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F 441 i Continued From page 1
_ professtonal practice,

| Personnel must handie, store, process and
transport linens so as to pravent the spread of

-E This REQUIREMENT s not met as evidenced

Based on observation, inlerview, and record
, review, It was determined the facllity fafled to
- malntain an Infactlon Contro Program to provide
| a safe and sanitary environment and to hefp -
. prevent the transmission of disease and Infection
| for ane (1) of ihree (3) sampled residents

(Resident #3), Observalion of perineal care
| revealed the Certified Nurs|
falled to remova her gloves
| after providing perineal care and before
“ completing other care for the resident. In
addition, observations revealsd a CNA bagged
trash In & resident room, deposited the bagin 4 !
;: collection bin and entered another resident's :

room and provided a snack, without washtng he
hands. Aiso, 2 CNA was observed to bring a ful
| bag of solied iinen out of a resident's room,
" deposil the bag In the collection bin, and proceed
, to another resident’s room to a

without washing her hands.

l The findings include:

| Review of the facillty's polley "Giving Female

* Parineal Care”, undaled, revealed staff was to

| remove and discard gloves after providing
perineal care, and before completing resident

ng Assistant (CNA)
and wash her hands

ssist with tollefing,

|
_f
|
|
|
|
|
|
|
|

"
l

|

|
|

| part of its on-going effort to provide
F 441! quality care to residents,

_J Maysville Nursing and Rehabilitation
| Facility strives to provide the highest
. quality care while ensuring the rights
| and safety of all residents,

{ N144 902 KAR 20:300-6(7)(b)2.a.
i SECTION 6. QUALITY OF LIFE

It is and was on the day of survey the
* policy of Maysviile Nursing and
[ Rehabilitation Facility to establish an
" infoction control program which
| investigates, controls, and prevents

. infection,

l f. The employees (CNAs) in

| question were retrained by tha
Nurse Aide Coordinatoy NAC)
l on infection control practices

on 11-8-12 & 11-9.12;
specifically as it relates to
perineal care, hand washing,
donning & doffing of gloves,
and proper disposal of
trash/linens,

2. The above mentioned CNAs in
question were retrained on
infection control practices on
11-8-12 & 11-9-12 and all

, dietary staff were reeducated

by the Consultant Dietician ang
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[ care.

| Review of Center for Disease Controf guldeiines
_for hand hyglene In healthcare settings, at

| www.cdc.gov, revealed the following:

. "Decontaminate hands if moving from a

[ contaminated-body site to a clean-body site

_ during pattent care”,

_Observation, on 11/09/12 at 2:30 PM, revealed

{ CNA #5 provided perineal care for Resident #3.
The CNA adjusted the resident's ciothes,

[ repositioned the resldent In bad, fiuffad the

resident’s plilow, and patted the resident's hand,

| without washing her hands or removing the
gloves wom while providing the parineal care.

- Interview with CNA #5, on 11/09/12 at 2:35 PM,
| revealed she had been tralned to remove her

. gloves affer the perineal care and before

| completing other care.

interview with the Infection Control Nurse, on
. 11/0812 at 12:10 PM, revealed staff shouid ‘
| remova thelr gloves only If there was visible
" soliing after providing perineal care, and before
“touching the resident all over”..

| During a telephone conference with the Reglonal
. Vice Presideni of Operations, on 11/09/12 at

[ 12:20 PM, she agreed the CNA did not practice

» proper hand hyglene during provision of ihe

i perineal care for Resident #3.

: Raview of the policy titled " aundry Services”,
| dated 2011, ravealed It did not address how
i linens were to be handied by staff on the resident

uniis.

J
|

|
|
|
|
!
|

I

control practices on 11-29-12; |
all nursing staff and [
administrative staff wero :
teeducated on infection control i
practices on 11-30-12 by the
Administrator and Nurse Ajde
Coordinator; and alt
housekeeping staff were
reeducated on infection control
practices on 11-26-12 &
11-30-12 by the Administrator |
and Housekeeping Supervisor. |
The NAC retrained the :
eniployees in question on 11-8- |
12 & 11-9-12 on infection |
control practices. All new
employees will continue to be :
trained on infection contro! l
practices by the Nurse Aide
Coordinator or departmental
supervisor during their l
orientation period. All staff ;
have been retrained on i
infection control practices as
related to their departments as
listed above, Tlie in-services
were conducted by the NAC,
Administrator, Consuiting
Dietician, Dietary Manager and
Housekeeping Supervisor,

As part of the facili ty’s
ongoing Quality Assurance
program, the Assistant Director

of Nursing (or designee) will i

|
i
|
|
|
|
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| Review of Center for Disease Control Gulde(ines i

| for hand hyglene in healthcare settings, at ;
yww.cde.gov, revealed the following: i

i "Decontaminate hands before having direct :
contact with patlents*; and *Daecontaminate hands |

’ after contact with inanimate abjects in the ,
immediate vicinity of the pattent”. |

lObser‘.fation, on 11/08/12 at 2:60 PM, revealed

[ CNAfTralnee #1 secured a bag of scled finen in a
resident's room and placed It in the coliection bin |

E in the hall. Continued observation revealad the - |
_ alde, without washing her hands, accepted a |
[ snack baggle from CNA #2 and carrled it nto i

_another room and handed It to the resident, |, I

 Interview with CNA #2, on 11/08112 at 3:15 P4, |
| revealed she was the Team Leader for the CNAs. |
- She stated her responsibliities Included training of !
| new CNA staff. In addition, she served as a ,
"go-to” person for all aldes on the unit. Conlinued !
, Interview reveaied handwashing shouid occur ,
. after handiing solled finen bags, prior to providing !
| care to any resident. She stated handwashing |
. techniques and indications were Included ki the
[ tralning of CNAs,

| Interview with CNA/Tralnee #1, on 11108/12at |
-3:40 PM, revealed she had been trained to wash |
| her hands after handiing anything contaminated. |
' She stated she normally washed her hands :
[ immediately after disposing of solled {inens, }

, Observation, on 11/08/12 al 4:10 PM, revealed

: CNA/Trainee #3 exited a residenl’s room carning :
a full bag of solled linen. The alde had to push |

. the bag down Into the collection bin fn the hall in ,

i
F 441

|

|
|
|

observe at legst 3 resident
perineal care and opportunities
for proper disposal of
trash/linen tasks per week to
nsure appropriate infection
control techniques are being
followed. These audits will
continue for 6 months,

5. December 1,2012

s o
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~order for the ifd to close. Continued observation l

i revealed the aide proceeded directly into another
resident's room to answer a calil fight. On A

, entering the rcom after the alde, she was )
observed fo have placed a gait beit on the |

j fesident and was asslisting him/er to the

{ restraorm,

| interview with CNATrainee #3, on 11/08112 at |
i 4115 PM, revealed she had been trained to wash |
t her hands after handling solled linens. She I
, stated she got In a hurry and forgot. |

interview with the Director of Nursing and the l
| nfection Control Nurse, on 11100712 at 1210 PM,
 revealed they did not consider the outside of a ,
! solled tinen bag to be contaminated uniess I was !
| leaking or had visible solling. [

l

 During telephone conference with the Reglonal

| Vice Presldent of Operation, on 11/06/12 ot 12:20 |

: PM, she stated she did not conslider the outside |

| of a solied linen bag to be contaminated unless

. was leaking or had visible soillng. I
|

. |
| |

| |
| |
/

!
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