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F 441 483.65 INFECTION CONTROL, PREVENT F 441
§8=D | SPREAD, LINENS
The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.
(a) Infection Control Program
The facllity must establish an Infection Control
Program under which It -
(1) Investigates, controls, and prevents infections
in the facility;
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.
{b) Preventing Spread of Infection DISCLATMER:
{1) When the Infection Contro! Program )
determines that a resident needs isolation to Submission of this response and Plan of
prevent the spread of infection, the facility must Correction is not o be construed as an
isolate the _resident. _ admission against interest by
(2) The facility must prohibit employees with a the facility, the Administrator or any
communicable disease or infected skin lesions employee, agent or other individuals who
from direct contact with residents or their food, if draft or may be discussed the response and
direct contact will ransmit the disease. Plan of Cgrrect:on. In addition, preparation
(3) The facility must require staff to wash their and submission of these Plans of correction
hands after each direct resident contact for which does not constitute an admission or
hand hing is indicated b ted agreement of any kind by the facility of any
ana was Ing is Indicate Y acceple conclusions set for the in this allegation.
professional practice. The submission of this time frame should in
. no way be considered or construed as
{c) Linens agreement with the allegations of
Personnel must handle, store, process and noncompliance or admissions by the facility.
transport linens so as to prevent the spread of
infection.
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Any déﬁclency statement ending with an asteriék"{*} denotes a deflciency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficlent protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction Is requisite {o continued

program participation.
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This REQUIREMENT is not met as evidenced Faal

by:

Based on observation, record review and staff
interviews, the facility failed to assure that staff
follow standard precautions to wear gloves while
administering an injection for 1 of 3 residents
observed receiving injections during med pass
{Resident #11).

The findings included:

The Facility Policy titled Administering
Medications under subtitied Policy Interpretation
and Implementation in part stated:

"11. Established facility infection control
procedures must be followed during

1 administration of medication (e.g., hand washing,
antiseptic technique, gloves, isolation
precautions, stc.)"

On 4/13/11 at 08:00 AM, nurse #1 was observed
given an 1M Injection to resident #11 without using
gloves during med pass. The nurse was observed
obtaining the syringe from the med cart for the
300 hall, uncapping the syringe, withdrawing the
medication from the vial and discarding the
syringe needle cap into the med cart trash box.
The nurse then walked holding the syringe with
her bare hands across from the med cart to the
resident's room. The nurse informed the resident
about the procedure, wiped the resident upper ieft
arm with an alcohol wipe and injects the
medication into his arm. The nurse upon given
the injection wiped the injection site area again
with the alcohol wipe and discarded the syringe in
the discard box of the med cart. The nurse then
washed and disinfected her hands.

For resident affected the injection site was
visually monitored for s/s of adverse
reaction. None was noted. Nurse # 1 was
counseled  regarding proper infection
conrol/standard precaution measures to be
taken when administering injections.
Resident # 11’°s chart was reviewed for QA
purposes. No issues noted. Date completec:
4/14/11

For all other residents that may be affecied
by same deficient practice, the following
steps have been taken:

Directed inservicing was provided to all
nurges on proper infe3ction control/standard
precaution measures to be taken when
administering  injections  and  their
responsibilitics. Date completed: 4/22/11

Random Medication Administration audits
will be performed on each unit weekly x°s 3
weeks then monthly x 3 months and
forwarded to QA  for further
recommendations. Date completed May 6,
2011

Director of Nursing is responsible.

5/ 6/
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During interview at 9:30 AM on 4/13/11 with
Nurse #1, the nurse stated she was nervous and
have forgotten to use gloves prior to given the
Injection to the resident. The Nurse stated that it
was a requirement of the facility that staff wear
gioves when giving injections.

During interview with the Director of Nursing
(DCN) and with the Facility Administrator at 12;15
AM on 4/13/11, both the administrator and the
DON stated that staif is required to wear gloves
when giving injections.

During interview with the Administrator at 1,58 PM
on 4/13/11, revealed the facility conducted
in-services in a regular basis that included
infection control, hand washing and interventions
to prevent spread of infections.

Multiple interviews with licensed staff reflected
that the staff was knowledgeable about infection
control facillty policles and standard precautions
fo prevent spread of infections.

During interview with the Infection Control Nurse
at 4:00 PM on 4/13/11, stated that her '
expectations were that all staff should follow
standard precautions and wear gloves when
giving injections to prevent spread of infections.
The infection Control Nurse stated that an
in-service had been conducted with all direct care
staff on 3/17/11 that had addressed infection
control measures.
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K015 | NFPA 101 LIFE S CODE STANDARD
ot 1 LIFE SAFETY R K015 DISCLAIMER:
‘ Interlor finjsh for roems and spaces not used for Submission of this response and Plam of
corridors or exitways, Including exposad Interior Corvection i not to be constraed as an
surfaces of buildings such as fixed or movable adimission against intorest by
walls, partitions, columns, and ceilings, hasa - the faoility, the Administrator orany
flame spread rating of Class A or Class B, {in - employee, agent or other indviduals who
fully sprinklered bulldings, flame spread rating of | draft or may bo discussed the response and
Class A, Class B, or Class C may be continued In Plan of Correction. In addition, preparation
use within rooms separated In accordance with | and submisslon of theso Plans of comvection
19.3.6 from the access corridors,)  19.3.3.1, ; does ot eonstituta an edmission or
19332 agreement of any kind by the fac:hty. of any
B conclusions set for the In this allegation, -
The subraission of this time frame should in
no way be considered or construcd as
agrecment with the allegaticns of .
noncompliance or admissfons by the facility, i
This STANDARD is not met as evidenced by:
42 CFR 483.70(a) :
By observation at approximately noon the Kots
following interior finish for rooms was wall In th , wil
non-compliant, specific findings include plywood g’“;r P:tﬂg‘zfm‘:’;'m';; ‘:j;“;;ctg roorn
treatment on wall In activity room had not been ¢ frede Spreadrated pamd
freated to malntain flame 'spread rating for All olher aroas that may be affected by the
sprinklered bulldings. - , same deficient practice have been identified
for QA purposes,
Aress will be freated as per manufacturer
recommondations on an ongoing hasis.
2 NV = Administrator will inspect wall in Activity
o E @ E’ U\\j ‘-_a D Room to ensure that it has been painted with
LJ flame spread rated paint,
JUN ¢ 3 201 Audft wifl be performed on annuni besls to
‘ casure  compliance  with Lifo  Safcty
regulations and that it meets manufacturer
CONSTRUCT;ON SECTION recomnmendations  for  yeapplication  oa
necessary,
Maintenanco will be responsible, f" ,,3.. ] l
| 1
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Any dénclenoy slatement cnding Wit en asterisk {*) denoles a deficiancy which tho Institition may be excused from coireeting providing 1t Is determined that
athier safeguards provide sufficlent protection to ihe patients. (See Instructions.) Except for nursing homes, the findings stated abova ars disclosable 90 days
following tha date of auivey whether or not a plan of correction Iz provided, For nursing hemes, tha above findings and plans of correollon are disclosabla 12
days followIng the date these documents are mede available lo tho facllily. If deficlencies are citad, an approved plan of correction Is regulslte to continued

program purticlpation, '
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