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F 000 | INITIAL COMMENTS F 000

Surveyor: 27457

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 1/2/13
through 1/3/13. Areas surveyed included resident
behavior and facility practices, quality of care,
nursing services, infection control, and
administration. Good Samaritan Society Tyndall
was found not in compliance with the following
requirements: F226, F281, F323, F441, and
F490.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
§5=D | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 27457

Based on record review, interview, and review of
the State of South Dakota reporting
| requirements, the provider failed to report one of
one incident related to improper equipmerit usage
resulting in injury to one of one sampled resident
{1). Finding include:

1. Review of resident 1's progress note from
9/6/12 at 12:22 p.m. revealed:

*Registered nurse (RN) A had spoken to the
resident's daughter on the above date and time
and had discussed an incident that had involved
the resident hitting her head on her bed frame.
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*RN Awrote T'Daughte.r updated et Jand} had no gﬁab}c_tﬁ-sgnd%fv eckiration
further questions at this time." ifrrepott-to-the-DOH Ao Yott up o
1 e f}féﬁw vt 3443
Review of all of the incident reports provided to All injuries sustained
surveyor 16385 at the time of the survey revealed as a result of
no reports were present for September 2012 for - equipment failure or
resident t.- incorrect use will
Review of the 9/5/12 faxed report to resident 1's have an mcnde(r;t
physician regarding the incident noted above report ﬁl‘ed and a
revealed: ‘ "~ report will be sent to
*She had struck her head on the foot board of her the DOH.
bed during a transfer in a Hoyer lift. ' All nurses were
*She had a 3.5 centimeters (cm) by 2.5 cm bruise ducated on 1-17-13
on her forehead as a result of striking her head cauca
on the footrest of her bed. and 1'1 8-13 by the
*Staff had reported she "Squirmed out of sling." " administrator
: d' ' g cthe Stat regarding the
nterview, record review, and review of the State rting of this
of South Dakota reporting requirements on 1/3/13 felz:])r tg the DOH as
at 1:00 p.m. with the administrator and the nature to the L
director of nursing regarding resident 1's above well as an incident
noted injury revealed: - report. The
;Th;,y xior}figm'id_zhehqad ;trUck hgr .head on the administrator, DNS,
‘ootrest of the bed while she was being ; -
transferred in a Hoyer lift from her bed to her a.n(ill Social Work
Broda chair on 9/3/12 at 7:30 a.m. wi ; me.et daﬁ_ﬁmd
*She had parfially: slipped out of the Hoyer lift | review ineident
sling during the above transfer and had been reports—Hhis
caught by one of the certified nursing assistants committec-will
{CNA} and the resident's rcommate. determine-ifa repott
*The administrator had found the wrong size sling . ’
had been used for the transfer. The resident care torthre B_G'f. _f_IS meeded.
plan had called for a medium sling but a small - Nurseswittalso
sling had been used at the fime of the incident. deteppine-ifan
*They stated the rationale for staff using the incident requires—
wrong size sling had been the resident's medium . . i ’
sling, was soiled, and rio ofher medium slings s TepoTtimgte-tic ’ :
N NI , A  Lvery WQ‘.’M‘\\}}D review &
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F 226 | Continued From page 2 F 226 The QA coordinator
were available. g i i
or designee will audit
*The corrective actions faken by the provider 1 inciﬁgnt reports to
were more slings had been ordered, CNAs a P
involved in the incident had been counseled, and assure proper
the resident’s care plan had been updated. reporting was done;
*No one had reported the 9/3/12 incident to the these audits will be
South Dakota Department of Health. The . o]
e weekly X4 and
administrator stated she had not thought the dfr_l_e ( -thly X4. The 2-1-13
incident needed to be reported. then monthly A4.
*They were familiar with the South Dakota -dinator will
Department of Health required nursing facility QA coorCé. t findings
event report form. report aucit LY M
*They agreed the South Dakota Department of to the QA comumiiie L Bimorcth
Health required nursing facility event report form monthly'and the QA NS
instructions under falls required them to report ' committee will 24-15
incidents when ass:stwg eq_uupment such as lifts determine if further
had not been used appropriately. . g/ reeded
*They agreed they should have reported the auditli} 18 IeECLL
9/3/12 incident to the South Dakota Department -
of Health.
*No formal quality assurance processes had been
started to monitor the use of the lifts and their
slings after the 9/3/12 incident had occurred.
F 281 | 483.20(k)3)(i) SERVICES PROVIDED MEET F 281
5s=G | PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:
Surveyor: 27457
Based on record review, interview, and policy
review, the provider failed to appropriately
assess, monitor, intervene, transport, and
document on one of two sampled residents (1)
who had fallen and sustained an injury. Findings
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F 281 : Continued From page 3 F 281
include: F281
1. Review of the required nursing facility event -
d RS y The facility has

