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$S=D | SPREAD, LINENS .
=D NA#2 was re-educated regarding

The facility must establish and maintain an proper hand washing and glove

Infection Control Program designed to provide a changing methodology. Education

safe, sanitary and comfortable environment and included a return demonstration

to help prevent the development and transmission , T ’

of dissase-and infection. A random visual validation
schedule for hand-washing and

{#) Infection-Contrel Program glove changing methodology

The facility must establish an Infection Control

Program under which It - was implemented to occur weekly

(1) Investigates, controls, and prevents infections for a period of four weeks.

in the facility;

(2) Decides what procedures, such as isolation, ETVNET .
should be applied to an individual resident; and As th‘_s facility Ieallz?s the potfm’[lal
(3) Maintains a record of incidents and corrective for this alleged deficient practice to
actions related to infections. affect other residents, the facility

re-educated all nursing staff

b) Preventing Spread of Infection i i
(®) g regarding proper hand-washing

(1) When the Infection Control Program

determines that a resident needs isolation to and glove changing methodology
prevent the spread of infection, the facility must under the supervision of MAHEC
isolate the resident. . .
(2) The facility must prohibit employees with a on March 27, 2012-’ Nursing ftaff,
communicable disease or infected skin lesions will include C.N.A.’s, L.P.N.’s, and
from direct contact with residents or their food, if R.N.’s, and they will recelve one on
direct conte}c_:t will transmllt the disease. . one training including return
(3) The facility must require staff to wash their d o
hands after each direct resident contact for which emonstrations.
hand washing is indicated by accepted
professional practice.
(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.
A
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This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record reviews facility staff failed to remove
gloves and wash hands between dirty and clean
contact while providing incontinence care for one
(1) of three (3) residents observed. (Resident # 2)

The findings are:

A review of an undated facility policy titled
"Infection Control/Handwashing" stated "Washing
your hands and wearing gloves is vital for
protection for you and your residents to prevent
the spread of infection. You must wash your
hands before and after care of a resident."
Review of another undated facility policy titled
"Infection Control" addressed handwashing and
glove usage. The policy read in part:
"Handwashing is necessary after performing
resident care activities such as bathing,
incontinence care and the changing of soiled
linen. After you finish one of these tasks, you
should discard your gloves and immediately wash
your hands."

On 02/23/12 at 9:04 AM, Nursing Aide (NA) #1
was observed giving a bed bath to Resident #2.
During the bath it was noted that the resident was
incontinent of bowel movement. NA #1 already
gloved from providing the bed bath, cleaned
Resident #2's perirectal area of a moderate
amount of soft unformed bowel movement with a
wet wash cloth used during the bed bath. Without
changing gloves or washing her hands, NA #1
dried the resident off, pulled the sheet over her
legs, picked up the resident's personal care

F441| To ensure continued compliance
with proper hand-washing and
glove changing methodology
the Director of Nursing, and/or

the Regional Clinical

Completion Date:
03/27/2012

Director, and/or their designee will
complete 10 random hand washing
and glove changing methodology
audits on all shifts and week-ends
for a period of no less than six
months. Additional corrective
action will be taken if required.

The Director of Nursing will report
audit findings monthly to the QA& A
Committee for review of trends and
for the need to change the plan
according to the audit findings.
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products from the over bed table and placed the
products in the drawer of the resident's bed side
table. With the same gloves on, NA #1 retrieved a
clean top, pants and brief to dress the resident,
adjusted the resident's bed, then removed her
gloves and applied clean gloves.

On 02/23/12 at 9:30 AM, NA #1 was interviewed.
NA #1 acknowledged she kept the same gloves
on during the bed bath, incontinence care and
continued wearing the gloves after providing
incontinence care. NA #1 revealed that normally,
she would have changed gloves after cleaning
the bowel movement from the resident's
perirectal area. NA #1 indicated she was nervous
during the procedure.

An interview on 02/23/12 at 2:10 PM with the
Director of Nursing (DON) revealed the NA
should have changed her gloves, washed her
hands and re-gloved after cleaning the bowel
movement from the resident. The DON further
revealed recent education provided to direct care
staff included a review of infection
control/handwashing practices, policy review and
a return demonstration skills checklist on proper
perineal care for the male and female resident.
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“Preparation and/or execution of
this plan of correction does not
constitute admission or agreement
by the provider of the truth of the
facts alleged or conclusions set
forth in the statement of
deficiencies. The plan of correction
is prepared and/or executed solely
because it is required by the
provisions of federal and state law.”
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