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profound mental retardation, autism, GERD, Pica,
attention deficit disorder, hyperactivity impulsive

type.
2. Facility staff failed to check Client #13's

Continued From page 63 in Original Document
gastrostomy tube placement for prior to administering
medications.

An observation of Client #13 revealed he was in bed lying on
his left side. Client #13 was non-verbal and did not
acknowledge direct communication.

An observation was conducted during the medication pass on
03/18/09 11:20 am. to 11:32 am. with Medication
Technician (Med Tech)#3. Med Tech #3 poured Client
#13's medications into medicine cups. Med Tech #3 was
observed to remove a 10 cc (cubic centimeter) syringe from
the hook at the top of Client #13's feeding pump. The syringe
did not have a tip cover and had not been stored in a plastic
bag, Med Tech #3 poured water into a paper cup then drew
water up into the syringe. Med Tech #3 stated she performed
this step to "clean out" the syringe. Med Tech #3 poured
water into a second paper cup and reposted the water would
be used for flushing Client #13's G-tube before, between
medications and after medication administration. Med Tech
#3 removed the phmger from the syringe and laid iton a
piece of paper towel on top of the mediation cart.

Med Tech #3 put on gloves and removed the end stopper
from Client #13's G-tube. Med Tech #3 placed the syringe
into the opening of the G-tube and poured "about 2 ounces
(0z)" of water into the open end of the syringe. Initially the
water did not, by gravity alone, flow through Client #13's G-
tube. Med Tech #3 picked up the phmger from the syringe
and after placing the plunger within the syringe pushed the
water through the G-tube. Med Tech #3 reported that the
"tube sometimes doesn't automatically flow". Med Tech # 3

Continued From page 64 in Original Document

water and administered the second medication. Med Tech #3
filled the syringe with water placed the phinger into the
syringe and pushed the water through. She reported this was
done to ensure the medications were out of the G-tube. Med
Tech #3 removed the syringe from the G-tube, wiped it off
with a piece of paper towel and placed it into a drawer of a
small plastic container on top of the medication cart. When
asked if the syringe was to be kept in the drawer rather than

I
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hanging on the pole. Med Tech #3 reported "Yes, I don't
know who hung it up there."

An interview was conducted on 03/18/09 with Med Tech #4
was asked to describe the procedure used for administering
medication via G-tube. Med Tech #4 reported the client had

up supplies and medications, then check for placement by
putting a 10 cc syringe into the port of the G-tube and try to
aspirate feeding or gastric contents.

An interview was conducted on 03/19/08 with Med Tech #3
related to her administration of medication to Client #13 on
03/18/09. Med Tech #3 was asked if she had checked for the
placement of Client #13's G-tube. Med Tech #3 mnitially
stated she had checked earlier in her shift When asked if she
had hung the syringe on feeding pump pole Med Tech #3
denied placing the syringe on the feeding pump pole. Med
Tech #3 was asked if she had checked for placement of
Client #13's G-tube prior to administering medication; Med
Tech #3 stated "No".

Review of the facility’s policy title: "Administration of
Medications Via Enteral Tube" read: 10. "Priorto

check for placement

Continued From page 65 in Original Document
and residual. 11. After tube location and residual volume are
confirmed ... Administer medications..."

An interview was conducted on 03/20/09 with Regjstered
Nurse (RN) #1. RN #1 reported Med Tech #3 should have
known to check for placement of the G-tube prior to
ministeri fications.

