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A abbreviated standard surey {K¥18/61was
; cordueled an 0724712, The complaint was

| Uhisubstantiated with no defidlen practice

[ entfied: Aflé: supervisory revisw, the
Ipvestigation Vees recpened on 0872242 and
-eencluded on 0823712 The complsiht was :
; unsubstantiated wilh unrelzied deficient practics 5
dentified 28D vl

Fds1] 48365 INFECTION CONTRQL, PREVENT
35=0 . SPREAD; LINENS )

: Thefacilly fnust esisbiish and maintait 2n

; Infection Conbrol Prograsn deaigned o provide a
safe, sanitary. and comforiable environment and
i help prevent e development and fansmission
! pf disssss and higction.

(3§ fnfettion: Coendral Frogram

Fhe facility must estabiish am infection Candfol
Program dnder which - ;
{1} Inyestioates, cantols, and prevents infectians |
in'the fackiy, . ,

| (2} Decldes what procedures, sych:as isolatich,
| -shoukd be applied to.an individial resident: and
§ (32 Melntains a recerd of ncidents afid comective. |
- actions related fo imfectons: :

b} Praventing Spread: of Infachion

{1y When fhe Infecfion Control Program
determines thatl 2 resident nesds Solationio

£ oreventthe spreed of infaction; fre Faciliby st
isclafe the resident. :
{2} The Jaciiity mustprohibit empleyess #ith a |
samimlinkAbie diseass or infected skinjesions
from dirgct Contactwith residents.or Helr food, #
direct contact Will Irsnsmit the digsass. i

CNA# < was re-educarad on 977712

by the-Adsistant Divactdr of

; Muarsizg/Siail Davelipment
: Coordipator rgarding apprapitare :
! nfcrion.control- guidelines thas are
iobwilived when providing care 1
residenis. TNA# 1 wil] Ba re.
edlucated upon fetri to-work, pror

: toaccyping assignment o dare for 3
Fa4q residenis. L

Resident’s # 4 and £ 3 were assessed

: by Unit Manugers wilh po-adverse

| afTects noved felated £ ONA £7¢ 1

and & sot washing hands.or
changmg gloves, :

s S

A% observation wes éomiplésed
on 92 by the Direcior &F
Nursing, Assisian: Ditecinr of *
Nursing/Stafl Developmeat |
Coordingtor, Uit Madagars, and

g Charge Nutrses te 20siure eumpliancs
: of ENA7s with kandwashing and : :
; changing of goves during pernéal
zate. '
3. All simif il receive sducaidod by

the Assigtant Directorof
NursingStatf Developmiens
Conrdimaor by $A312 fegurding
the facitittes and CDC §nfection
control muidelines @ ordér 1o
pravent the developmisnt and
aransmission of digeass snd
infection. Ay staff that dass ot
receive the fnfection contrel ;

~(3) The facilily muss require St% to wash thair
(ER AT

;__k.
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Ay esfitencfbmiaf ;
offed safeguards provide suficiEnt piblacsied 1o the pfionts, {Sen imstructions. )
Soflowing the dite of Sufey. Whether or not
g2y5 foliowing b dale tese documents are mads gvaiahis
pragraes paricipation; '

apian of corection s provided, Foi

Fem erzd.ngwrzhﬁnasbersk {3 derntes & deftandy which e Paiifution mzy by sxcuseld fom corrasting oroviding %18 ditsmmined that

3 Excepy for ursing
) i, For iarsing fomes, tha
1o sha fasilily, 1Pdeficidnciss are =i,

hemes, the frdings Stated abovk.sm disciosabla 30 davs
abgve fudings and pans o corraction e Gisciosabia 14
an approved plan of sorveien 18 fequisiy’ o’ contined
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PREFIX, } (BACHBERCIENCY MUST BE PRECERED BY FUll L EACH CORRECTEACHON SHOULD BE, | chwiriron
TAG | REGULATDRY.ORLSCIDENTIRYING BFGRMATION ;B | CROSSREFERENCED TOTREASPROPRATE | oA=
: DEFRGENCYY :
; : i o j : Wil be educated :
F 44 - Contiftied From page 1 i F a1 sducation will be cducated prior o

