed,

During observation on 1/23/19 at 2:46 p.m., Staff
A, certlfied nurse alde, CNA and Staff B, CNA
asglsted the resident to use a bedpan to loilst,
Staff A removed a heavily solled incontinence
brief from the resident prior to placemeant on the
badpan and provided toileting hygiene after
retnaval of the bedpan, Staff A failed to cleanse
the resident’s buttocks, hips, or central perineal
area.

Review of a document labeled Perineal Care for
the Incantinent Resident diracted staff to provide
cleansing to all skin areas contaminated by urine
and/or stool,
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During interview on 1/24/19 at 7:30 a.m., the
Director of Nursing stated it was her expectation
that all areas confaminated with feces or urine
would be cleansed during perineal care.
F 758 | Free from Unnec Psycholropic Meds/PRN Use r 75g[Resldent # 3¢ no longer resldes in the facility.  [2/18/2019
zg=n| CFR{s): 483.45{c)(3)e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45{c){3) A psychotropic drug Is any drug that
affacts brain activities associated with mental
processes and behavicr. These drugs include,
but are not limited fo, drugs in the following
categorles:

{1} Anti-psychotic;

{li) Anfl-depressant;

(iii) Antl-anxiety; and

{iv} Hypnotic

Based on a comprehanslve assessment of a
resident, the facility must ensure that--

§483.45(e)(1) Resldents who have not used
psychotropic drugs are not glven these drugs
unless the medication Is necessary to treat a
specific condition as diagnosed and documented
in the clinfcal record:

8483.45(e)(2} Residenis who use psychotrople
drugs recelve gradual dose reductions, and
pehavioral intervenflons, unless clinlcally
contraindicated, In an effort to discontinue these
drugs; :

§483.45{e)(3) Residents do not recelve
psychotroplc drugs pursuant to a PRN order
unless that medication is necessaary to treat a
diagnosed specific condition that s documented

Nursing staff on using three

PRN psychotroplc drug

ordered.

fo ensure compliance.

QA team.

Education will be provided by 02/18/2019 to the

non-pharmacological Interventions prior to use of]

Communication with fagility Medical Director, on
lexpeciation to end or revaluate after 14 days
after Initial PRN psychotropic drug has been

DON and/or designee will perform random audits

All findings or concems will be presented to the
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In the dinlcal record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited fo 14 days, Except as provided in
§483.45(e)(5), if the attending physician or
presciibing practitioner beligves that it is
appropriate for the PRN order to he extended
beyond 14 days, he or she should document thelr
rationale [n the resident's medical record and
indicate the duration for the PRN order.,

§483.45(e)(5) PRN orders for antl-psychotic
drugs are limited to 14 days and cannot be
renewad unless the attending physician or
prescribing practifioner evaluates the resident for
the appropilateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on clinical racord review and staff
intarview, the facllity falled to fimit as needad
(PRN; psychofropic medication to 14 days and
falled {o attempt non-pharmacolagical
interventions prior to administration of 8 PRN
anti-anxiety medication for one of five residents
revlewed for unnecassary medicallons. (Resldent
#30) The facility census was 29 resldents.

Findings include::

1. The Minlmum Data Set (MDS) assessment
dated 1/8/19, documented Resident #30 had
diagnoses of hon-Alzhelmer's dementla and
psychotic disorder and was independent for bed
mobillty,walking in room and transfer.

A Physiclan Order dated 12/28/18, documentad .
an order for Xanax 0.25 milllgrams {mg) one
tablet every 12 hours as neaded (PRN),

F 758
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The Medical Dirsctor-Report of Irregularities
dated 1/4/2019, contained recommendations by -
the pharmacy consultant to the physician
regarding the resldents PRN Xanax. The note
stated PRN administration of psychotropic
maedications should ba reserved for acute
situattons, if the resident would require the above
PRN order longer than 14 days, please note the
followlng to comply with CMS regulations:

a. Specific clinical rationale for continuation ofthe
order; ’

b, Specific duration for which the ordershould
continue: or, discontinue the above PRN order

“A raview of the Medication Administration Record
{MAR) for December 2018 and Jahuary 2019
rovealed staff administerad the PRN Xanax cne
tme on January 13, 2019,

Ruring interview on 1/23/9 at 5:10 p.m., the
Director of Nursing confirmed the order did nof
contain a stop date and stated they do nof have a
process ot protocol In place to idently PRN
psychotroplc medications for discontinuation.
infection Pravention & Gontrol

CFR(s}: 483,80(a)(1}2)4)(a)()

§483.80 Infectlon Controi

The facllity must establish and maintaln an
infection prevention and control program
designed fo provide a safe, sanltary and
camfortable environment and to help prevent the
development and transmission of communicable
diseases and Infections.