Client #13 is 34 years old and was acmitted to the facility on
03/30/1978. His diagnoses inchude: seizures, percutaneous
endoscopic gastrostomy feeding tube, and a history of
pneumonia,

to be in the right position with their head elevated, after setting

administrating enteral medications: -If...continuous infusion,..
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W 339 483.460(cX4) NURSING SERVICES W 339 | W339 5/4/09
. . . . 1. The corrective actlons accomplished for
Nursing services must include other nursing care as residents found affected by the deficlent
prescribed by the physician or as identified by client needs. practice.
This Standard is not met as evidenced by: Based on clinical Eor Indlvidual #17.
. . . . The individual was started on antibiotics and was
record review and staff interview the fucility staff failed to asymptomatic. Therefore, the physician of record made
follow a physician's order to obtain a urine analysis with the decision to cancel the order for urine analysis culture
culture and sensitivity for 1 of 28 clients in the survey sample. and sensitivity. Re-training was performed by the nursing
(Client # 17) department for the Medication Technicians on 3/20/09
about the importance of urine specimen collection in a
_ timely manner.
The findings include:
2. The following efforts are in place to identify
view : ician's orders revealed other residents having the potential to be
Re OfCM#!TS phys. s . an order affected by the same deficient practice.
dated 02/18/09, which read: "UA C&S (urine analysis culture
and sensitivity)". All Medication Technicians and nurses will be educated
about the process for obtaining specimens in a timely
Review of laboratory results on Resident #17's clinical record manner.
did not reveal results for the UA C&S ordered on 02/18/09. 3. The following systemic changes are
occurring to ensure that the deficient
Review of the "Interdisciplinary Notes" revealed a "Med practice will not recur.
( ) y 21809 the The health service department will develop a palicy to
. . direct how urine specimens are handled. The Health
Continued From page 66 in Original Document Care Coordinator will oversee the implementation of
laboratory specimen books in each home containing any
C&S had been ordered to " urinary outstanding urine or stool specimens that need to be
.UAE . ,,had to "ro UTT (rule out tract obtained. All Medication Technicians and nurses will be
)" . . educated about the process for obtaining specimens in a
| A request was made to Licensed Practical Nurse (LPN) #4 timely manner.
for review of Client # 17's UA C&S results. On 03/19/09 at 4. The facility plans to itor its
11:45 am. LPN #4 reported the test had not been done. - 6 fachly prans fo monttor
. . . . performance to make sure that solutions
An interview wasoomiu?e.dm_03/19/09 wnhReglsnered are sustained.
Nurse (RN) #2 and Administrative Staff#4. RN #2 reviewed
the orders and was informed of LPN #4's findings. All nurse care managers will review the laboratory
Administrative Staff#4 and RN #2 reported the facility staff specimen books daily to ensure the timely collection of
. follow the - specimens. The laboratory technician will communicate
failed to follow the physician's orders. . reminders to the nurse care managers and team leaders
Client #17 is 54 years old and was admitted to the facility on if the specimen has not hean collected within one week.
07/31/1974. Her diagnoses inchude: cerebral palsy, -, gfé_
hypertension, breast cancer, thoracic kyphosis, and congenital Lk QAL
. . . ) »VT” 0
dislocation of the hip. _ 3 70 f.t)“g
s
W 369 | 483.460(k)2) DRUG ADMINISTRATION W369 [Wase MU 5/4/09

The system for drug administration must assure that ail drugs,
inchuding those that are self-administered, are administered
without error.

This Standard is not met as evidenced by: Based on
observations, staff interview, and clinical record review the
facility staff failed to administer medications without error. A

£§ %ﬁ ctive actlons accomplished for

dents found affected by the deficient
practice.

For Individual #25.

medications’ do not crush status on 3/19/09. Allied
pharmacy was contacted on 3/19/09 and they
acknowledged that there should have been a “Do Not

The physician changed the medication order to reflect the
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medication (Pantoprazole Sodium a generic of Protonix),
which should not have been crushed was crushed prior to
administration for 1 of 28 clients. (Client #25)

The findings include:

An observation conducted on 03/18/09 at 4:43 p.m. during
the Medication Pass with Staff#6.

