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F 000 INITIAL COMMENTS F 000

Aunannounced onsite investigation of 1

complaint concerming care and services was

conducted py the Division of Licensing and

Brotection en 8/5/16 The following regulatory

violation was dentified:
F 4471 48365 INFECTION CONTROL, PREVENT F 441
ss=0 SPREAD. LINENS

The facility mmust establish and maintain an
Infection Control Program designed to provide a .
safe sandary and comfortable environment and ) i
to heip prevent the development and fransmission
of disease and infection

fa) Inteclion Contro! Frogram

The fasility must estabbsh an Infection Control
Program under which (-

i1y investigates, controls, and prevents infections
i the facility:

(2) Decides whal procedures, such as isolaltion,
shoulg be apphed to an individual resigent; and
{3) Maintains a record of incidents and correcive
actions related to infactions.

() Preventing Spread of Infection

{1} When the Infection Cantrol Program

determines that 2 resident needs isolaton 1o

srevent the spread of infection, the faciity must

i 150iale the resident.

: (21 The facuity must prohibit employees with a
communcable disease or infected skin lesions
trom girect contact with resigents or their food, If
girest contact will transmit the gisease

: {31 The facility must require staff to wash their

kands after each girect resident contact for which

hand washing is indicaled by accepted
nrofessional practice

LOAROHWTRY DIRETTOR'S OR '-=F{O'\’IOE;R}SUPPUEF\ REPREGENTATIVE'S SIGNATURE

W W, § L) £ ] e ol ()
Ay niruengy statemen: ending mlh an astensk (° ) denores a ueﬂmency which the unsmuncm may he excused from corref‘tmq providing # 1§ delermined that
ner safeguards provide guﬁ(wlen[ prolectior: to the pabens (Sae instruchions } Except for nursing homes the findings stated above are disclosable B¢ days
rwg— daiﬂ of susviy wnether ar not a plan of correction is provided  For nuzsing homes, the abave indings and plans of correction are disciosabls 14

‘ne oale nuse docurnents are made avallabie to the faciity ¥ geficiencies are cied, an approved pian of correcror is reguisite to contmus:d
"~ r‘iL‘,::l:(‘,I‘l
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| P 441 Contnued From page 1 F 441 Preparat:qn and/or executwt.l of this plan
‘of cotrection does not constitute
(c) Linens admission or agreement by the provider of
| Personnel must handle. stare, process and the truth of the alleged facts pr
! transport finens so as 10 prevent the spread of conclusions set forth in the statement of
' mfechon |deficiencies. The plan of correction is
! iprepared and/or executed solely because
f the provisions of federal and state law
ey . breguire it,
This REQUIREMENT is not met as evidenced .
l try . 09/02/2015
Based on nbservation, racord and policy review ~Ftag 441 e
and mennew, the facility failed 1o implement * Resident#4dand #5 are receiving
l proper infection control measures during dressing dressing changes per facility
cganges for 2 of 2#?sagen(:lt obs:;rvitgans infection control
(Resident #4 anc #5) Findings include policy/procedures.
_} 1 Psrobservation of g dressing change on ' '
i BiS/16 at § 16 AM, staff nurse #1 failed fo follow * All residents have the potential to
| infection control measures for Resident # 4 who be affected by this deficient
i nad an open iaceration on his/her nght lower leg practice.
i requirng daily dressing changes. Per
: obsenvation the nurse remaved an ace wrap that . .
covered the wound dressing and placed it directly y The Director of Nurses/ Designee
i or & fabrie couch cushion without 2 protective w1t! re-educate staff on facility
i bamserin place The couch was located in the poticy/ pracedure for dressing
l restorative room which tha nurse confirmed was changes as well as hand hygiene/
Useo by residents or famies who mught need a hand washing policy.
. quier spage The nurse acknewledged that the
: olacement of the ace wrap on the couch was an ‘ '
infection control 1ssue. * The Director of Nurses/ Designee
: will complete random weekly
| 2 On B35 at 10.15 AM staff nurse #2 was dressing change and hand
: observed praviding a dressing change to hygiene/ hand washing audits
Resident #5 Per observ_atlotn, trI:e nursechi;:j not weekly x 30 days then monthly x
| sanr_uze his/her hands prior to the procedure 60 days. The results of these
g Quring the dressing change, the nurse dropped a audits will be reviewed with th
' packaged telfa pad on the floor. picked # up ang u e revie 1th the
opened the contanunated package and apphed QAPI committee monthly to
: g teita 1o the resident's fool withaut cnanging ensure compliance. et ]
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Continued From page 2

gioves Following the procedure, the nurse
moved chairs back in place, touched other
objects in the roam and closed the bathroom doar
without removing his/ner glaves ang santizing
fis/her hands  On 8/5/15 at 10.23 AM, the nurse
acknowledged the above findings and that
infection control measures had not been foliowed
The Uni Manager (UM) was present during the
interview and stated that the packaged dressing
shauld have been discarded after falling an the
fiour

Perraview, the facifity's Hand
Hygiene/Handwashing policy, states on p. 1 that
nandwashing should be done ™ ._between patent
contacts, and when otherwise indicated to avod
transfer of microorganisms fo other patients or
anvirgnments . " 0.2 section 8a. states:
"Decontaminate hands before naving direct
contact with patients/patients®; and 8h. staies
“Decontaminate hands after removing gioves."
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