reports submitted to the South Dakota
Depariment of Health on 11/40/12, 11/16/12, and
12/14/12 regarding resident 1's 11/9/12 fali
revealed:

*Her Broda chair was in the upright position while
at the supper table.

*Staff were not directly supervising her.

*She had fallen face first from her Broda chair in
the dining room white waiting for supper to be
served.

*The fall had resulted in facial trauma that
inctuded fractures of the sinuses and septum.
*At the time of the incident she had significant
bleeding that staff could not stop resulting in the
transfer of the resident to the hospital.

Review of the 11/9/12 nursing documentation for
resident 1 revealed:; :

“There had been no nursing-documentation
related to the circumstances, condition, transfer,
or care of her after the above fall.

*One set of vitals from 6:00 p.m. on 11/9/12 was
present. The vitals taken were: pulse 90,
respirations 20, and blood pressure 127/75.
*One neurclogical check had been documented
at 6:00 p.m. It stated the resident's:

-Level of consciousness was "Persistent
vegetative state, opens eyes/wakeful but no
evidence of purposeful behavior of cognition.”
-Pupils were 2 millimeters in size and reacted to
light.

-Adl four extremities were "strong" and
spontaneous movement to command was
present.

provided education to
all nurses on 1-17-13
and 1-18-13 regarding
standards of practice,
physical assessment,
documentation,
emergent situations
and incident reporting
by nurse consultant,
Director of Nursing
and Administrator.
The Director of
Nursing or designee
will also meet with
each nurse
individually to work
through an emergent
case scenario where
nurse must
demonstrate
assessment skills and
appropriate use of
assessment tools and
a competency
checklist will be
completed. A skills
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1 her nose. She further stated she was the person

(DON) and the administrator regarding resident
1's 11/9/12 fall revealed:

*The administrator believed she had fallen around
5:30 p.m. and had been transporied to the
hospital per the facility van around 6:30 p.m. after
nursing staff couid not control the bleeding from

who had transported her to the locat hospital
without any medically trained personnei in the
van. When asked why the resident had been
transported in the van without medical personnel
assistance instead of calling the ambulance she
stated "The nurses thought it was okay."

*No documentation was present related to the
resident's condition at the time of her transfer or
during her transfer. The administrator confirmed
she had not documented anything related to the
resident's transfer in the facility van or the
degision to not transport her via ambudance.
*According to the provider's internal investigation

and the Broda chair.
The investigation
team of DNS, Social
Services Coordinator
and Administrator
will review ail
incident reports on an
every workday basis.
Audits of
documentation and
assessment will be
completed on at least
3 residents per week x
4 weeks and then
monthly x 3 months
and will continue as
needed thereafter.
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F 281 | Continued From page 4 F 281 ci)lmpetfzncit fa;; }tl"or
: X . A ; a
Review of all of the provider's investigation all nursing sta P S
documents requested from the administrator been planned for 2-5-
related to resident 1's 11/9/12 fall revealed an . 13 and 2-6-13, where
inter_nal fall report ha]d been filled out. However no all nurses, med aides
nursing documentat_tgn was prese'nt related to and C.N.A.s will be
assessments, condition of the resident post fall, checked out
or how the resident had been transported to the checked out on
hospital. ' isolation procedures, 5
handwashing, peri E
. [nterview, record revi_ew, and _policy review on care, mechanical lifts, __
1/3/13 at 2:00 p.m. with the director of nursing 2-15-13

the following had occurred on 11/9/12: The DNS will report

-The resident had fallen face first from her Broda audit results monthly

chair sustaining injury to her face with significant 1 . ‘

bleeding coming from -her nose, to the QA committee.