: ; ‘ N . - ' ‘performing résident Gare.
: hzds after sach direct resident contact for which | f :
nand washing s indicatet By sccepled

tessional et Nelw emplavees will be aivcaed’
professional practics,
;

agn hite, quarerly; and as nesded,

: {&h Linens e L f 4 The Dircter ofMursing, Assisimg ;
Personnel mustHandle, storg; process-ang ; Diirsitas of Nm.ﬁ;g;s{ﬂ: :
-tramsport iners so as o prevent tespread of Drevilopmient Coordinator, and Lt :
i infection, Managprs will perform infection

Comml'Suh?eﬂIm Rounds
hroughoue faeility daily onday ~

Fridayyx 30 days, wéekly x 4 wecks. |
i . S then monthly % 3 months: These
: This REQUIREMENT isncfmet as evidencad audit?wiﬂ bi cé{duct o t0-onstse
by : A, i okl bre wiith.
, S _ H lance; in all aréas; with the
‘Based on ohservation, nterdew, and raview of gﬁi] e md%x,s Sfection
vacility policies and Centers for Diseass Control | ‘Control Guiddines,
{COC) guidelinas, the fclity fafed ensires staff )
* nphernented established infaction, cortrel poficies- Tie resislts of these audis will he
iran sffortfo prevent the transmission of disease brought i the Bogialy Quality
“and Infection for two.of bave ensampled resitents I Asserince Meeting for mview. and.
\Residents 4 and #5). A revisw of facility policy S fiirther iéedmmendation ifreeded, ;
revealsd stall was to wash thelr hands with Sither : b :
2 no-animicrabial sazp and watsr or an ' 3. Date of Compliance; §/13:12,

f antificroblal s0ap and water when hands wirs
visibly ity or contaminated with proteinaresis
{pratein sibstancas) matedal, were, vigibly'soiied
“with biood/body fivids, and ¥ their hands were not
“visibly soiled, to use an aléohokbasad hand. b in
“aft other clinicat situations, In addifion, guidelings
- from the COC revealed healthcare saff was o ©
change gloves during patient care i rmoving frort | : E
& contaminated body site to alean body sie-and : i &
was to decontaminate hands afier remnving theit | : - i
'gloves, Chbservation on 07/24/12, of heontinence
" care for Resident #4:at 8:55 AM. and for Resident 3
£33t 10015 AM, revealed Carfified Nursing :
Assistant (CNAY#1 and SNA #4 falled v remove
-Gloves and wash hands afier remaving the
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F 441 Camtinied From gage 2 [ Faay ‘
! resident's soiled 8siaf, prior io obtaining andier |

Lappiying a skin brofectant crazm {o the residents : P i

| bttock; end:prior tuthe appifcation ofacigan | :

§ brief for tha residents,

{ The #ndings include: !

Asaview of the faciity: poficy, "Hénk Mygiane

with 3 revised date of 05204, revealed.when
hands wers vislbly difty or contamingied with, : ;
proteinecacys (Drofein substznces) matsral g |
: were visinly soiled with blood or pther bBody fuids, i
stafi was requirsd 1o wash hands with sither a
nen-antimicrobiad soap andwaler or an :
antimicroblal scap and water, If hands visie it |
visitly soled, sl was to use ars aitoholbased
- hand b robiinely decontsminating Raads in-all
slinicat stustions Sther than oss Isted shove.

L A review of e Centers for Diszase Cantal
{SECY quidalines, dated 10725/02, reveslse : . : ‘
heslihcars facility ska¥ was-to decontaminate | : i
hands after removing gloves, ‘ang was t.change f : i
| gloves. durdng patient care i moving from a
| contamingted bedy site fn & clean body sifs,

: Intendew with the thfection Control Nurse on ;
- 08622112, at.2:00 PM, revealed # was facility i

‘pratiics, and-cmpioyees werg irained, 1o remeve :
sciied gloves, wash thelr hards, and puf oncleen | . ]
gloves whehn going from & contaminated surface |

o aclean surfade.

