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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 faciiity 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.

Residents #1 & #2 were not affected by
the deficient practice.
Staff will be educated on the Two-Tier
Transmission Based Precautions:
Contact Precautions Policy and Pro-
cedures which include Resident Placement,
Gloves and Handwashing, Mask, gown and
Resident Care Equipment. as indicated by
care needs. Staff B is no longer contracted
to work in facility. Staff A was educated
immediately.

How the nursing home will act to protect
residents in similar situations:

Residents residing at the facility have the
Potential to be affected by this deficient

practice.

Staff to be educated on cleaning equipment

And providing transmission base precautions

Precautions per the Two-Tier protocals.

Measures the nursing home will take or the

Systems it will alter to ensure that the
Problem does not recur:

Enhance the General Orientation process to
include hands on return demonstration
training to validate proficiency & aptitude
of performing the aspects of the Two-Tier
Transmission Based Precautions:Contact
Precautions for current and new employees.
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Continued From page 3

an alcohol wipe. He removed his gloves without
washing his hands, and then carried the
equipment in a caddy, down to a cupboard on the
other end of the hallway. He entered another
resident's room before washing his hands.

In an interview on 03/16/16 at 2:15 p.m., Staff A,
Director of Nursing, confirmed staff should apply
gloves before entering the room of a resident
infected with C. diff., because there could be
bacterial spores on items in the environment. She
also indicated staff should wash their hands
before exiting the resident's room. Staff A stated
staif should use bleach to disinfect equipment
after it has been used for residents with C. diff,
and indicated the alcohol wipe would not be
sufficient.
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2. DATES OF DATA COLLECTION
04/14/16

3. NAME OF FACILITY
- Franklin Hills Health & Rehab

4. TYPE OF SURVEY

L] Full IX] Post [] Complaint [] Other: specify

5. TIME OF SURVEY [X] Day [] Night
[] Weekend [] Holiday

6, STREET ADDRESS
6021 N LIDGERWOOD

CITY
Spokane

STATE
WA

ZIP CODE 7. LICENSE NUMBER
99207 1517

NOTE: Accordmg to RCW 18.51.060, the Department is authorized to deny, suspend or revoke a license and/or assess monetary fines for deficiencies

cited in this report.
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