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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 |nfect|on 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
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1. Resident 6 was assessed on 7/16/14
for signs and symptoms of infection
with ne infection discovered. No other
residents exhibited signs or symptoms
of urinary tract infection during the
time frame of 7/17/14 - 7/31/14. All
residents have the potential to be
affected by the findings listed.

2. CNA A will receive one on one
trammg and instruction from the

ector of Nufsiig Services tegarding
the proper steps for Catheter Care,
Perineal Care, and Handwashing. Ali
CNAs will receive training and
instruction from the Director of
Nursing Services or demgnce’%n/thc
proper steps for Catheter Care, Peringal
Care, and Handwashing. In addition, ali
staff members will be educated on
proser kandwashing ocecdures “

ORI WO Bk chivter
WL, oidonime

o
ﬁgﬁ%\,

FOTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

&@‘; s U, pm«:ﬁaf‘

Any defi ctency statement endlng with an asterisk (*) denotes a deficiency which the institution may be excused from €0
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings

& Sl

Y
§F correciion are aisciosanie 14

(X6} DATE

F/ T/ 2sile
oo

following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan o ttion is requisite to continued t i
program participation. AUG g 8 29%

FORM CMS-2567(02-39) Previcus Versions Obsolete Eveni 1B: XGZ411 Facility 1D: 0052 Wibf 6 )

SO DOH L&C




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEBICAID SERVICES

PRINTED: 07/28/2014

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

435009

) FORM AFPPROVED
X OMB NO. 0938-0391
{X2) MULTIPLE CONSTRLUCTION (X3) DATE SURVEY"
A. BUILDING COMPLETED
B NG 07M6/2014

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - MILBANK

STREET ADDRESS, CITY, STATE, ZIP CODE
1103 SOUTH SECOND STREET
MILBANK, SD 57252

SUMMARY STATEMENT'OF DEFICIENCIES

(X4) ID I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 1 F 441
hand washing is indicated by accepted _ ) _
professional practice. 3. The Direclgr of Hursing Scrvices or
signee wi
(c) Linens
Personnel must handle, store, process and . obsezve return demonstrations for alt
transport linens so as to prevent the spread of staff members regarding proper
; i Handwashifig procedures. The Director
infection. . A h -
of Nursing Services or designee will
report andit results to the Quality
Assurance and Assessment Commitiee
for further review and .
This REQU]REMENT is not met as evidenced m"mm‘:“da“‘msf* ;
by: Q\/ld“g Qf 4. 9/4/20)

Surveyor. 32355

Based on observation, intérview, and policy
review, the provider failed 1o ensure the potential
for cross-contamination had not occurred for one
of one obsérved resident{6) with a foley catheter
(tube inserted directly into the bladder to assist
with urine drainage} who requared staff assistance
by one of one certified nurse aide (CNA) A with
personal care. Findings include:

1. Observation on 7/16/14 from 8:40 a.m. through
8:50 a.m. of CNA A during personal care for
resident 6 revealed:

*The resident had been resting in her bed.
*CNAA had gathered all of the necessary
supplies to provide personal care for the resident.
She had filled a large plastic container with warm
water, soap, and two wash clothes inside of it.
*She retrieved a pair of gloves and put them on.
With those gloves on she had:

-Cleansed the resident's catheter tubing and
perineal area (area located between the thighs)
with one of the wash clothes from the plastic
container.

-Cleansed the above area in an upward motion
from the rectum (bottom} to the stomach-and

back down to the rectum.’ She completed that
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cleansing motion several times.

-Cleansed the cathater tubing during the same
time as the perineal area.

-Placed the soiled wash cloth back into the plastic
container and assisted the resident to turn over to
her right side.

-Retrieved a box of disposable wet wipes and
cleansed her rectal area. She had removed a
moderate amount of bowel movement from the
resident’s rectal area. '
-Placed the soiled wipes inside of a garbage bag.
*She removed those gloves and retrieved another
pair of gloves and put them on. She had not
washed or sanitized her hands prior to putting on
the clean pair of gloves.

*With those gloves on she had:

-Retrieved one of the wash cloths from the plastic
container and washed the resident's back and
rectal area.