-Nursing personnel had removed the resident h l

from the floor minutes after the fall with a lift and Week&m\s and Nl

had placed her back in her Broda chair. The L Nuise Wi
L. B _ _ B msomicmla ail
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F 281 | Continued From page 5 F 281

resident was taken to her rcom until around 6:30
p.m. when it was decided to transport her o the
local hospital as noted above.

*No nursing documentation related to the care
she had received post fall was available other
than the information noted above.

*The DON agreed with the following:

-Basic first aid principles had not been followed
related to a fall with face and potential head/neck
injury; such as stabilizing the persons neck in
case of neck fracture, calling 911 for assistance
due to potential fracture, and not moving the -
resident until properly immobilized.

-The basic tenants of nursing documentation had
not been followed for the post fall care of the
resident.

-The resident should have been transported per
ambulance. However after the decision had been
made to transport the resident a nurse should
have accompanied the administrator to ensure
the safety and well being of the resident.

*“They had not evaluated or interviewed any staff
related to the post fall emergency care she had
received after her 11/9/12 fall,

*They confirmed the provider's revised October
2012 fallen and injured resident policy had not
Heen followed.

*No formal quality assurance processes had been
started as a result of the resident's 11/9/12 fall
from the Broda chair.

Interview on 1/3/13 at 2:49 p.m. with licensed
practical nurse {LPN) B regarding resident 1's
11/9/12 fali revealed:

*She had not performed any nursing
assessments or vital signs on the resident.

*She had not observed any other nursing staff
performing vitals or assessments prior to moving
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+ scene 'of the fall she and RN D decided an

-1 was not disturbed further. When asked what

Continued From page 6

the resident.

*She had not been involved in
moving/transferring the resident.

*She stated "I mainly was involved in the clean-up
of all the blood.”

*LPN C and registered nurse (RN) D had been
taking care of her after the fall.

*She agreed basic first aid principles had not
been followed after the resident's 11/9/12 fall.

Interview on 1/3/13 at 2:30 p.m. with LPN C
regarding resident 1's 11/9/12 fall revealed:
*She was one of the nurses who had cared for
the resident that night.

*Shie had been left in charge of the resident the
majority of the time the resident was in her room
while RN D made phone calls to family and
doctors,

*A staff member whio she could not remember
came to her and stated an ambulance was
needed as resident 1 had fallen. She had not
called the ambuiance as she had wanted to see
what the problem was first. After arriving at the

ambulance was not needed.

*She and RN D had decided to move the resident
off the dining room floor to her Broda chair and
then to her room, so the other residents' supper

clinical data had been gatherad to ensure the
resident was stable prior to moving the resident
she stated she was unsure. :

*She and RN D had cared for the resident for an
hour or so prior to deciding to transfer the
resident to the hospital due to being unable to
control the bleeding from her nose.

*When asked how she and RN D cared for the
resident after the fall she stated they had applied

F 281
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| *When asked if she had felt the basic principles

Continued From page 7

ice to the back of her neck and face initially and
then packed the resident's nose with tissue to
help slow the bleeding.

*When asked how she and RN D had assessed
the resident’s oxygen saturations and breathing
as the resident's nostrils were occluded and she
was still actively bleeding she stated she could
not remember listening to her lung sounds or
whether or not oxygen saturations had been
taken.

*“When asked why no documentation was present
regarding the care and interventions she had
provided after the resident’s fall she was unable
to explain; and then stated "I should have.”
*When asked how frequently the resident's vital
signs had been checked she stated she could not
femember.

of first aid had been followed after the resident's
11/9/12 fall she stated no and could not explain
why they had not been.

“When asked why the resident had been
transported to the local hospital in the facility van
per the administrator without nursing personnel
LPN C stated the administrator had stated she
was hot needed. When asked if nurses should
turn the care of a significantly injured resident
over to non-medically trained personnel she
stated "No.”

Phone interview on 1/4/13 at 11:00 a.m. with RN
D regarding resident 1's 11/9/12 fall revealed:
*She was a part-time nurse at the facility

*She was the first nurse at the scene of the
resident's fall on 11/9/12 and had been her
primary nurse that day.

*She had initially asked for the ambulance to be
called, However she had changed her mind after

F281|
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. agitation, confusion, restlessness, fluid draining

Continued From page 8

LPN C had arrived and told her "We don't need to
call an ambuiance for a bloody nose.”