Continued From page 67 in Original Document
Staff#6 prepared Resident #25's medications, which included
Pantoprazole Sodium 40 mg (milligrams). [According to
Lexi-Comp's Drug Reference Handbooks: Drug Information
Handbook for Nursing: 8th Edition 2007 pg, 943
Pantoprazole Sodium, a generic form of Protonix, which is a
proton pump inhibitor indicated for the treatment of
esophagitis associated with gastroesophageal reflux disease
(GERD).] Staff #6 crushed Resident #25's oral tablets and
administered the crushed the tablets mixed in applesauce. The
surveyor asked Staff #6 if the Medication Administration
Record (MAR) contained a list of medications that should
not be crushed. Staff#6 reported she did not have a list.

Review of Client # 25's clinical record revealed a current
order for "Pantoprazole Sodium 40 mg tab (aka: Protonix)
Give 1 tab by mouth every evening before dirmer".

An interview was conducted on 03/19/09 at 11:40 am. with
Registered Nurse (RN) #2, the Nursing Supervisor. The
MAR did not list the medication could not be crushed. RN #2
reported the physician would be notified and the order to
crush Resident #25's medication would exclude
Pantoprazole.

Crush” attachment to the MAR for that medication. Allied
pharmacy on 3/19/09 agreed to add “do not crush
protonix” to their side effects sheet that is distributed
quarterly. Allied pharmacy aiso added “do not crush
protonix” to the MAR of this client on 3/19/09.

2. The following efforts are in place to identify
other residents having the potential to be
affected by the same deficlent practice.

All protonix orders throughout the facility were reviewed
and no other orders allowing protonix to be crushed was
discovered. All medications will clearly identify any
special administration instructions.

3. The following systemic changes are
occurring to ensure that the deficient
practice will not recur.

Physicians will continue to use the appropriate reference
material when prescribing, to ensure that appropriate
routes, dosages and possible contraindications are
reviewed by 4/20/09. Allied pharmacy will provide
appropriate alerts when indicated.

4. The facility plans to monitor its
performnance to make sure that solutions
are sustained.

The nurses will review all MARs with the Med Techs on a
monthly basis and will discuss any medication
contraindications. The Consuitant Pharmacist will
continue to perform quarterly chart reviews of all
medication orders to ensure that all medication orders
meet pharmaceutical guidelines.

