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- condition. (Residents 1 and 3)
Findings include;

‘ 1. Resident 3 was admitted to the facility in July
| 2006 with diagnosis of diabetes and
| hypoglycemia.

‘ Resident 3's medical record was reviewed on
! 8/15/086.

In a nurses note dated 7/30/06 at 4.00 PM, a
- facility nurse documented that resident 3 had a
1 sore on his right second toe. The nurse also
| documented that resident 3's name was placed
on the podiatry list.

I On 8/2/06, a facility nurse received a physician

i order for resident 3 that included antibiotics,

' dressing changes and a post op shoe to be worn
.in place of tennis shoes until the pressure ulcer

~was resolved.

The facility did not notify the physician of the
change of condition until 3 days after the pressure
ulcer was discovered.

2. Resident 1 was admitted to the facility on

| 7/131/06 with a diagnoses which included

- pneumonia. Resident 1 was noted to be admitted
_on two (2) antibiotics for the pneumonia
(Cefuroxine 500 mg [milligrams] by mouth two (2)
times a day for 7 days and Azthromycin 500 mg
by mouth every day for 7 days.

Documented on an Interdisciplinary Progress
Notes dated 8/6/06 was information that "pt.

F157
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' appears to have a phebitis (sic) to RFA (right
forearm} from old IV {intravenous) site, warm
 pack applied. Redness, warmth & (and) edema
- noted".

Documented on an Interdisciplinary Progress

. Notes dated 8/7/06 was information that "pt's

- pharmacy says today is the last day that they

| have orders to fill the... ABX (antibiotics) double
ABX Rx's (prescription) they are scheduled to d/c

| (discontinue) tomorrow. Made ... Nurse Manager

| aware.

Interdisciplinary Progress Notes dated 8/8/06 at :
2200-0600 (10:00 PM to 6:00 AM) that "pt ;
: continues ABX for TX (treatment) of

|
- A facility nurse documented on an _
| pheumonia..." !

The nurse in charge for Resident 1 was asked if
there was a mechanism for notification of the
physician when there was a change in the
| condition of a patient. The nurse stated that the
_clinical nurse manager would be notified through
-a communication note and if the clinical nurse
i manager felt the physician needed to be notified
she (clinical nurse manager) would call the
physician. The nurse in charge for Resident 1
showed this surveyor the communication book in
which those notes are documented.

A communication note dated 8/5/06 (day before
the documented incident}, made reference to a !
phlebitis in the right arm of Resident 1. There
was a squiggly line drawn through the

, communication note and under the note was
listed to continue the Cefuroxine 500 mg two (2)
times a day and the Azthromycin 500 mg every ! |
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day. The date for these two antibiotic reorders
was 8/8/06.

In an interview conducted 8/15/06 at 3:10 PM, the
' clinical nurse manager was asked to explain how
' she determined when the physician needed to be
notified regarding a change in condition. The
clinical nurse manager stated that if a note went
_in the communication book a call was made to
i the physician no matter whether she felt it is
necessary or not. She stated that the facility
practice was to just go ahead and notify the
physician. if there were orders, then the clinical
nurse manager would write the orders. She
stated that the "squiggly line" meant that the
physician or nurse practitioner had seen the
communication and this was their way of j
L indicating they had seen the communication. |
: The clinical nurse manager stated that if there
were orders when the notes were reviewed by the
physician or nurse practitioner then orders would
 be generated under the physician's order sheet.

The clinical nurse manager was asked about the
note for Resident 1 dated 8/5/06 in the
communication book, and the nurse's comment
documented on 8/6/05. She was asked if the
physician was notified regarding the change in
condition. She stated yes the physician had been
notified that was why the arder for 8/8/06 was to
continue the antibiotics. This state surveyor ;
questioned why the delay from 8/5/06 to 8/8/06 |
before orders were written and the clinical nurse
manager stated that since the patient was already
on antibiotics Resident 1 was covered and the
order for 8/8/06 was to cover the phlebitis. The

i surveyor asked if an order had been obtained for
 the warm compresses that had been applied.

|
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The clinical nurse manager could not find an
order.