*She had confirmed and had agreed with all of
the above comments of LPN C except she stated
she had not packed the resident's nostrils with
tissue. :

*She confirmed as the RN on duty she had
responsibility for supervision and documentation
of the care administered after the resident's fall.
*No physician's orders had been written as a
result of the 11/9/12 fall that she could remember.
That included the order to transfer to the hospital
without using arn ambulance.

Review of Medline Plus Encyclopedia, "Head
Injury and Neck Injury”, Service of the National
Institute of Health, |
http:/Awww.nlm.nih.gov/medlineplus/ency/article/0
00028 .htm, (June 27, 2011) revealed:

*In the case of a serious head or neck injury 911
should be contacted immediately.

*Signs of head and neck frauma can include:

from thie nose mouth and ears, changes in the
size of the pupils, behavioral changes, arid lack of
coordination.

*Persons withr suspectied significant head and
neck injuries should not be moved. All attempts
should be made to immobilize the injured persons
neck and back to prevent further injury.

Review of Patricia A. Potter and Anne Griffin
Perry, Fundamentals of Nursing, 6th ED., St.
Louis, MO, pg. 477, revealed:

*Complete and appropriate documentation was a
vital aspect of nursing practice.

*Nursing documentation must be accurate,
comprehensive, and flexible encugh {o retrieve

F 281
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' critical data, maintain continuity of care, track
client outcomes, and refiect current standards of
nursing practice."

Review of the South Dakota Board of Nursing's
Administrative Rules, Chapter 20:48, revealed:
*'A licensee is personally responsible for the
actions that the licensee performs relating to the
nursing care furnished to clients and cannot avoid
this responsibility by accepting the orders or
directions of another person.”

*The registered nurse is responsible for the
nature and quality of nursing care that a client
receives under the nurse's direction.”

*The registered nurse shall recognize and
understand the legal implications of delegation
and supervision. The nurse may delegate to
another only those nursing interventions which
that persen is prepared or qualified to perform
and shall provide - minimal or direct supervision {o
others fo whom nursing interventions are
delegated. The registered nurse may only
delegate nursing tasks to unlicensed assistive
personnel in accordance with the standards in
chapter 20:48:04.01."

*The licensed practical nurse may practice in fwo
general settings: with at least minimal supervision
when providing nursing care in a stable nursing
situation; and with direct supervision when
providing nursing careg iy a complex nursing
situation; '

*'The licensed practical nurse shall consuit with a
registered nurse or other health team members
and seek guidance as necessary and shall obtain
instruction and supervision as necessary."

F 323 | 483.25(h) FREE OF ACCIDENT F 323
s8s=G | HAZARDS/SUPERVISION/DEVICES
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The facility must ensure that the resident F-323 .
environment remains as free of accident hazards Resident # 6

| Findings include:

| as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 27457

Based on observation, interview, record review,
policy review, and manufacturer's instructions
review, the provider failed to:

*Ensure one of three sampled residents (1) who
used Broda chairs were properly monitored when
the chair was left in the upright position.

*Ensure staff members were trained on the use
and safety precautions of Broda chairs according
to the manufacturer's instructions.
*Have care plans that contained resident specific
instructions for the use of the Broda chair for
three of three sampled residents (1, 6, ard 8) as
called for in the manufacturer's instruction
manual.

1. Review of the required riursing facility event
reports submitied o the South Dakota
Department of Health on 11/10/12, 11/16/12, and
12/14/12 regarding resident 1's 11/9/12 fall
revealed: ‘

*Her Broda chair had been in the upright position
while at the supper table.

*Staff had not directly been supervising her.
*She had fallen face first from her Broda chair in
the dining room while waiting for supper to be

and 8 are positioned
in the Broda chair
correctly; residents
are never positioned
in an upright position
and left unattended.
Care plans for these
residents have been
updated to include
specific instructions
and interventions. All
residents using the
Broda chair will have
specific care plan
instructions and
interventions and be
positioped properly
with chair never
placed in an upright
position without staff
present. Cushions will
be assessed carefully
prior to use with the
Broda chair. No staff

i
i
|
|
[

t
I
[
)
i
i

will operate the Broda '

