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{F 441} | 483.66 INFECTION CONTROL, PREVENT {F 441} i

§5=D | SPREAD, LINENS

ramus

The facility must establish and malntain an
Infection Gontrol Program deslgned to provide a
safe, sanitary and comfortable environment and
fo help prevent the development and transmission
of diseaze and Infaction,

Preparation and/or execution of the
(a) Infaction Control Program response and plan of correction do not
The facility must establish an Infection Control constitute admission of agreement by the

Program under which It - provider of the truth of the fact
(1} Investigates, controls, and prevents infections e acts alleged

In the faollity: or conclusions set forth in the statement
(2) Decides what procedures, such as isolation, of deficiencies. The plan of correction is
should be applied to an Individual resident; and ' prepared and/or executed solely because

(3) Maintains a record of Incldents and corrective

| the provisions of federal and state law
actions related to Infections,

require it,

{b) Pravanting Spread of Infaction

(1) When the Infection Control Program
determines that a resident nesds isolafion to
nrevent the spread of Infectlon, the fecllity must
Isolate the resident,

(2} The facility must prohiblt employees with a
communicable disease or infacted skin lesions
from direct contact with residents or their food, if
direct contact will transmlt the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing s indicated by accepted
professional practice.

(¢) Linens
Personne! must handle, store, process and
transpott inens so as to prevent the spread of

LABORATORY DIRECTOR'S OR FEDVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (%) DATE
D) )Q W SOWity  ADmMwWSTTY” 0 -273 .y

Any defld'l;ncy statement andihg with an asterlak (*) denotes a daficizncy which the Institutish may be excused from correcting providing it is determined that
other safeguards provide sufficlent protaction to the patlents, (See instructions.) Except for nursing hores, the findings stated above are disclosable 90 days
followlng the date of survey wheiher or net a plan of correation Is provided. For nursing homes, the above findings and plans of correction are diszlosabls 14

days following tha date these documents are made avallabla to the fecillty. If deficlencles are cltad, an approved plan of correction is requisile fo continued
program participation,
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{F 441} | Continued From page 1 {F 441}
infaction,

This REQUIREMENT s not met as evidenced
by:

Based on observatlon, medical record review,
staff interview, and review of facility policy the
facility falled to ensure preventative infection
control measures were maintained during 1 of 2

shsatvad wound dresging changes (#105), In F-441

additlon, this deficlent practice was evidence the

facility was not In compliance with their plan of Corrective Action

correction and proposed 9/15/14 date of

complianca. The findings wera: Resident #105’s wound was cleansed and

Review of the medical retord showed resident

#106 was admitted 1o the facillty on 4/24/12 with dressing was changed in accordance with

diagnoses including a left below the knee standard nursing practice.

amputation and paralysis. Revlew further :

revealed the resldent had a history of wound RN#1 was educated on October 5, 2014
Infactions with methicllin reslstant addressing the protocols for skin

staphylococous aureus (MRSA), Review of the

management, wound care assessment,
medical record additionally showead the resident 5

had open wounds on the left stump and right heel . | dressing changes, prep for dressing changes,
and lower posterlor leg that required daily and infection control practices.

dressing changes. The following concems were

identifled:

a, Observation of g wound dressing change on
10/4/44 from 10:05 AM through 11 AM with the
RN (registered nurse) woulind care nurse ravaaled
the following: The RN did not cleanse her hands
prior to applylng gloves and removed the cld
dressing fram the resident's left stump. The cld
dressing was solled with bloody dralnage.
Wearing the same gloves the RN touched the
wound cleanser spray bettle, cleaned the open
wound bed in a back and forth motion, and
applied a clean dressing. Sha continued wearlng
the samea gloves and reached into clean
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nackages for gauze and dressing supplies. She
also used the bandage sclssors from her uniform
pocket to trim the dressings. The sclssors were
not cleaned prior to trimming the dressings, The Identification of Others
RN redresssd the wound on the left stump, and
usad the scissors to cut off the saturated old : - :
dressings on the resident's right lower log. She The leregtor oilfulsmg_anq/or Designee |
then removed the dressing, which was packed conducted weckly observations of wound
Into the wound and noted to have creamy yeliow care dressing changes to confirm acceptable
drainage and blood on it, She cleanad the wound nursing and infection control standards of
with wound cleanser using a back and forth practice are followed. Any identified areas
motion, and touched the wound cleanser hottle of con ) di di
agaln with the same solled gloves. She opened eern were corrected immediately.
the door to let the resident's rcommate exit,
touched the foot board of the resident's bed,
opened the resident's bedside table drawer to .
obtain a tube of ointment and appliad the Systemic Changes
olntment to dry skin on the resident's right lower
leg, ali while wearing the same solled gloves. The Staff Development Coordinator and/or
ﬁ]ﬂerlcompmg'g thﬁ Et‘jbo‘fﬁl‘ tasks iShhe femOVEdh Designee will conduct education to licensed
e gloves and applied & clean pair however, she .
did not perform hF:smd hyglene bgtween the glove nurses addressing wound assessments,
changes. She completed the following tasks while dressing changes, and infection control
wearing the newly applied pair of gloves: practices on or before the date of
repacked the wound on the right lower leg with compliance,
dressings, covered the wound, removed a marker
from her uniform poacket and wrote the dale on The Director of Nursi ;
ihe dressings. She then carrled the bandage will conduct Nlll ° nf and/o.r Des}gnee
sclssors out (nto the hall, laid them on top of the ict weekly observations of wound
cart and cleaned them. During an Interview at the care dressing changes for four weeks to
time of the observation the RN stated she usually confirm acceptable nursing and infection
"changed gloves twice during a dressing change,” control standards of practice are followed.
and was unaware of the facllity's policy,
b. Review of facillty policy entitled, "Wound
Assessmant Objective: To perform & wound
assessment according to the standard of care"
dated 2014 instructed staff to, "gather necessary
supplies, perform hand hyglana, put on gloves,"
and after the dressing change, "remova gloves
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and parform hand hyglens." Interview with the
divislon director of clinical sarvices on 10/1/14 at
1:20 PM revealed the facliity utilized the Lippincott
Nursing Manual for wound dressing change
instruction and guidance, The interview verifled
staff should cleanse hands prior to applying
gloves and should change plovas batwaen old
and new dressings, and wound sites as heeded.
Monitoring

The Director of Nursing and/or Designee
will bring the results of the
audits/observations to the monthly QAPI
Committee for 3 months for review and
recommendations.

Date of compliance is October 24, 2014,
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