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

Level of Harm - Minimal harm Based on observation, record review, review of facility policy, and staff interview, the facility failed to follow

or potential for actual harm standards of infection control and prevention for 1 of 1 sampled resident (Resident #1) on contact
precautions. Failure to practice infection control standards related to contact precautions and hand hygiene

Residents Affected - Few for staff and residents has the potential to spread infection throughout the facility.Findings include:Review of

the facility policy titted Management of C. [Clostridioides] Difficile Infection [a contagious bacterial infection]
occurred on 12/04/25. This policy, revised 04/10/25, stated, . All staff are to wear gloves and a gown upon
entry into the resident's room and while providing care . Hand hygiene shall be performed by handwashing
with soap and water . Encourage/assist residents to wash hands frequently.Review of the facility policy titled
Hand Hygiene occurred on 12/04/25. This policy, revised 04/10/25, stated, . If your task requires gloves,
perform hand hygiene prior to donning gloves, and immediately after removing gloves. For conditions
involving a resident, or the resident's environment, who is isolated for Clostridioides difficile [C. diff]. hand
washing with soap and water is required.Review of Resident #1's medical record occurred on 12/04/25 and
included a diagnosis of enterocolitis due to clostridium difficile. The current care plan stated, [Resident #1]
has potential for complications r/t [related to] C-Difficile . isolation as ordered by physician or following CDC
[Centers for Disease Control and Prevention] guidelines . [Resident #1] is on contact/enteric precautions r/t
C. diff. Ensure strict adherence to hand hygiene protocols before and after patient contact . Use appropriate
PPE [personal protective equipment] . as per isolation guidelines.Observation on 12/04/25 at 9:22 a.m.
showed a CNA (#2) enter Resident #1‘s room, applied gloves and without applying a gown, pivot transferred
the resident from bed. Using a walker, Resident #1 ambulated to the bathroom and the CNA assisted her
onto the toilet. Resident #1 independently completed toileting cares. The CNA transferred the resident off the
toilet, and without performing hand hygiene, the CNA (#2) and resident exited the bathroom. The CNA
assisted the resident to a wheelchair and the table in the room, placed a meal tray on the table, removed the
soiled gloves, used hand sanitizer, and exited Resident #1°s room. The CNA (#2) failed to apply a gown.
wash hands with soap and water and encourage Resident #1 to perform hand hygiene.During an interview
on 12/04/25 at 3:35 p.m., an administrative nurse (#1) stated she expected staff to follow contact-based
precautions and perform hand hygiene as specified in facility policies.
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