chair without training

using the Broda chair

manual. All staff

were educated on the

use of the Broda chalr
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served. onl-15-13 or 1-18-
*The fall had resulted in facial traumna that had 13. The Broda chair
included fractures of the sinuses and septum. manual will be
*The provider had documented the resident's available for all st
plan of care had been followed for her Broda staff
chair. to reference. The
administrator or
Review of the provider's Broda chair operating designee will audit
manual revealed: proper use of the
No one skjno_uld ha}d operatgd or maintained a Broda chair by those
Broda chair including a family member unless trained
they had read the operation manual. ained to assure
*"A copy of the instruction manual must always be correct positioning
available.” and use, weekly X4
*The resident's primary caregiver was and then monthly X4
responsible to ensure no one who was unfamiliar : )
with, unwilling, or unable to adhere to the safety The DN.S or designee 2-1-13
and operating instructions, was not permitted to will a‘{dit care Plans
operate or move the chair. for residents using the .
*"The primary caregiver must maintain a list of Broda chair to assure
caregivers who have read this manual and who specific interventi 4
they have authorized to operate and move the p onsg
chair." and 1nstruct10ns are ?r rit,
*Section 2.5 (Hazards) of the manual reviewed addedin-one-week this wil be|
. S o ] o leﬁd Wef/gl\;xq
falling, tipping, skin injury, clamping, and collisicn. aﬂd—theﬁ—qumeﬁjﬂ A Pron i
*Section 2.5.1 stated the manufacturer there-after. The  x Ll._. 'Ll"hiﬂ
recqn_“nm-enqed. the_ chair's seat he til’fed administrator and
sufficiently immediately after the resident was DNS will &
placed in the chair to prevent sliding and falling. will report audit
*Each person using the Broda chair was to have findings to the QA
resident specific instructions to ensure safe and committee monthly
effective use of the chair. Those specific and the QA
tnstrgctt?ns were ’50 have bge_n based on the commitiee will
provider's professional experience and d e e
knowledge of the caregivers as well as the etermine if further
resident's specific conditions and requirements. auditing is needed.
The manufaciurer stated "These instructions form
an essential part of the Safety Requiremenits for
FOﬁi\'ﬁ CMS;25:(57(02-99) Previous Versians ébso!ete Ever.1t I'D;"!;FEE‘!-’I' Facility ID: 0077 If continuation shieet Page 12 of 19
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using the chair and must be made available to all
caregivers." Aform was provided by the
manufacturer in section 2.9 of the manual to
document the resident specific instructions.

Observations, interviews, and Broda chair
operating manual review on 1/3/13 from 7:30
a.m. through 10:30 a.m. revealed:

*Residents 6 and 8 were currently using Broda
chairs.

*They had signs taped to the back of their chairs
that directed staff not to leave residents
unattended when the seaf was in the upright
position.

*Certified nursing assistant (CNA) G who was
assigned to the hallway where residents 6 and 8
were stated:

-She did not remember ever reading the Broda
chair manual.

-She did not know where the Broda chair manual
was kept.

<The only training she remembered receiving
specific to the Broda chair was when another
CNA had showed her how to use it {on-the-job
training).

-Residents were to never have been left
unattended when the chair was in the upright

| position.

-She was not aware of any specific instructions
for the use; suich as degrée of inciine or position
for meals for either resident 6 or 8.

-She had never seen the resident specific
instruction sheet located on page 10 of the
operator's manual.

-She was not sure what the care plan was for the
use of the Broda chair for residents 6 and 8,
*Licensed practical nurse (LPN) B who was
assigned to the hallway where residents 6 and 8 .

FORM CMS-2567(02-99) Previous Versions Obsalete Event ID: TFEE11 Facility ID: 0077 If continuation sheet Page 13 of 19
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were had the same answers as CNA G.
*Certified nursing assistant (CNA) H who was
assigned to the hallway where residents 6 and 8
were had the same answers as CNA G and LPN
B.

Interview, record review, and Broda chair
operating manual review on 1/3/13 at 10:30 a.m.
with the director of nursing (DON) and the
administrator regarding the provider's current
Broda chair procedures and practices revealed:
*The provider had no policies and procedures in
ptace for Broda chairs.

*No formal staff training had been conducted
related to the proper use and maintenance of the
Broda chairs.

*No list of authorized users of the Broda chair
was kept.

*No physician's orders or therapy orders were
present for the use of the Broda chairs as nursing
staff made the decision to use that piece of
equipment.