-Placed the soiled wash cloth back inside of the
plastic container and retrieved a dry towel.

-Dried the resident's back and rectal area with the
dry towel,

-Retrieved a tube of anti-fungal cream (cream to
treat yeast infections), opened the tube, and
placed a small amount on the tips of her gloved
fingers.

-Rubbed the anti-fungal cream on a reddened
area underneath the resident's left buttock.
-Assisted the resident fo turn over to her left side.
-Retrieved the tube of anti-fungal cream and
placed a small amount on the tips of her gloved
fingers.

-Rubbed the anti-fungal cream on a reddened
area underneath the resident's right breast.
-Placed the tube of anti-fungal cream on the
resident's bedside table without a barrier
(protectant from one surface to another).
-Retrieved a clean shirt and assisted the resident
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to put it on.

-Removed the soiled wash cloths from the plastic
container and placed them on the resident's
bedside table and then moved them to the
countertop by the sink.

*She removed those gloves, retrieved a dry towel,
and wiped off the resident's bedside table.

*She had not used any sanitizer to wipe off the
bedside table or countertop after drying it off with
a towel.

*She then washed and sanitized her hands. She
had washed her hands for five seconds. That had
been the only time she had washed or sanitized
her hands during the entire above process.

Interview on 7/16/14 at 8:45 a.m. with CNAA
confirmed:

*She had not properly removed her gloves and
sanitized her hands when working from dirty to
clean

*There had been potential for the resident to
acquire a bladder infection from the cleansing
process she had provided to the perineal area
and catheter tubing.

*She should have changed the wash cloths and
water in the plastic container after ¢leansing the
resident's perineal area, catheter, and rectal area
before washing her back.

*She should not have placed the soiled cloths on
the bedside table or countertop. She should have
placed them directly in a plastic bag for washing.
*There had been potential for
cross-contamination from the cleansing process
she had provided for the resident.

Interview on 7/16/14 at 11:15 a.m. with the
director of nursing revealed:
*She would have expected:

-CNAA to have washed the resident's back prior

F 441
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to cleansing her perineal and rectal areas.
~CNA A to have removed her gloves and
performed hand hygiene when working from
clean to dirty.

-CNA A to place the soiled washed cloths directly
into a plastic bag and not onto the bedside table
or countertop.

*There had been potential for the resident to
acquire a bladder infection and for
cross-contamination due to the unsanitary
procedure that was used.

Review of the provider's 2006 Catheter Care,
Indwelling Catheter policy revealed:

*The purpcse was to prevent infections.
*Gloves were to have been removed after
cleansing the catheter.

*No documentation to support when washing or
sanitizing of the hands should have occurred.

Review of the provider's 2006 Perineal Care
policy revealed:

*Purpose was fo prevent infections and odor.
*Gloves were to have been worn during perineal
care and removed when they had come in
contact with bowel movement.

*The water was to have been changed and the
soiled linens discarded when appropriate.
*Gloves were to have been removed after
perineal care.

*No documentation to support when washing or
sanitizing of the hands should have occurred.

Review of the provider's 2006 Handwashing
policy revealed:

*Purpose:

"Medical asepsis (method of keeping clean) to
control infection.”

-'To reduce fransmission of organisms (a living
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cell/bacteria) from resident to resident.”
-"To reduce transmission of organisms from
nursing staff to resident.”

“"To reduce transmission of organisms from
resident to nursing staff."

*General instruction:

“"Wash hands before and after resident contact.”

“Wash hands when soiled.”

*Procedure:;

-"Rub hands briskly using sufficient lather and
friction for ten to fifteen seconds."
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Surveyor: 14180

A recertification survey for compliance with the
Life Safety Code {LSC) (2000 existing health care
occupancy) was conducted on 7/15/14. Golden
LivingCenter-Milbank was found in compliance
with 42 CFR 483.70 (a) requirements for Long
Term Care Facilities.

The building will meet the requirements of the
2000 1.SC for Existing Health Care Occupancies
i conjunction with the provider's commitment to
continued compliance with the fire safety

standards.
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A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 7/15/14 through
7/16/14. Golden LivingCenter-Miibank was found
in compliance.
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