Ohservation on 0724112, at 9:55 AM, raveslad
! CNA#1 parformed inconfinence éars for I
‘Resident®2 CNAR! washed her hands and’ !
: applied gloves after parialy removing e

resitents incontinence brief and. plocesdad to
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o H . PROVIGER'S FLAN OF DORRECTION : e ’
PREFDY i {EACH CORRECTIVE ACTION SHOULD BE ; SOMPRLETION
e CROSS-REFESENCED TO THEAPPROPRIE | owE b
o nErcEncn ;

Fa41 E Contnued From page 3
; clean the resident's gerdtaliswith soap and water,
{ UNA# then postiioned he resident unto histher
; side and, althat point, comoletaly removed the
i resident's stocksoiled trief. placed: the brigf inte 3
i Brash contginer, and cizansed the rasident's
: bullneks. Further observstion tevesled CNAET
| obtained 2 container of skin protectant creai
from-the bedside tablewhils Weariag the solled

| the soiled giove, and appiied thes cream to the

briefon tha resident and adiusted the residents
bedding pricr toramoving the soled glowss,
Qbservation revesied SNA#1 aed 5 remove ;
her gloves. and wash her hands prior fo the
appiicatin of the skin protectant cream ta.lhe.
resident’s butiook aremand prior to the
‘apeiication of the cléean fheohithence brisf,

| Interviw With CNAZT on DI22/13. at 451 B,
revealed she was riof awars she was reguired o
wash herhands befween removing a resident's

further stated the facilty had in-servicad halon
Infection:control practices and hand washing but

; she:did nit remémber balng instructed to wash
 her hands and change gloves during Incontinancs
 care unless her gioves becama visibly solied.. 4
review of 2 faciity in-servics rovesied CNA 2T

had attended new stnployee orientation on. :
BB 312, and the eminloyee bad Geen rained an. ;
Hacility infection. controf tchniques, including :
i ncontinence care and washing hands betwean |
| glove:chenges..

H

| Obiservation o 0712442, =t 10:15 AM, Teienied
| CMA&¥4. pedormed inconfinerics <arg io Resident ;
; 5., CNA#4 washed heyhands prior to applying

gloves, applied 2 small amognt of the crean onty |

[ resient's butiock arez. CNA# piaced aciean |

: sofled brief and apoiying & ciean brief. The CNA

EORM CME- 258755y Previous Visrsions Dteciom Everm LTI,

Fouftty 13! 100521
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F'4d1| Continued Frospage 4 ‘
 gioves to parform incontinerics cams lo-Resident ; ;
#5. CNA#4 removed af incuriitiénce brief, ) :
sofled with stosd, frorn Resident #5; plaeed the :
brefinto o garbage bay, dnd praceeded o |
clzanss the resident's genitalia and positioned the g
rasident on hisher side lo'clkanss: the resident's :
[Hgttocids, TNA® then removed te residents :
| sofied sheets and piaced tlesn Shests under the : ;
resident whils wearing the stiled gloves: Further
-observation revealsd CNAZ4 appiied skin ] £ ' &
Protectant gream to {He resident's Bulidck grea :
and placstd 2 clean biief on Resident £8,
{ Observation revealed ONA #4 failad in rériove
i-ths saliad gloves after she removed the resigent's _
Soifed brisf. and falled to cleanss her hands and
puf on clean gloves. hefors she obiginadfappiind
e siii protectant crearm fo-the radiderits _
‘buttocks and appfied a clean brcHor Residant i
= ﬁ,‘. H

Jinfgrview with CNASY on08/2242, gt Tdd PR i
‘revealed she had been‘rained to remove ar i
Bloves, sisan her hands, and put dlean loveson | ;
 befare going from a.contaminated surface io.a : ;
| Chean surface when providing care fora residant |

CNA #4 further stated she had forgotien to
- remove fier gloves, wash herhands, and put
-clean gloves on when performing ncontinence
‘aye fof Resitent #5 o 07/24112, Areviewof
- faclity in-service reveaisd CNA #4 hatl recsives |
T-senick raining by Bie. fagilly on 06107112,
ceneeming infection controb-and hand ‘washing.

inferview with the Infection Control Nurss o~ ;
0B322, 21 200 PM, tevealed the facily frained |
| smipiovess. The infction Cantrol Nurse furlher
stated staffwas rained o remove. soffed gioves, |
wash their hands, znd put on dedn gioves when i
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§ geing fromi & conteminated surface 6 3 gisan i
isurface. Intepdew further revealed $he infection
- Control Nurse monitored staf ‘perforning care, : i

including incontinence care, on a daily basis to
| Bnsureproper infection cantrol pratices wers
{being foliowed and hed not identified any L
EEONICEMS. .
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