*No nursing assessments were present for
residents 6 and 8's specific needs for and specific
uses of the Broda chair.

*The signs currently on the back of resident 6 and
8's Broda chairs had been placed there after
resident 1's 11/8/12 fall from the Broda chair.
*They both confirmed the manufacturer's Broda
chair operating manual had not been followed
cutrently and in the past. '

*They agreed resident 6's and 8's care plans
were not reflective of each of the residents’
individual care needs as outlined in the Broda
chair manual.

Interview, record review, and Broda chair
operating manual review on 1/3/13 at 2:20 p.m.
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' result of the resident's 11/9/12 fall.
- *No nursing assessments were present for

with the DON and the administrater regarding the
fall of resident 1 from her Broda chair on 11/9/12
revealed:

*Based on the provider's internal investigation
resident 1 had her Broda chair in the upright
position while she was at the dining room table on
11/9/12 and was not directly monitored by staff
members when she had fallen from her chair face
first resulting in significant facial trauma. After
multiple staff interviews the provider had been
unable to find out who had put the resident's
Broda chair in the upright position.

*Both confirmed the resident should not have
been leftin her Broda chair in the upright position
on 11/9/12 without having been directly
monitored.

*The resident's care plan interventions dated
8/2/12 related to the use of her Broda chair were:
-"Assist of 1 staff. Broda chair.”

-"Meniter when in Broda chair between meals. If
restless may be in recliner or bed with legs
elevated."

-"Uses 4 inch cushion in Broda chair.”

*No evaluation of the use of the four inch cushion
placed in the resident's Broda chair was in place.
Both the administrator and the DON confirmed
that cushion elevated the resident in the chair
making the side arms of the Broda chair shorter
and hence making the chair easier to fall out of.
The DON stated those cushions had now been
removed from all of the other Broda chairs as a

rasidents 1's specific needs for and specific uses
of the Broda chair.

*They agreed the resident’s care plan was not
reflective of her individual care needs and
outlined in the Broda chair manual.
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*They again confirmed the manufacturer's Broda
chair operating manual had not been followed.
*No formal quality assurance process had been
implemented as a result of the resident's Broda
chair fall.
F 441 483.65 INFECTION CONTROL, PREVENT F 441
s5=p | SPREAD, LINENS
The facility t establish and maintai F-44l
e facility must establish and maintain an "
Infection Confrol Program designed to provide a ] 1. Staff will
provide proper hand-

safe, sanitary and comfortable environment and
to help prevent the devetopment and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1} Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident neads isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
comimunicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must reguire staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

washing and hand-
hygiene and contact
isolation procedures
when caring for
resident #8. Al staff
will use proper hand
hygiene while caring
for residents. If a
resident requires
isolation precautions
all isolation steps will
be adhered to. In-
service education for
all staff was done on
1-15-13 and 1-18-13
by the Infection
Control Nurse

regarding proper hand

hygiene, isolation
procedures, cleaning
spills, and the use of

disinfectants. DNS or
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i (c) Linens
- Personnel must handle, s;ore, process and designee will audit
-trans;.)ort linens so as to prevent the spread of personal cares of
infection. : ? G5
resident to assure - :
proper hand hygiene of at [east Y sta
' weekly X4 and then
'tI)"his REQUIREMENT 'is not met as evidenced monthly X4. DNS or
y: o v _
Surveyar: 27457 designee Wl_li ob.se'rve VM" (3
Based on observation, interview, and policy cares _of residents in ﬁ
review, the provider failed to follow isolation Isolation to assure pt least
| protocols for one of one sampled resident (6) in staff adhere to 3 hweper Weel
| contact isolation. Findings include: isolation procedures
1. Observation on 1/2/13 at 3:14 p.m. of resident weekly X4 and then
6 being transferred from his bed to his Broda ~ monthly X4. DNS or
chair by certified nursing assistants (CNA) E and designee will report
| FHreveaIed: ot isol : audit findings to the
| *He was on contact isolation precautions, .
- *CNAE and F had gloves on when they were QA c}(i;‘n r;l;te;h
| assisting the resident. Neither CNAE or F had a monthly A4. 1he
gown on. DNS or designee will
*The resident had a bowe! accident prior to the observe cleaning and
 CNAs placing him into the lift sling. CNAE disinfection of spills

cleaned-up the resident with CNA F. CNA E never
changed her gloves until right before she left the
room. CNA E cross-contaminated the lift, the
resident's Foley (urinary catheter}, and multiple
other surfaces. The lift was taken back cut into
the hallway uncleaned after the transfer had
occurred.

