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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 observation, interviews, and record reviews, the facility failed to provide an appropriate infection control
 technique for one of three residents reviewed (Resident #1). The facility reported a census of 36. Findings include: A
 Minimum Data Set completed with an Assessment Reference Date 4/28/20 revealed the resident with short and long term memory
 impairments. The resident had [DIAGNOSES REDACTED]. The resident required staff assistance of two staff with toileting. A
 care plan intervention dated 4/27/20 identified the resident required the assistance of two staff with transfers and
 toileting. The resident was incontinent of bowel/ bladder and wore adult briefs. Observation on 6/15/20 at 3:59 PM, showed
 Staff B, Certified Nurses' Aide (CNA) assist the resident to stand using a gait belt. Once standing, staff assisted the
 resident to remove their pants. Staff B, CNA, prepared wipes by removing them from the package and placing them on the
 wipes package. Staff A removed the resident's wet brief. Without changing gloves, Staff A washed the resident's top of
 buttock then washed up the crease of the buttock. Staff did not cleanse the front perineal area. Staff A then pulled up the resident's
pants. Following that, without hand hygiene, Staff A and Staff B walked the resident into the hall still wearing used gloves. After
assisting the resident into the chair in the hall, Staff A and Staff B went to the nurses' station sink
 to complete hand hygiene. During an interview on 6/15/20 at 4:10 PM, the Director of Nursing (DON) reported staff needed to
cleanse the entire perineal area following an incontinent episode. The DON said she began conducting perineal care audits
 the prior Thursday. A policy labeled Incontinence Care/ Peri Care dated 1/15 identified that staff should cleanse all
 soiled areas front to back using a clean area of cloth/wipe, especially between skin folds, turning the resident as
 necessary.
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