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The facllity must establish and maintain an
Infection Contrel Program designed to provide a
safe, sanilory and comforiable environment and
to halp prevent the development and lransmission
of disease and Iafecllon, .
(a) Infection Gontrol Program

The faclity must establish an Infection Gonlro)
Pragram undet which It -

(1) Investigates, conlrols, and provenis infoclions
in the (acllity;

(2) Decidos whal procedures, such as isolation,
should bo epplled to an Individual resident; and
{3) Malnialns a record of Incldants and corrective
acllons relaled 1o infaclions.

{b) Preventing Spraad of Infection

(1) When the Inflection Control Program
delermines that a resldent needs isolation
pravent the spread of infaction, the facllity must
isolale the resident,

{2) The facility must prohlbit employaes with a
communicable disesse or Infecled skin loslons
from direcl conlact with resldents or Lhelr foad, if
diract contacl will ransmil the diseass.

{3) Tho facility must raquire stalf to wash their
hands after each diroc! resldent contact for which
hand washing s indicated by accopled
professional practice,

(¢} Linens

Parsonnal must handle, store, process and
lransport linens so as lo prevent the spread of
Infection.

deficlencies, Sunrise Rehabilitation &
Care provides the following plan of
correction,

1. Individual  counseling with  staff
member #1 has been done by ADON.

2. All residents have the potentlal to be
affected, Infection control  nurse
monitored observed staff in regards to
infectlon  control  practices and
provided Immediate In-services 3s
needed,

3, Direct care staff will be in-serviced by
ADON/Designee on Infection control
pollcy and procedure for hand
washing. Non-direct care stafl (dietary
& Housekeeping) will be In-serviced by
divectors of the departments on
department specific Infection control.

4. The ADON/Deslgnee will
audit/monitor 10% of direct caré staff.
Dietary Manager/designee and

Environmental Director/ deslgnee wlll
audlt/manitor  10% of thelr staff,
Audits will be done weekly x 4 weeks,
monthly x 3 months and then
quarterly, Findings will be reported to
the QA committee monthiy.
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Continued From page 1

This REQUIREMENT I8 not mel as evidenced
by:

Based on ahservalion, staff interview and record
raview, focllily s1afl fallad to remove gloves and/for
wash hands following cara for one (1) of four (4)
sampled residents, (Resident #4)

The findings are:

Revisw of the facllily policy dated June 2010 for
hand washingmMand hyglono revealad the
following:

“The facility considors hand hyglane the primary
means o provent the spread of Infectlons.”
Implementation of this policy stalement Included
lhal employaas must wash hands under the
following conditlons: Before and after coming In
contact with a resldant's intact skin, after handling
solled linens, and aRer removing gloves,

Residenl #4 was readmitied to tho facllity with
diagnoses Including spinal cord injury,
quadriplegla, pressure ulcers, nsurogenic

: bladder wilth Indwelling urinary ¢atholer and

history of wrinary tract infeclions, Review of the
current Minimum Data Set (MDS) dated 6/13/11
revealed the resldanl was essessad as being
totally dependent an stalf assistance for all
actlvilles of dally living.

Observallon on 7/20/11 at 10:05 a.m. roevealed
Nursing Asslstant (NA) #1 comploling the
repositioning of Rosldent #4 on his left alde, The
NA removed her gloves, posilioned the rasldent's
head on the pillow and touched (he top sheot
covering the tesident. NA #1 walked out of the
resldent's room without gleaning her hands,
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Conlinued Frem page 2 .
accessed the linen carl and procaaded to walk
inlo the residant aclivily/dining room. Sho touched
the handle on a gori chalr In the room, and then
walked inlo lhe ulilily and washed her hands,

Obsorvallon on 7/20/11 at 10:45 a.m. rovealsd
NA fi1 and #2 proparing lo transfer Realdent #4
{rom the bed lo the chair, Bolh NAs pulon
gloves, changed the resident's clothes and
provided Inconlinence care priors (o ransferring
the rasldenl. NA #1 et the room wilhout:
ramoving lhe glovas or washing her hands, She
pulled a machanlcal llft from the hall Into the room
while she conlinued to wear the gloves, The two
staff membors transforred the resident lo o gori
chalr using the lift. NA #1 manouvered tha lift Inlo
positlen and lowared tho resldenl inte the geri
chair, Staff removad the sling from the JIft, NA#1
lhen valked out of the reom o a linen cart
positioned in the hall where she collected a roll of
plestic bags. She conlinuaed to wear the same
gloves, Sho reontered the resident's raoom and
proceedad lo remove the rosldent’s sofled linens
and brlef from the bed, and placed the itsms in
(he plastic bags torn from tha roll, AL this time, NA
#1 placed the roll of plastic bags on the mallress,
She then, removed hor gloves and washed her
hands, She pickad up the toll of plastic bags end
raturnad tham lo the linen ¢cart In the hall,

During an intarview on 7/20/11 at 11:10 a.m., NA
#1 staled she knew she was supposed (o wash
hat hands “before and after care,” bul staled
wasn' teld anything more spacific than thal,

Intarview on 7/20/11 al 2:60 p.m, wilh the - '
Infection Control Nurse confirmed the actions of
the direct cara alaff would nead fo be correclad,
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