§483.80(a) Infectlon prevention and control
program,
The facility must establish an infection prevention

F 758

F 880 |Resident #32, #29 and all other residents will

recalve proper pericars with infection control
procedures In place,

Immediate education provided by DON and
Nurse Consultant to Staff membet A on
axpectations for per! care and gloving/hand
hyglene.

Education provided to all nursing staff by
2/10/2019 on proper gloving and hand hyglene,
when to sanitize contaminated items such as a
peri wash botle faliing to the floor and when fo
use barrlers for bed pans to prevent spread of
potential infaction,

2/18/2019

FORM CMS-2667(0G2-09) Previous Verslons Obsolete

Event ID; Z4ThNt1

Faclllty 103: 140637

If continuation sheet Page 15 of 21




DEPARTMENT OF HEALTHAND HUMAN SERVICES
. CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/31/2019
FORM APPROVED
L OMB NO. 0938.0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IRENTIFICATION NUMBER:

165308

{X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A. BUILDING COMPLETED

B. WING 01/24/2019

NAME OF PROVIDER OR SUPPLIER

ACCURA HEALTHCARE OF BAXTER, ILL¢

STREET ADDRESS, GITY, STATE, ZIP CODE
407 SOUTH EAST AVENUE
BAXTER, IA 50028

) o
PREFIX
TAG

* BUMMARY STATENENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY EULL
REGULATORY OR LEC IDENTIEYING INFORMATION)

ID PROVIDER'S PLAN GF GORRECTION {%8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)

- 880

Continued From page 15

and control program (IPCP) that must include, at
a minirmum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all resldents,
staff, volunteers, vistors, and other Individuals
providing servicas under a contractual
arrangemsnt based upon the facllity assessment
conducted according to §483.70(a) and following
accepted naticnal standards;

§483.80(a)(2} Written standards, poficles, and
procedures for the program, which must include,
but are not limited to:

{i} A system of surveilance designed to identify
possible communicable diseases or

Infections before they can spread to other
parsens in the facility; .

(if) When and {o whom passible incidents of
communicable disease orinfactions should be
reporied;

(i) Standard and transmisslon-basedprecautions
to be follawed to prevent spread of infections;
(iv¥When and how isolation should be used fora
resldent; including but not limited to;

(A) The type and duration of the isolation,
depending upon the infectious agont or organlsim
involved, and

{B} A requiremant that the Isolation should be the

least restrictive possible for the resident under the
circumstances.
(v) The clraumstances under which the facility

| must prohiblt employees with a communicable

disease or Infected skin leslons from direct
contact with residents or thair food, If direct
contact will transmlt the disease; and

{v[jThe hand hygiene procedures to be followed

F 480{PON andfor designee will perform random auditg
to ensure compliance,

Al findings and concerns will be presentad to thel
QA team.
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by staff Involved In direct resident contact

§483.80(a){4} A system for recording incldents
Identiffed under the facllity's [PCP and the
corrective aotlons taken by the facllity.

§483.80(e) Linens.,

Personnsl must handle, store, process, and
transport linens so as to pravent the spread of
infaction.

§483.80(f} Annual review.
The facility will conduct an anhuai review of its

[PCP and update thely program, as necessary.
This REQUIREMENT Is not met as evidenced
by:

Bagsed on observation, clinical record review,
facility polley review and staff Interview, the facility
failed o uiilize proper Infection control techniques
during resident care for two of four residents
chserved, {Resldent #28 & #32) The facility
census was 29 residents,

Findings include;

1. The Medication Administration Record (MAR)
for January 2019, doeumented Resident #32 had
diagrioses of nead for assistance with parsonal
care, Type || diabetes mellitus and neuromuscular
dysfunction of the bladder.

During observation on 1/23/19 at 2:30 p.m., Staff
A, Certified Nurse Aide, CNA and Staff G, CNA,
entered the resident's raom. Staff C washed her
hands and denned gloves. Staff A donned glovas.
The resident was fransferred from a recliner o
the bed using a mechanicat lift. Staff Aremoved a
heavily soiled brief from the resident and laid it on
the lift sling pad beslde the resident's left
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shoulder. Staff C removed her gloves, washed
her hands and the left room. Staff A placed the
solled briefin the trash, removed gloves, but
failed to wash or sanftize his hands.