According to Lexi-Comp's Drug Reference Handbooks: o :;
Drug Information Handbook for Nursing: 8th Edition 2007 o
pg. 944 Pantoprazole " Administration Oral: Tablets should PN el
be swallowed whole, do not crush or cherw.." The isted O\
directions for Pantoprazole under the subheading included 3 AN Y
"Patient Educatior:... Swallow tablet whole (do not crush or X o\%
chew).." N \
<4 A
Continued From page 68 in Original Document
Client #25 is 36 years old and was admitted to the facility on
07/18/1977. Her diagnoses include: cerebral palsy, blindness,
GERD, moderate dysphagia, and aphthous stomatitis.
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| W 454 483.470(I 1) INFECTION CONTROL W 454 | Wa54 5/4/09
ue . . . . 1. The corrective actions accomplished for
The facility must provide a sanitary environment to avoid residents found affected by the deficient
sources and transmission of infections. practice.
This Standard is not met as evidenced by: Based on For [ncividusl #1.
. . B . R The Infection Control Nurse wili take the lead in providing
Observation, staff interview and review of facility documents, retraining for the staff on home 5C who failed to foliow
the facility staff failed to follow infection control standards in established guidelines of using disposable gloves
the use of disposable gloves for one of 28 clients (Client # 1) appropriately. The training will be expanded to all shifts
and failed to maintain a suction machine in a sanitary manner by Aprit 20, 2009 then throughout the facility. An
. attendance sign in sheet will provide evidence that all
on one unit staff have attended on all shifts and al! areas of the
facility.
The findings include:
2. The following efforts are in place to identify
. . . other residents having the potential to be
1.0n 3/18/09 at 3:00 pm., during the observation of a affected by the same deficient practice.
gastrointestinal tube feeding for Client # 1, the Medication
Technician (MT) employee #2 placed on blue plastic, The nurse care managers on the individual homes will
disposab gloves. Prior to starting the feeding, . provide retraining on NVTC’s standard operating
Cﬁle 41 L tohim the khetrledto procedures regarding hand washing and proper
calm Client # 1 by giving ashouldcl. , neck and head disposable glove use. The Infection Control nurse will
message. Employee #2 had the plastic gloves on as he rubbed provide this retraining to other departments (PT, OT, RT,
Client # 1's shoulders, neck and head. Without changing the and Speech) and other direct care staff to ensure uniform
gloves, he began to touch the gastro-tube, removed the use of disposable gloves and proper hand washing.
feeding can and syringe from a plastic box that was located 3. The following systemic changes are
on the floor. occurring to ensure that the deficient
practice will not recur.
. . . , T .
I shouldgarl; le Y b:qu::n .'you‘re e, Staff recruited to NVTC will adhere to the existing
y Ve Iremo glovest touching personal infection control policies and procedures as taught in the
things and providing the tube feeding." Employee #2 was preservice Infection control class. The testing out of the
also interviewed about the plastic box containing the syringe annual Infection control class for staff working at NVTC
and feeding can being stored directly on the fioor in Client # for more than two years will be discontinued. The annual
I's He that he requlremgnt for lnfqdlon cont(ol will be interactive in
room. He stated person with a special emphasis on proper use of
personal protective barriers and proper hand washing.
Continued From page 69 in Original Document This program will be managed by the Infection Control
: - Nurse. All supervisors throughout the facility will address
cross-contamination
lndnotlg;ughtabwtﬂlepota?glsgo proper hand washing and glove use in monthly ',ﬂ "»?
because the itemns were inside o X supervisory meetings. M"; o O
S~ My
On 3/20/09, at 8:35 2., during an inferview with the 4.  The facllity plans to monitor its -, D)
Registered Nurse Manager, employee #4, a request was ::’e'f:&"t::‘::dm make sure that solutions - o 7
made for the facility’s policy and procedures for the use of ' o o T3
disposable plastic gloves. A Universal Standard Precautions The Staff Development department wili monitor the . £y
was reviewed and documented: "Based on the premise that attendance of staff who attends the facility infection v =L e
all individuals are considered infectious, use of appropriate control program. The infection control nurse will monitor
. ion whil . . individual home's monthly attendance records to ensure
barrier protection while working is required when you can compliance with all facility guidelines.
reasonably anticipate contact with biood or body fluids,
mucous membranes or breaks in the skin."
For Issue Involving Suction Machine.
The specific guidelines for the use of gloves and other . The “ , lished f
protective barri forth standard . corrective actions accomplished for
. barriers set “bythe CDCs residents found affected by the deficlent
precautions documented: "All health care workers should
FORM CMS-2567 (02-99) Previous Versions Obsolete vQQ111 If continuation sheet Page 58 of 60
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routinely use appropriate barrier precautions to prevent skin
and mucous membrane exposure during contact with any
individual's blood/body fluids. Gloves should be changed
afier contact with each individual. Wearing personnel
protective barriers outside of the above mentioned times only
give the health care worker a false sense of security. In fact
this practice will inhibit the worker from performing the
number one infection control practice that has been shown to
reduce transmission of disease "frequent handwashing,"

Review of a Nursing Manual 4th Edition documents: "Using
universal precautions and clean technique and as per
facility/manufacturer's directions when stopping, starting,
flushing and giving medications through the gastrointestinal
mm.n

Client # 1,a 47 year old, was admitted to the
Continued From page 70 in Original Document

facility on 7/17/93 with diagnoses that included profound
mental retardation, autism, GERD, Pica, Attention Deficit
Disorder and hyperactive impulsive type.

