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The facility must establish and maintain an
infection Control Program designed to provide &
safe, sanitary and comiartable environment and
to help prevent the development and fransmission
of diseass and infection.

{a) infection Control Program E
The facility must establish an infection Contrel |
Program under which i - ;
(1} Investigates, controls, and prevents infections |
in the facility, 1
{2) Decides what procedures, such as isolation,

should be applied to an individual resident; and

(3) Maintains a record of incidents and corrective |
actions refated to infactions. i

fh) Praventing Spread of Infection

(1) When the Infection Control Program
determines that & resident needs isolation ta
prevent the spread of infection, the faciiity must
fmolate the resident.

(2} The facility must prohibit employees with a
wommunicable disease or infected skin lesions
from direct contact with residents or their food, If |
direct contact will transmiit the disease.

(3} The facility must require staff to wash thelr
hands after each direct resldent contact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection,

1
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F 441 Continued From page 1 F 4414) Resident #91 was discharged from the
This REQUIREMENT s not met as evidenced A facility.
bg;sed on abservation, staff and family interview B) Random audits of the residents that
review of facility policy, and current require contact precautions will be
recommendations for standards of practice, the audited to ensure families have been
facility failed to ensure infection confrol measures educated on hand hygiene and
wers implamented for 1 of 2 resident's (#91) who | wearing gowns when appropriate.
required contact precautions. The findings were; Staff will be randomly audited for
roper bagging of infectious waste.
Review of the medical recond s'r}owed resident ' E‘ox?tact p%”geca%tion rooms will be
#91 was re-admitted to the facility on 4/21714 with doml dited t the st
diagnoses including gangrene and an open randomly auditec 1o ensure the stop
wound. Further review showad the resident was sign is posted on the door. _
placed on intravenous antibiotics on 4/26/14 for €) The ADON/SDC will provide an in-
the treatment of methiciilin-resistant service to nursing staff on educating
Staphylocoaous aureus (MRSA). In addition, the falnily members about proper hand
re?dednt (}Na's ?:ltsc: idinttjﬁel,d e?s havln(gﬁasnﬁu hygiene and use of PPE when
extended-spectrum beta-lactamase . :
infection in hisfher urine on 5/10/14. The foliowing gpproprlate, Pr()p er  bagging of
concerns were identified: mfectlo'us waste, and placement of
a. Observation on Initial tour of the facility on stop sign on the door of contact
5M4M4 at 2:15 PM revealed resident #91 had a precaution rooms by 06/13/2014,
cart outside the door that contained personal D) The facility will utilize a Performance
protective equipment (PPE} including gowns, Improvement Audit Tool to perform
gloves, and masks. Therg was no signage posted random audits of educating family
on the resident's door indicating visitors or staff b bout hand hyei
should ses nursing staff pror to entering the members about proper hanG hyglenc :
resident's room. Observation again the same day and use of PPE when appropdate,
at 5:15 PM showed no contact precaution slan proper disposal of infectious waste, :
had bsen posted on or near the resident’s door; and placement of stop sign on the
adg{itionaiiy visifors were observed entering and door of contact precaution rooms
exiting the resident’s rnom and no hand hyglene E) The Director of Nursing or designee

was performed. Inlerview with the resident's
family member at the fime of the observation
revealed family visited the resident regularly and
there had never been a contact pracaution sign
posted on or near the resident's door informing
visitors to see the nurse before entering the
resident's room. However, staff had applied

will report results of these audits at
the monthly Performance
Improvement Meeting. The report
will include any problems and/or
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Precautions; Preventing Transmission of

instructed the family about the importance of
handwashing or wearing gowns when vistting the
resident or exiting the resident’s room.

b. Observation on 6/14/14 at 5:25 PM
revealad CNA#1 entered the resident's room
without donning a gown or gloves. The CNA
proceeded to tie up a full red bichazard bag of
trash with bare hands, then she applied gloves
and placed a new red bivhazard trash bag into
the raceptacle. Interview with CNA#1 at the time
showed she should have puf on a gown and
gloves prior to entering tha resident's room,
howaver, she, forgot.” RN #1 was outside the
resident's open door during the observation and
verifiad the CNA should have put on a gown and
gloves prior to entering the resident's room ;
bagging and removing kiohazard trash. The 3
interview verified the resident did not have a
eontact precaution sign posted an or near the
door but should have had one posted.

¢. Review of the faciiity's policy last revised
on 7/18/11 and entitled, "Standard and
Transmission-based Precautions; isolation
Procedure A guide to Infection Confrol®, the
following was listed, "Contact Precautions for
MRSA and ESBL's" and included, "Stop sign on
door...Visitors are instructed to wash hands when
entering and leaving room... Gowns/protactive
apparehif contact with infecticus material”

d. According to the Centers for Disease
Control {CDC) 2007 Guideling for lsolation

Infectious Agents in Healthcare Settings,
"Donning PPE upon room entry and discarding
before exiting the patient room is done to contain
pathogans, especially those that have been
implicated in fransmission through environmental
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i . trends noted. This will cccur for a
F 441 Continued From page 2 F 441 period of at least three months or until
gowns and gloves prior to entering the residant's ongoing compliance has been
reom. The interview further revealed staff had not achieved
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cortamination. IV.8.3.a. Wear a gown, that is
appropriete to the task, to protect skin and
prevent solling or contamination of clothing during
| procedures and patient-care activities when

: contact with blood, body fuids, secretions, or
excretions is anticipated [738, 780, 896).
Category IBAICV.B.3.0.0l. After gown removal,
ensure that clothing and skin do not contact
potentially contaminated environmental surfaces
that could result in possible transfer of
microorganism to other patients or environmental
surfaces [72, 73]. Categary liCiothing, uniforms,
laboratory coats,or isolation gowns used as
personal protective equipment(PPE}, may
become contaminated with potential pathogens
after care of a patient colonized or infectad with
an infectious agent, (8.9, MRSAS8 VRE 89 and
C. difficile 80... the potential exists for solled
garments to transfer infectious agents to
successive patients,”

F 441
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