At 2:45 p.m., Staff A and Staff B re-enfered the
room, Staff A donned two sets of gloves while
Staff B washed her hands and donned gloves,
The reskdent was ralied to the right side to
remavs the bedpan which contained a bowel
movament and urlne. Staff A removed the bedpan
and fool it to the resident's bathroom. No barrier
was placed under the bedpan In the hed or under
the resident. Staff A wiped the residents anal area
several fimes using disposable wipes, tuming the
wipe or oblainlng a clean wipe for each new area,
A pressure area dressing was soiled with facal
matter and Staff A removed It Staff A removed
his outer sat of gloves and wiped two more
swipes of fecal malter with a wipe, With the same
gloves on, Siaff A touched the bed sida ralls,
placed a clean bief under the rasldent and
assisted Staff B 1o roll the resident to the left hip
to pull the brief under resident. The restdent was
rolled to thelr back. Staff A, wearing the same
glaves, wiped across resldent's abdomen, up
both leg creases from back to front and using the
sama wipe for multiple swipes-cleansed the
resldents frontal perineal area and pulled the
clean brief into place between the resident's lags
while walting for a nurse to come and complete
wound care. Staff A removad the second pair of
gloves, but did net patform hand hyglene. Staff A
donned two sets of gloves and dumped the bed
pan in the toilet and wiped it out with wipes and
placed the bedpan on the floor in the resident's
bathroom without placing a barrier over or under
the bedpan. Staff A removed the outer sef of
gloves, Staff A lowered the head of the bed and .
assisted the resfdent fo tum to the right hipagatn
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s0 the nurse could complete the wound
treaiment. After the treatment was completed,
Statf A securad the clean brlef on the resident,
removed the it sling from under the resident, and
assisted the nurse fo pull up the resident's pants.
Staff A wearing the second pair gloves, gathered
the frash and exited the room to take it to the ditty
Liility room,

Review of a dasument labeled Perinea! Cars for
the Incontinent Resident with a revislon date of
710 directed to provide cleansing to all skin
areas contamlinated by urine andfor stool. If
resldent has had a bowel movement, remove as
much as possible with tollet tissue or brief before
beginning porineal care. Remove gloves. Cover
resident. Remove gloves and re-apply gloves. itls
important to ramove gloves at any time they
appear solled of stool and re-apply newgloves,

Review of an undated document labeled
Handwashing Techniguse, the policy directed that
hands should be washed after close restdent
contact even when gloves are worn.

Raview of an undated doctiment labeled Glove
Use, the policy directed staff to perform hand
hygiene after removing gloves. Gloves do not
replace hand hyglene.

During Interview on 1/23/19 at 3:15 pam., Staff A
stated he had always double gloved when he
knows that he will be deallng with fecal matier.
Staff A stated he removes gloves and performs
hand hyglene depending on what he is doing at
the time. Stated he had worked in several
different facifities and different states and was
taught to double glove,
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During interview on 1/23/19 at 3:20 p.m., the
Consultant nurse stated It was her expactation
that staff retnove thelir gloves and perform hand
hygiene when maving from dreas of dirty tasks to
clean tasks and espacially after cleaning up
bawel movements. The Consultant stated Staff A
was an agency employee. The Consultant stated
thay do not teach or support double gloving.

2, The Minimum Data Set (MDS) assesament
dated 12/28/18, reveslad Resident #28 had a
diagnoses of spina bifida and neuromuscular
seofiosts,

During observatiory'on 1/23/19 at 10:57 a.m.,
Staff B, CNA picked up a bottle of periwash
solution that fell onto the floor by the resident's
bed, Staff B sprayed periwash onto wet
washcloths and cleansed the resldent’s periarea
and grotn with the contaminated washcloths, The
Director of Nursing (DON}) stood In the room
while cares provided.

During interview on 1/24/19 at 10:40 a.m., the
BON reported she expecied staff to obtained
another boftle of perlwash whaen the boftle fell on
the floor.

During observation on 1/23/19 at 11:28 a.m., Staff
D, Reglstered Nurse, donned a pair of gloves and
removed the dressing and gauze packing from
the resident's scrotal wound, Staff D took 8
saline gauze and cleansed around the resident's
scrotal area and under the right buttack. Staff D
took ancther saline gauze and cleansed the inner
aspect of the scrotal wound and changes her
gloves.

The DON stood in the resldent's room and
obsarved while Staff D performed the dressing
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During interview on 1/24/19 at 10:40 a.m., the
DON reported she expected staff to change
gloves and hand sanitized when contaminated N
and when they went from a dirty to a clean task.
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