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

Level of Harm - Minimal harm Based on observation and staff interview, staff failed to change contaminated gloves after performing

or potential for actual harm perineal care and before touching clean resident gown and linens. This was true for one (1) of one (1)
residents observed during perineal care. Resident identifier: # 70. Facility census: 90. Based on observation

Residents Affected - Few and staff interview, staff failed to change contaminated gloves after performing perineal care and before

touching clean resident gown and linens. This was true for one (1) of one (1) residents observed during
perineal care. Resident identifier: # 70. Facility census: 90.Findings included:a) Resident #700n 06/24/25 at
11:05 AM an observation of perineal care for Resident #70 found that Nurse Aide (NA) #14 completed
perineal care with no issues observed with the procedure. Upon completion of the perineal care, NA #14
failed to change the contaminated gloves and assisted the resident to put on a clean gown. The surveyor
intervened and stopped the continued use of the contaminated gloves. NA #14 confirmed she should have
changed her gloves after completed perineal care. NA #14 immediately removed the contaminated gloves,
performed hand hygiene, and donned new gloves.

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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