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F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
&5=0 1 SPREAD, LINENS 1. Nursing assistant #1 and #2
were in-serviced on 11/18/2011
The facility must establish and mafntain an on Proper Hand Washing and
Infection Control Program designet:.l to provide a Infection Control Measures.
safe, sanitary and comfortable environment and 1] 2
to hfalp prevent the dgvelopment and transmission 2. All nursing assistants were
of disease and Infaction. in-serviced on the Proper Hand
{a) infection Control Program Washing and Infection
The facility must establish an Infection Gontrol Control Measures by the
Program under which it - Clinical Competency l”
(1) Investigates, controls, and prevents infections Coordu}ator and Nursing [,’,Lf:).
in the facility; Supervisors.
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and 3. Nursing assistants will be
{3) Maintains a record of incidents and corrective monitored each shift, daily to
actions related fo infections. ensure Proper Hand Washing
and Infection Control measures
{b} Preventing Spread of Infection are practiced for 2 weceks for ada n
{1) When the Infection Control Program their understanding of
determines that a resident needs Isolation to Infection Contro| practices,
prevent the spread of infection, the facility must Monitoring will continue by
isolate the resident. The Director of Nursing,
(2) The fgcihty m}ist prohibit employees wit_h a Performance Improvement,
commgmcable dlsea§e or ipfected skin Fesmns. Nursing Supervisor, Patient
frpm direct cont:elct with rfassdent.s or their food, if Care Coordinators, and
direct contact wilf transmit the disease. Clinical Compet
" N . petency
(3) The facility must require staff to wash their Coordinator three times per
hands after each direct resident contact for which
hand washing is indicated by accepted week x 2 weeks, and weekly
professional practice. thereafter x 3 months and
reported to the
(c) Linens Performance Improvement
Persannel must handle, store, process and (PT) Comumittee at the monthly
transport linens so as fo prevent the spread of meeting for review and
infection. recommendations as needed
per the Committee and reports.
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Any deficiency slaleme;‘l ending with an astensk {*) denotes a deficlency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. {See Instructlons.) Except for nursing homes, the findings stated above are disclosable ¢0 days
follewing the date of survey whether or not a plan of corection is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facliity. If deficlencles are cited, an approved plan of correction is requisite fo continued

program participation.
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This REQUIREMENT s not met as evidenced
by:

Based on observations, record review and staff
interviews the facility failed to ensure that staff
remove their gloves and wash their hands after
incontinent care and prior to handiing clean items
in the room for 2 of 5 residents observed during
incontinent care {Resident # 5 and Resident #6).
The findings include:

1. The facility poticy dated 02/01/2000 and titled
Using Gloves under Il F read: " Disposable
gloves must be replaced as soon as practical
when contaminated.” The facility policy dated
02/61/2000 and titled Handwashing under Policy
read: " Handwashing is generally considered the
most important single procedurs for preventing
nosocomial infections. *

Resident #5 was admitted to the facility on
04/03/09 and had diagnoses including Alzheimer'
s Dementia.

On 11/16/11 at 3:46 PM Nursing Assistant (NA)
#1 was observed to provide incontinent care for
the resident. The NA was observed fo put on
gloves and remove the resident ' s incontinent
brief. The resident ' s brief was wef and contained
a small amount of stool. The NA cleaned the
resident and applied a clean incontinent brief,
While wearing the same gloves used to provide
the incontinent care, the NA was observed to
adjust the resident’ s bad covers, fouch the side
rail and tum off the light at the head of the
resident ' 5 bed. The NA then removed the gloves
and washed her hands.
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NA #1 sfated in an interview on 11/16/11 at 4:.00
PM that she should have removed her gloves and
washed har hands prior to touching clean items in
the room.

The Director of Nursing (DON} stated in an
interview on 11/17/11 at 3:40 PM that the NA
should have removed her gloves and washed her
hands prior to handling other items in the room.
The DON stated that this was an Infection control

issue,

2. The facllity policy dated 02/01/2000 and titled
Using Gloves under il F read; " Disposable
gloves must be replaced as soon as practical
when contaminated.” The facility policy dated
02/01/2000 and titled Handwashing under Policy
read: " Handwashing is generally considered the
most important single procedure for preventing
nosocomial infections.

Resident #5 was admitted to the facility on
14/12/04 and had diagnoses including Advanced

Dementia,

Oon 14/17/11 at 12:00 Noon, Nursing Assistant
{NA) #2 was observed to provide incontinent care
for the resident. The NA was observed to remove
the resident * s incontinent brief that was wet and
contained a moderate amount of stool. The NA
cleaned the resident, applied a barrier cream and
a clean incondinent brief,

While wearing the same gloves the NA was
observed to handie the top sheet and bedspread
to cover the resident, pull up the side rail and put
a bottle of soap in the resident’ s bedside table.
The NA then removed her gloves and washed her
hands.
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NA #2 stated in an interview on 11/17/41 at 12:15
PM that she had been trained to remove her
gloves and wash her hands after incontinent care
prior to handling other items.

The Director of Nursing (DON) stated in an
interview on 11/17/11 at 3:40 PM that the NA
should have removed her gloves and washed her
hands prior to handling other items in the room.
The DON stated that this was an infection control
isste.
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