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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** Based on

or potential for actual harm observation, interview and record review the facility failed to ensure resident's bathrooms had an antiseptic
handwash for 4 of 8 residents (R5, R6, R7 and R8) reviewed for infection control in the sample of 8.The

Residents Affected - Some findings include:1.0n 11/14/25 at 9:40 AM, R5's bathroom had no hand soap. R5 said there has been no

hand soap in the bathroom for a while, | have asked for hand soap repeatedly from staff, but | am ignored. |
feed myself, | do things for myself, | have nothing to wash my hands, only plain water, no soap. R5's facility
assessment dated [DATE] show a BIMS of 13- no cognitive impairment.2. On 11/14/25 at 9:55 AM, R6's
bathroom had no hand soap. R6 said there has been no soap for a long time now, staff should know we
have no soap to use to wash our hands.R6's facility assessment dated [DATE] show a BIMS of 13- no
cognitive impairment.3. On 11/14/25 at 12:45 PM, R7 was eating his lunch in his room. His bathroom had no
hand soap. R7 stated It's been months that there has been no hand soap, they took everything out because
they said there was a recall of the hand soap and gave us hand sanitizer but never filled the hand soap.
There was nothing to use to remove germs after using the bathroom, we were all taught that we are
supposed to wash our hands, right? R7's facility assessment dated [DATE] show a BIMS of 15- no cognitive
impairment.4. On 11/14/25 at 1pm. R8 said staff removed the hand soap because they were talking about a
recall. R8 said after using the bathroom, after meals, or after going out to smoke, there is no soap to wash
his hands. R8 said staff just replaced the hand soap just now, actually just a moment ago.R8's facility
assessment dated [DATE] show a BIMS of 15- no cognitive impairment.Both V5 (Certified Nursing Assistant)
and V6 Social Services confirmed with this Surveyor that there was no hand soap in R4-R8's bathrooms. On
11/14/25 at 1:00 PM, V2 (Director of Nursing) said there was a hand soap recall but that was way back in
August 2025. All residents should have access to hand soap in their bathrooms for handwashing to prevent
infection.On 11/14/25 at 1:30 PM, V7 (Maintenance Director) said he had informed his housekeeping staff to
make sure all bathrooms have soap to prevent infection.The facility policy entitled hand hygiene dated
6/30/25 show, hand hygiene is important in controlling infections. the facility will comply with the CDC
guidelines in regard to hand hygiene. Hand washing with soap and water for at least 20 seconds is
recommended: d- before eating and after personally using the toilet.
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