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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview and record review, the facility failed to maintain an infection and prevention control
harm or potential for actual | program that included hand hygiene procedures to be followed by staff involved in direct resident contact for 1 (Resident
harm #1) of 2 residents reviewed for incontinence care. CNA A failed to change gloves and perform hand hygiene while providing

incontinence care to Resident #1. Findings included: Review of Resident #1's MDS assessment, dated 05/08/20, reflected she
Residents Affected - Few | wasan [AGE] year-old female admitted to the facility on [DATE]. Her [DIAGNOSES REDACTED)]. She was frequently incontinent
of bowel and bladder and required extensive assistance with toileting. Review of Resident #1's Care Plan dated 05/21/19
revealed Resident #1 required extensive assistance with toileting and facility interventionsincluded providing hygiene
after voiding/bowel movements. Review of Resident #1's Progress Notes reflected: 03/29/20 INFECTIOUS DISEASE FU (follow-
up) NOTE .ASSESSMENT AND PLAN 1. Pt (patient) with Complicated UTI; . ESBL (Extended-Spectrum Beta-L actamase-ESBL -
Producing

Bacteria). Cont (continue) [MEDICATION NAME] (antibiotic) x 10 days . 05/11/20 INFECTIOUS DISEASE FU (follow-up)
NOTE

LASSESSMENT AND PLAN 1. Pt (patient) with Complicated UTI; . E.coli (bacterial infection). Cont (continue) [MEDICATION
NAME] (antibiotic) x 7 days . Observation and interview with the DON and CNA A on 06/01/20 at 1:45 PM revealed CNA A
provided Resident #1 with incontinence care on 06/01/20 at 7:00 AM. The incontinence care was viewed by video recording
provided by the family of Resident #1. CNA A and the DON watched the video for the first time with the investigator. The

video showed CNA A providing incontinence care for Resident #1. CNA A did not change gloves, wash or sanitize her hands
after removing the soiled brief. CNA A then cleaned Resident #1's peri-area with wipes. CNA A assisted Resident #1 to turn

onto her |eft sidein order to clean her buttocks. CNA A did not wash or sanitize her hands before placing a clean brief on Resident
#1. CNA A then adjusted Resident #1's clothing and bed linens while wearing the same soiled gloves. CNA A watched

the video and said she did not perform hand hygiene. She said she was familiar with the facility perineal care protocol and knew she
was supposed to perform hand hygiene. An interview with the DON after he watched the video revealed hand hygiene

was supposed to be performed during incontinence care. Review of the facility's Perineal Care Protocol, not dated,

reflected: .3. Assemble equipment and supplies .4. Wash hands, apply gloves 6 .removed soiled clothing and/or brief .7.

Remove gloves, sanitize hands and apply new gloves. 8 .use wipes to clean perineal area .Wash/sanitize hands. Apply clean
gloves. Position/fasten clean brief under patient and adjust clothing .Wash hands .) Review of the facility Infection

Control Policy, dated August 2012, reflected: Handwashing is the single most important means of preventing the spread of
infection .
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