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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 facility must establish an Infection Gontral
Program under which it ~

(1) Investigates, confrols, and prevents infections
in the facility;

(2) Decides whal procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infecfions,

(b) Preventing Spread of Infection

(1) When the Infection Cantrol Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prehibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

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

(c) Linens

Personnel musi handle, store, procass and
transport linens so as to prevent the spread of
infection.
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Inservice completed for NA #1
by Staff Development Coordinator. 8911
Incontinence Care provided by
NA #1 observed by Staff
Development Coordinator to
ensure compliance related to
incontinence care and infection
control.

Medical Review completed for 8/9/11
Resident #4 to identify signs and
symptoms of infection.

All residents identified as having 8/9/11
the potential to be affected.

Review of Infection Reports
completed to identify infections. 8/9/11

Return Demonstration of

. 8/9/11
Incontinence Care completed
by Nursing Assistants to ensure
compliance. Return Demon-
strations observed by
Registered Nurse.

Competency Checklist related 8/9/11
to Incontinence Care incorp-
orated into C.N.A. Orientation
to ensure compliance.
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Directed Inservice conducted
i i i ‘ 8/9/11
;h-ls REQUIREMENT is not met as evidenced by Gaston College Nurse
Y. Instructor for Nursing Assistants

Based on observalion, record review, and staff
interview the facility staff failed to remove soiled
gloves and wash hands after the completion of
incontinence care in one (1) of two (2) residents
observed. (Resident #4)

on Incontinence Care and
Infection Control; including
Hand Hygiene/Glove Use.

The findings are: Participaled in Consultant 8/9/11
Visit with "The Carolinas

A review of a facility policy dated 03/06/07 {itled i Centers for Medical

"Handwashing" stated in parl gloves should be Excellence" regarding

used for hand-contaminating activities. Gloves Infection Control.

should be removed and hands washed when
such activity is compleled.

"Incontinence Care and Hand , 8/9/11
Hyglene/Glove Use" Quality
Assurance Tool implemented
to monitor compliance of
incontinence care and hand

A raview of a facility document with a revised date
of 06/27/11 filled "Guidelines for Perineal Care"
stated to remove gloves and place in appropriate
receptacle. Wash hands before leaving room.

On 07/20/11 at 9:42 a.m. Residant #4 was hygiene/glove use to prevent
observed as he was transportad info his room in infection. Qualily Assurance

a wheslchair by NA#1. NA#1 put on glovas, Tool to be completed by RN
transferred Resident #4 from the wheelchalir to daily for two weeks; then three
his bed using a litt, undressed the resident and times weekly for two weeks;
removed the resident's brief that was soiled with then once weekly for two

urine and slool. She filled a wash basin with
waler, placed washcloths in the water, picked up
a bottle of liquid scap and cleaned the resident.
She placed her soiled linens into a plastic bag,

weeks; than once monthly for
two months. "Incontinence
Care and Hand Hygiene/Glove

put a clean brief on the resident and re-dressed Use" Quality Assurance Tool

him. NA#1 attached the lift pad to the lift with incorporated into Facility

her soiled gloves on and lransferred the resident Qualily Assurance Program {o

back to his wheelchair. She emptied the wash monitor and evaluate effectiveness.

hasin, opened a cabinet and put the basin inside
with her soiled gloves still on. NA#1 removed her
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aloves, opened the door to the resident's room
and took the solled linen out of the resident's
room down the halfway to a soiled linen room.

On 07/20/11 at 9:50 a.m. during an interview NA
#1 stated she should havae taken her gloves off
and washed her hands after she finished the
inconlinence care and before iransferring lhe
resident with the [ift,

On 07/20111 at 2:58 p.m. during an interview with
the Staff Davelopment Coordinator (SDC) she
stated In-services were done recently regarding
incontinence care. She further explained after
the in-service was completed staff was observed
doing incontinence care and their initials were
writlen on an observation monitaring form. She
staled if a staff member's initials were not on the
form, they were not observed. She verified NA
#1's Initlals were not on the observation
monitoring form and explainad the observations
of staff were done at random. She further stated
it was her expectation that staff should remove
soiled gloves and wash their hands after
incontinence care and before touching any ltems
in the resident's room.

On 07/20/11 at 3:50 p.m. during an interview with
LN ##1 she stated she was one of the nurses who
observed staff when they provided incontinence
care after the Inservice's were completed. She
stated she observed various staff members doing
incontinence care but explained the chservations
of staff were done al randem. She stated
Nursing Assistants were told to let a nurse know If
they were going to de incontinence care and a
nurse would go and observe tham. She verified
they had not observed all staff and confirmed NA
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##1's initials were not on the observation
monitoring form. LN #1 stated since NA #1's
initials were not on the observation form she had
not been observed. She explained during the
observatlon they looked at hand washing, putting
on gloves and changing gloves during care.
On 07/20/11 at 4:22 p.m. during an interview with
the Director of Nursing (DON) she stated it was
her expectation for staff to remove soliled gloves
and wash their hands after incontinence care and
before they touched any other items in the
resident's room.
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