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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

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** Based on

or potential for actual harm observation, interview, and record review, the facility failed to: 1. Perform hand hygiene before touching the
forehead of Resident 1.This failure had the potential to result in exposing Resident 1 to harmful organisms

Residents Affected - Few on the hand of CNA1.During a review of Resident 1's Face Sheet, with an admission date of 4/9/2022, the

Face Sheet indicated Resident 1 is diagnosed with Dementia, Alzheimer's Disease, and Dysphagia
following nontraumatic intracerebral hemorrhage. During a review of Residentl's History and Physical,
dated 1/2/2025, the History and Physical indicated Resident 1 does not have the capacity to understand
and make decisions. During a review of Resident 1's Order Summary Report, dated 4/9/2022, the Order
Summary Report indicated Resident 1 is ordered to have a fortified puree diet, pain assessments with pain
management, and staff are to monitor right and left lower extremities for redness, discoloration, swelling,
and pain, every shift for immobilizer use. During a concurrent observation and interview on 2/17/2026, at
11:19 a.m., CNAL entered room [ROOM NUMBER] and touched the forehead of Resident 1 without
performing hand hygiene. CNA 1 stated they are supposed to perform hand hygiene before touching the
residents because not performing hand hygiene could cause an infection. During a review of the facility's
policy and procedure titled, Hand Hygiene, dated, 12/2023, the Hand Hygiene policy indicated to use an
alcohol-based hand rub containing at least 62% alcohol; or alternatively soap (antimicrobial or
non-antimicrobial) and water for the following situations: b. Before and after direct contact with residents.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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