2. An observation on 3/18/09 at 1:30 pm. and 3/18/09 at 4:30
pan. in the nurse’s station on Unit 4C of the portable Gomco
(brand name) suction machine was made. During this
observation the suction machine was found to have clear
plastic tubing and a clear plastic Yankauer catheter (suction
catheter used for oral suctioning) attached to the suction
canister and hanging loosely off of the machine. The
Yankauer catheter was uncovered and positioned
approximately one foot from the floor. The Suction machine
and some of'the tubing was covered loosely with a tom black
plastic bag that did not completely cover and protect the
machine. Without moving the black plastic bag the tubing
and Yankauer catheter were visible and both contained a
white discoloration on the inside surface.

This same observation was made on 3/19/09 at 6:55 am.

practice.

The suction machine on home 4C was replaced. The
Infection Control Nurse instituted commonly accepted
infection control practices for the upkeep of the suction
machine on home 4C. This was completed by April 17,
2009. As the existing suction machine had a glass
canister that required hand cleaning after each use, this
machine was replaced with a newer version that utilizes a
disposable canister that is thrown away after each use.
Additionally permanent washable covers for the suction
machine will be ordered. The Healthcare Coordinator for
the department of nursing will be the contact person for
the ordering of the new equipment.

2. The following efforts are in place to identify
other residents having the potential to be
affected by the same deficient practice.

The ordering of another new suction machine for home
4A which also did not utilize disposable canister
equipment. New covers for all suction machines
throughout the facility were also ordered; as none had
permanent covers.

3. The following systemic changes are
occurring to ensure that the deficient
practice will not recur.

A new policy requiring home staff to maintain the daily
cleanliness of the emergency cart including the suction
machine will be instituted. The Nurse care Manager of
the department of nursing will continue to be responsible
for cleaning and checking emergency cart including the
suction machine weekly.

4. The facility plans to monitor its
performance to make sure that solutions
are sustained.

The Nurse Care Managers for homes will monitor the
suction machine on weekly basis to ensure that Home
staff maintains the suction machine according to infection
control standards. The Nurse Care Manager Supervisor
will follow up weekly with the Nurse Care Managers to
ensure that all appropriate infection control standards are
being maintained.

and at 12:02 pm. When these observations of the suction N
machine were revealed to Other Staff Member #13, the i
Team Leader for Unit4C, on 3/19/09 at 12:05 pm., Other Lo P ,
Staff Member# 13 was asked what the white substance was -?\‘-'w" % -
and she responded that, "It was just moisture." A policy was o%, ~
requested at this time on the use and care of this suction P o~
machine. The policy that Other Staff Member # 13 supplied g\;‘.\ ~
only concerned checking suction machines and did not \‘
address when and how the suction machine should be ‘
cleaned,
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Observation on 3/19/09 at 2:10 p.m. with Other Staff
Member #13 revealed that the suction machine was now
clean and ready for use. The

Continued From page 71 in Original Document
tubing that had been attached to the machine during the
previous observations was identified as being disposable and
the new package of disposable tubing was pointed out by
Other Staff Member* 13,

This observation was revealed to Administrative Staff
Member # 4 during the end of day interview on 3/19/09 at
4:50 p.m. At this time a facility policy was requested that
dealt with the cleaning of the portable suction machine.

| Facility Policy and procedure supplied by Administrative

Staff Member # 4 on 3/20/09 revealed that:

"Cleaning Suction Equipment” o  Responsibility: RN
(registered nurse), LPN (licensed practical nurse): Staff
using the suction machine is responsible for cleaning the
Gomoo suction canister or replacing the disposable canister
immediately after each use. Disposable canisters are replaced
after each use and may not be reused.
o Purpose: To prevent cross-infection by using clean
equipment.
o Equipment: - basin, water, Genmicidal solution

- Disposable wipes or towels

-all suction tubing is disposable and should be discarded
immediately after use.
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