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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review, and interviews, the facility failed to maintain an infection prevention and
control program designed to provide a safe, sanitary environment to help prevent the development and
transmission of infection for 2 (#1 and #2) of 3 residents observed for incontinence care. The facility
failed to ensure staff performed proper hand hygiene and glove changes during incontinence
care.Findings: Review of the facility's policy titled, Incontinent Care: Bladder revealed the following,
in part:Policy: Perineal management is the cleansing of the perineal area that includes the genitalia
and rectal areas.Perform handwashing or use alcohol gel.8. Put on disposable gloves.10. For male
perineal care: e. Turn to sidelying position and wash, rinse, and dry the anal area.11. Remove and
discard gloves.12. Perform handwashing or use alcohol gel. 13. Change the gown and bed linens if
needed. Resident #1Review of Resident #1's clinical record revealed he was admitted to the facility
on [DATE]. Resident #2Review of the Resident #2's clinical record revealed he was admitted to the
facility on [DATE]. On 03/25/2026 at 8:41 a.m., an observation was made of S2CNA providing
incontinence care for Resident #1. S2CNA donned clean gloves and used clean perineal wipes to
remove bowel movement off of Resident #1's buttocks. S2CNA then, without changing gloves or
performing hand hygiene, placed a clean incontinence pad and brief under Resident #1's buttocks.
S2CNA proceeded to place the soiled brief and urine soaked bed pad at the foot of Resident #1's
mattress on top of Resident #1's clean comforter. S2CNA then disposed of the soiled brief into
Resident #1's trash can. S2CNA spread the clean incontinence pad on Resident #1's bed, and secured
the clean brief to Resident #1. S2CNA undressed Resident #1, touched the closet door and Resident
#1's clean clothes, back, back of his head, both of his hands, both of his arms and both of his legs.
S2CNA touched Resident #1's wheelchair arm rests, transferred Resident #1 into the wheelchair,
opened the resident's door, and wheeled Resident #1 into the hallway. S2CNA then returned to
Resident #1's room, retrieved the soiled incontinence pad, and carried it down the hall to dispose of it
in the soiled linen barrel. S2CNA then disposed of his gloves. S2CNA was not observed to change
soiled gloves or complete hand hygiene during Resident #1's incontinent care. On 03/25/2026 at 8:58
a.m., an observation was made of S2CNA and S3CNA performing incontinence care of Resident #2.
Without performing hand hygiene, S2CNA and S3CNA donned clean gloves and turned Resident #2 to
his right side. S2CNA used clean perineal wipes to remove bowel movement off of Resident #2's
buttocks. S2CNA disposed of the soiled brief into the trash. S2CNA then removed the soiled gloves,
and without performing hand hygiene, applied clean gloves. S2CNA then touched Resident #2's
bedside table, left leg, right leg, left arm, and bed sheets. S2CNA applied a clean brief to Resident #2
and a clean incontinence pad to Resident #2's bed. S2CNA proceeded to remove soiled gloves, applied
clean gloves, and placed a clean gown on Resident #2. At that time, S2CNA touched Resident #2's
neck, bilateral arms, and back. S2CNA was not observed to perform hand hygiene during the above
observation. S3CNA unfastened Resident #2's brief and confirmed Resident #2 was still soiled with
bowel movement. S3CNA wiped Resident #2's buttocks with clean perineal wipes to remove the
remaining stool. S3CNA and S2CNA secured the clean brief back on Resident #2. S3CNA exited
Resident #2's room to obtain the soiled linen barrel. S2CNA discarded the soiled linens and his dirty
(continued on next page)
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gloves, and exited Resident #2's room. S3CNA was not observed to change soiled gloves and neither
CNA was observed to perform hand hygiene during Resident #2's incontinence care. On 03/25/2026 at
9:12 a.m., an interview was conducted with S2CNA. S2CNA confirmed the observations above. S2CNA
confirmed he should have removed his soiled gloves, performed hand hygiene, and applied clean
gloves after removing bowel movement from Resident #1 and #2 and prior to moving to a clean area.
S2CNA confirmed he should not have placed the soiled brief and incontinence pad on Resident #1's
clean linen. S2CNA confirmed he did not perform hand hygiene between glove changes, after removing
soiled gloves, and between resident care, and should have. On 03/25/2026 at 9:15 a.m., an interview
was conducted with S3CNA. S3CNA confirmed she should have performed hand hygiene and changed
gloves after she wiped Resident #2 and before she put the clean diaper back on. S3CNA confirmed
she did not perform hand hygiene upon removing soiled gloves and exiting Resident #2's room and
should have. On 03/25/2026 at 12:35 p.m., an interview was conducted with S1DON. She confirmed
staff should change their gloves when soiled and when moving from a contaminated to a clean area
during resident care. She confirmed staff should sanitize their hands between glove changes and
between residents. She confirmed soiled linen should not have been placed onto clean linen.
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