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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 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

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

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

(3) The facility 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 must handle, store, process and
transport linens so as to prevent the spread of

infection.
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This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record reviews the facility failed to wash hands
between multiple wound treatments for 1 of 3
residents observed to have wound care (Resident
#3).

The findings included:

Review of the facility's " Handwashing/Hand
Hygiene Policy " dated August 2015 revealed
staff should use an alcohol-based hand rub
containing at least 62% alcohol; or, alternatively,
soap (antimicrobial or non-antimicrobial) and
water for the following situations: before and after
direct contact with residents; before handling
clean or soiled dressings, gauze pads, etc.; after
handling used dressings; before moving from a
contaminated body site to a clean body site
during resident care and after removing gloves.

During an observation on 03/15/13 at 1:55 PM the
facility's Wound Care Nurse (WCN) was
observed to give wound care treatment to
Resident #3 ' s sacral area, right coccyx area and
right heel. During the observation of wound care,
the WCN was noted to set clean supplies on a
draped bedside table, wash her hands and apply
gloves. The WCN was observed to take the
resident ' s sacral dressing off which had
drainage on it and discard the dressing into a
plastic lined trashcan. The nurse then was
observed to take off her dirty gloves, discard
them into the trashcan and put on a clean set of
gloves. The nurse proceeded to wash the sacral
wound with normal saline and to apply treatment
as ordered. The WCN was observed to take off
her gloves, discard the dirty gloves into the
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The statements included are not an
admission and do not constitute
agreement with the alleged deficiencies
herein. The plan of correction is
completed in the compliance of state and
federal regulations as outlined. To remain
in compliance with all federal and state
regulations the center has taken or will
take the actions set forth in the following
plan of correction. The following plan of
correction constitutes the centers
allegation of compliance. All alleged
deficiencies cited have been or will be
completed by the dates indicated.

1. The nurse for resident #3 was
re-educated regarding
Handwashing/Hand Hygiene Policy on
3/16/2016 by DON.

2. Any resident requiring wound care in
the facility can be affected by this practice.

3. The facility staff were re-educated on
the facility Handwashing/Hand Hygiene
policy from 3/16/2016 and completed
by 4/1/2016 by DON/SDC/and
Department Heads.

4. The DON or SDC will observe the
treatment nurse for 3 observations weekly
times 3 weeks and then 1 time per week
for 3 weeks to assure that treatment
nurse adheres to the Handwashing/Hand
Hygiene policy during care provided. The
DON/SDC will observe facility staff during
care for 3 observations weekly times 3
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trashcan and put on a clean set of gloves. The
WCN was observed to apply mediseptic cream to
the left coccyx area and reattach the dry brief.
The nurse was observed to take off and discard
her dirty gloves, put on a set of clean gloves and
to apply skin prep to the right heel. The nurse
was then observed to remove her gloves, wash
her hands with soap and water, discard the dirty
supplies into the dirty utility room and wash the
bedside table with germicidal wipes. The nurse
was not observed to wash her hands between the
multiple wound treatments.

During an Interview with the WCN on 3/15/16 at
2:20 PM she stated during wound treatment the
nurse was expected to wash her hands before
she begins, after taking the dressing off, before
going to another wound and then at the end of
treatment. She stated the reason you frequently
wash hands and apply clean gloves was to keep
infection from going from wound to wound or
person to person. She further stated she had
failed to wash her hands between the wound care
of resident#3 and should have.

In an interview with the facility ' s Director of
Nursing (DON) on 3/15/16, she stated she
expected her nurses to wash their hands with
soap and water before doing a procedure, after
each treatment. She further stated the nurse was
to wash her hands between different treatments
on the same resident. The DON stated the
purpose of washing hands and applying clean
gloves was to prevent the spread of infection.
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weeks and then 1 time per week for 3
weeks to assure that facility staff adhere
to the Handwashing/Hand Hygiene policy
during care provided.

DON will take results of observations to
QAPI committee for 2 months.
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