F 444 | 483.65(b)(3) PREVENTING SPREAD OF
§5=D | INFECTION

The facility must require staff to wash their hands
after each direct resident contact for which
handwashing is indicated by accepted
professional practice.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
facility policy, it was determined that the facility °
did not ensure that facility nurses were washing
their hands during the medication pass.

Findings include:

1. On 8/16/06, an observation of a medication
pass was done from 7:30 AM to 8:00 AM.

The facility nurse was observed while paséing
medications to 4 different residents.

The first resident was given medications by
mouth and was administered insulin in the
abdomen. The facility nurse was observed to
handle the souffle-cup and the cup of water the
resident had touched.

The facility nurse was then observed to return to
the medication cart and set up mediations for the
next resident. This was observed for the next 3
residents. The facility nurse did not wash or

F 157

F 444

F 444

Patient Specific: !
No specific patients were identified, |

Other Patients:

To ensure infection control the nurses are
required to follow proper hand-washing
protocols. .

Systemic Changes: .
§ta.ff Yvill be inserviced on 9/7/06 regarding
infection control and proper hand-washing
protocols.

Monitors:

The A.D.O.N will observe med passes weekly
to ensure appropriate hand-washing
techniques. The findings will be reported at
the quarterly QA meeting,

Date of Compliance:
9/8/06
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sanitize his/her hands between residents. The
facility nurse had touched a resident to administer
the insulin, handled the souffle cups the residents
had touched, and handled the water glasses
" including the rim that the resident had drank from. i
2. A medication pass was conducted on 8/15/06 !
beginning at 4:00 PM and concluding at 4:30 PM.
The facility nurse passed medications to seven

(7) patients during the medication pass.

The facility nurse was going through the
medication administration record and marking on
small medicine cups with an indelible pen, |
medications that were going to be administered
tater (no medications were dispensed). The
facility nurse poured medications for a resident -
along with a cup of water. The facility nurse went
to find the resident, administered the medications
then took the medicine and water cups to the
trash. The nurse was observed to lift up the top
of the trash can with his hand, toss the cups in
the trash then went back to administering

' medications without hand washing. The nurse
continued te administer medications to two other
residents without washing hands. For one
resident who received medication, the facility
nurse was cbserved to pop the tablets out of the
bubbie pack into his hands and then place the
medications in a medicine cup then go to the
patient and administer the medication.

/3. A second medication pass occurred on
8/16/06 from 7:30 to 8:00 AM.

The medication nurse was observed to be going
through the medication administration record as
the surveyor approached. The surveyor noted

F 444
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there was a bottle of hand sanitizer located on the
top of the medication cart. The nurse
administered medications to two (2} residents

without washing or sanitizing her hands after :
touching the lip of water cup or medicine cup after |

. the residents had taken the medications. The

‘ nurse donned gloves for one resident who
needed a sublingual (under the tongue)
medication and after administration removed the

| gloves then sanitized her hands. The facility
nurse was observed to scratch her nose then
continued to pour medications and administer to

. another resident without washing or sanitizing her

| hands.

4. An interview was held with the facility director
i of nursing (DON) on 8/16/06 at 9:30 AM. The !
i DON stated that the facility policy and procedures
followed the Lippincott Manual of Nursing

. Practice, and gave the surveyor a copy of the ;
manual to review. |

|

|

In the Lippincott Manual Of Nursing Practice, by
Sandra M. Nettina, MSN, RN,CS ANP, chapter
31, Infectious Diseases, page 958, under
Fundamentals of Standard Precautions,
Handwashing, it was documented, "
: Handwashing is the single most important
measure to reduce the risks of transmitting
microorganisms. Washing hands as promptly
and thoroughly as possible between patient
contacts; after contact with blood, body fluids,
secretions, excretions, and contaminated
equipment or articles; and after gloves are
removed is vital for infection control...."
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