*The resident's Foley bag had ruptured during the
transfer and urine had leaked onto the floor. That
urine spill was cleaned up by CNA F with paper
towels. No disinfectant was utilized to clean up
that spill.
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i o . techniques weekly X4
Interview and policy review on 1/3/12 at 11:15 dth thlv X4
a.m. with the director of nursing and the and then moathly A4,
administrator regarding the above observation The DNS or designee
revealed: will report all audit
;I‘htie1 ‘rcf,]?ident‘wtas tinstt::cml:act i$olatio!rl related to | findings to the QA
Methicillin-resistant Stap ylococcus Aureus committee monthly
infection in his urine. mm _ 2.1-13
: *They confirmed the above observations were and th? QA )
breaches in contact precautions and proper committee will
handwashing. determine if further
They confirmed the p‘rovider'_s revised November auditing is needed:
2011 contact precautions policy had not been
followed.
F 490 | 483.75 EFFECTIVE F 490
55=G | ADMINISTRATION/RESIDENT WELL-BEING F uad
A facility must be administered in @ manner that Ml staff have been edu@f&:{
enables it to use its resources effectively and o the Brada da Alr ard e -
efficiently to attain or maintain the highest ; F1530r RE-13
practicable physical, mental, and psychosocial FWV\C{TMJ on = o .
well-being of each resident. On 2-6-43 and 2-le~ 13, ?J‘ Mg
' - staff recewved additional hands-
- This REQUIREMENT is not met as evidenced v Breda Char TWLI nin lhdol?:t g
by: MapL R Er S TYaining Uicley
Based on observation, interview, record review, . —éy ach el dw]
policy review, and manufacturer's manual review, a&MW\STYWf'LDV\ _ S el .
the provider failed to: . [N [icqng,ed m,ugmﬁ .C‘fﬁ:F‘F Were
*Repoit one of one incident related to improper gdmcated b emeigent preceditkel
equipment usage resulting ih injury to resident 1. and When dm bw(/w@(/ Hrang {,mei
“Appropriately assess, monitor, intervene, N =17 < 13 aand 1-1€- 13,
transport, and document for one of two sampled 1€ hetesSaky on ) N 0
residents (1) who had fallen and sustained an QK LoordMator +1 s i,eud,mnﬂ a
injury. inciclent veperts to assite
*Ensure one of three sampled residents (1) who v e m-g—.n and wiltalse
Phoper rep
used Broda chairs were properly monitored when check-on prop trans Pw‘ht,fwn,
the chair was left in the upright position. £ g&cegga, . TKPS\«?,TS%\WA fj‘;_ &V‘e,
. , _ weekly x Yweeks Twen MenThyily,
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| *Ensure staff members were trained on the use
1 and safety precautions of Broda chairs according
fo the manufacturer's instructions.
*Have care plans that contained resident specific =490~
instructions for the use of the Broda chair for
three of three sampled residents (1.8,and 8) as Altefthe 2.4-13 ¢
called for in the manufacturer's instruction . S 5
manual. b:H,Ed deﬁe'ieﬁctes are -15-13
*Follow isolation protocois for one of one sampled W
| resident (6) in contact isolation. 7 4% specificF-tag—
| *Develop formal quality assurance processes gy @w\i)
related to improper use of equipment after &(
incidences of injury have cccurred. PWL&U 1 d,ocwuwmﬁﬁ“” an
Findings include: 45w it be &amp[daﬁf
‘ QAESELS e X ! 7L
| o . G ot least 3 residentt WeelklyXs
1. All of the above findings are addressed in the vz The DNS will
following deficiencies. Refer to F226, F281, F323, ten menThly ¥5.
and F441. feport hecutts monthly fo A
Lommithee . The Adainashoor o
desgnog Wikl audst The ploped’
We. bf Broda Chatr uﬁeek[y’)ﬁ"t |
oo monthly . The DNC wiilidudid
Qe pw ¢ ‘EY Y‘Oﬁd,&l/ljf uain
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