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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47369
or potential for actual harm
Based on observation, interview, and record review the facility failed to maintain standards of infection
Residents Affected - Few prevention and control for 9 out of 89 residents residing in the facility when the Certified Nursing Assistant
(CNA) assigned to their care wore a loosened gauze dressing on her right hand.

This failure had the potential to spread infection to the nine residents in her care and those residents who
were not assigned to her but were assisted by the CNA .

Findings:

During an observation on 10/1/24, at 1:30 PM, CNA 1 was observed in the hallway of Station 1 wearing a
gauze dressing on her right hand.

During an observation and interview, with the Director of Staff Development (DSD), on 10/1/24, at 1:40 PM,
CNA 1 was observed on Station 1 wearing a gauze dressing partially covered with an occlusive dressing (air
and watertight dressing) on her right hand. CNA 1 ' s dressing was observed to be dislodged near the thumb
and the top of the hand. CNA 1 stated she had burned her hand at home over the weekend and covered her
hand with a dressing because she did not want to call in sick . CNA 1 further stated she washed her hands
with the dressing on and changed the dressing three times during her shift.

A review of a facility document titled, DAY SHIFT DATE : 10-1-24 0600-1830 [6 AM- 6:30 PM], indicated,
CNA 1' s resident care assignment as room [ROOM NUMBER]b through 10a. The assignment consisted of
nine residents.

A review of CNA 1's CNA SKILLS COMPETENCY CHECKLIST, DATED 4/8/24, indicated, .Infection
Control .Hand Hygiene/Hand Washing .S [satisfactory] .

During an interview on 10/1/24, at 1:45 PM, the DSD confirmed the dressing on CNA 1's hand was only
partially covered with an occlusive dressing and was peeling away from her hand. The DSD stated the staff
are trained to wash their entire hands with soap and water or with foam sanitizer. The DSD stated CNA 1
should not be washing the loosened dressing on her hand. The DSD stated the loosened dressing posed a
risk of spreading infection.
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F 0880 During an interview on 10/1/24, at 1:54 PM, the Administrator (ADM) stated CNA 1 should change the
dressing on her hand every time she washed her hands. The ADM further stated during hand washing the
Level of Harm - Minimal harm or dressing would become wet and could spread infection.

potential for actual harm
A review of a facility policy and procedure (P&P) titled, Handwashing/Hand Hygiene, revised August 2019,
Residents Affected - Few indicated, .The facility considers hand hygiene the primary means to prevent the spread of infection .All
personnel shall follow the hand washing/hand hygiene procedures to help prevent the spread of infection to
other personnel, residents, and visitors .

A review of a facility P&P titled, Policies and Practices-Infection Control, revised October 2018, indicated, .
this facilities infection control policies and practices are intended to facilitate maintaining a safe, sanitary and
comfortable environment and to help prevent and manage transmission of diseases and infections . The
facilities infection control policies and practices apply equally to all personnel . The objectives of our infection
control policies and practices are to . Maintain a safe, sanitary, and comfortable environment for personnel,
residents, visitors, and the general public .
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