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

Level of Harm - Minimal harm 40405
or potential for actual harm
Based on observation, interviews, and record review the facility failed to ensure a staff member removed

Residents Affected - Few gloves and used proper hand hygiene when performing incontinent care for 1(Resident #R1) of 2 (Resident
#R1, Resident #2 observed for incontinent care.

Findings:

Review of the facility's Infection Control policy and procedure, dated 2001 and revised on 10/2018, revealed,

in part, the objectives of our infection control policies and practices were to: prevent, detect, investigate, and
control infections in the facility.

Observation on 02/18/2025 at 11:45AM revealed S2Certified Nurse Assistant (CNA) unfastened Resident
#R1's adult brief while wearing gloves, but did not remove those gloves and S2CNA did not use proper hand
hygiene before obtaining a clean wipe to clean Resident #R1's buttock.

In an interview on 02/18/2025 at 11:55AM, S2CNA acknowledged she should have removed her dirty gloves

and performed hand hygiene before using a clean cleansing wipe to perform incontinent care to Resident
#R1.

In an interview on 02/18/2025 at 12:00PM, S1Director of Nursing (DON) acknowledged S2CNA should have
removed her dirty gloves, performed hand hygiene and applied clean gloves.
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