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The facility must establish and maintalh an
Infacilon Controf Program degigned to provide a
safe, sanitary and comfortable environment and
to help prevent the development and Yranemission
of disease and infection.

{a) Infection Control Program

Tha faclfity must establish an Infectlon Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility;

{2) Dacldes what procedures, such as isolation,
should be appliad to an Individual resident: and
() Maintains a recard of incidents and corrective
acltions related lo infections. ’

{b) Praventing Spread of Infection

{1} When the Infection Contral Program
determines that a rasldeni heeds isclation to
prevent tha spread of infection, the facility must
isolate the rasident.

(2) The facility must prahibit ermployees with a
communicaple disesge or infectad skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must raquire staff to wash their
hands after each direct resident contact far which
hand washing is indicated by acceptad
profassional practice.

(c) Linens

Personnel must handls, store, pracess and
transport linens so as to prevent the spread of
infection.

PROWVIDER'S PLAN OF CORRECTION
tEAGH CORRECTIVE ACTION 3HOULD BE
CROSS-REFERENGED TO THE APFROPRIATE
DEFICIENCY)

X6
COWFLETION
DATE

Preparation and/or execution of this plan of
comection does not constitute admission or

! agroement by the provider with the staterment

of deficiencies. The plan of correction is
prepared and/or executed becausc it is
required by provision of Federal and State

regulations.

F-441

1. Certified Nursing Assistants
jmmediately removed soited lmens
and soiled incontinent product from
the {loor, bagged them and placed
these items in the soiled
utility/bichezerd room.

2. Quality Assurance rounding was
conducted within the facility to
visuglize no other arcas of copcern
identified, as rcfated to soiled linens
and soiled incontinent items being
placed on the fioor.

3. Current nursing staff was educated
on the facility policy and procedure
related to the handling of soiled
linens and seilcd incontinent itemns
in a manncr 88 to prevent the spread

of infcction by ensuring that these
fterns are not placed on the floor.
Cuxrent nuraing staff was alse re-
educated that soiled lincns snd
soiled incontinent items will be
bagged and/or placed in containers
at the location where they are used.
These itcms will then be placed in
the soiled utility/biohazard room to
prevent the spread of infection.
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DON/Designec will conduct Quality
F 441 | Continued From page 1 F 441 Improvement yonitering of this

This REQUIREMENT is not mat as avidanced
by!

Based on absarvation, record review and staff
intarviews the facility failed to ansure that staff
handled linens znd soiled Incontinent tema in a
manner o prevent the spread of infection by
placing these ltemes on the fioor for 1 of 2
residents observed during incontinent care
(Residant # 7). The findings include:

The facility pollcy dated 11/2009 titled Laundry
read in part " The facility strives ta reduce the
fisk of Infection to the rasidant/patient and
employees. Linens will be handled as littls as
possibla and with a minimum of agitation to
pravent gross microbial contamination of the air
and person handling the linen. All solled linon will
be bagged and/or placed in containars at the
location where it is used. "

Resident #7 was admitted to the facility on
01/17/10, On 09/13/11 at 2:31 PM, Resident #7
wags observed durng Incontinent care. Upon
enlaring {he room Nursing Assistant (NA) #1 and
NA #2 were observed to provide care for the
resident. Sheets were obsarvad on the floor in
front of the wall air condltioning (AC} unit near the
foot of the bed. An incontineat brief with a small
amount of brownh material, 3 pair of gloves and 2
incontinent wipas were observed on the flaor an
the other side of the bed in front of the nightstand
near the head of the bed. At the completion of
cara NA #2 was observed to ask NA #1 for a
plestic bag. NA #1 removed a plastic bag from a
trash can that was against the wall near the AC
unit and handed the bag to NA #2. NA #2 was
observad ta pick up the incontinent brief and

5.

standard 5 x weekly for 4 weeks,
then 3 x weekly for 4 weeks, then {
x weekly for 4 weecks, and then { x
monthly for 9 months.
DON/Designee will report results of -
Qualify Improvement monitoring to
the Risk Management/Quality
Improvement Coromnittee monthly x
12 montbs for continued compliance
and/or revision. :
Completion Date 10-5-11.
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other ftems off of the floor and place In the plastic
bag. NA #1 was observed 1o remove snother
plastic hag from the trash can, pick up the shests
off of the fioar and put the linen in the plastic bag

NA i1 statad In an interview on 0B/13/11 at 2:38
PM that the linens fall off of the window sill onte
the ficor.

In an interview with NA #2 on 09/13/11 at 2:41
PM, tha NA was asked why the Incontinent items
ware oh the floor and who put the Hems on tha
floor. The NA statad that the resident ' s
colostomy bag busted and they ware trying to
catch evarything. The NA statad that she might
have put the incontinent items on the ficor. The
NA stated that a nurse was in the room a few
minutes age and changed the resident ' s
colostomy bag.

On 09/13/11 at 2:46 PM the Nursing Supervisor
stated In an interview that dirty inen was

- | supposed o be put in plastic bage and soilad

briefs, gloves and wipas were to be putina
separate bag and the fops of the bags tied and
placed In deslgnated cans in the dify utility room,

Nurse #1 stated in an interview on 09/13/11 at
2:53 PM that she had just changed the colostomy
bay far Residant #7, The Nurse stated that when
changing the colostomy bag she put the scilad
itamns in a plastic bag in the trashcan. Tha Nuree
statad that there was a small tear at the top of the
colostomy bag but that the bag was not leaking.
The Nurse stated that soiled itams were not
supposed {o be on the floor but were supposed to
putin a plastic bag and put in designated

4
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confainers.
In an interview with the Administrator and the &

Director of Nursing (DONj on 09/13/11 at 3:02 -
PM, the DON stated that soiled items were to be
placed in trash bags separately (linen in one bag,
disposable items in another bag), the tops of the ‘-
bags tied and the bags put in the dirty utility room.
The DON stated that soiled items were not
supposed to be on the floor or the window sill.
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