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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, interviews, review of Resident Identifier (Rl) #1's medical record and the facility's policy titled
harm or potential for actual | Hand Hygiene, the facility failed to ensure Employee Identifier (El) #2, a Registered Nurse (RN) wash or sanitize her hands after she
harm removed gloves. This affected RI #2, one of two residents observed for medication pass. Findings include: The
facility's policy titled, Hand Hygiene, with an effective date of 9/1/2017, documented PURPOSE: To provide guidelines to
Residents Affected - Few employees for proper and appropriate hand washing techniques that will aide in the prevention of the transmission of

infections . PROCESS.: . I11. Hand Hygiene Hand hygiene continues to be the primary means of preventing the transmission of
infection. Thefollowing isalist of some situations that require hand hygiene. . After removing gloves or aprons. RI #1

was admitted to the facility on [DATE]. RI #1 has amedical history to include a[DIAGNOSES REDACTED]. During medication
pass observation on 8/12/2020 at 8:25 AM, El #2, aRN handed RI #1 a cup of medications, a cup of water and an inhaer. El

#2 was then observed to remove the glove from her right and left hand, apply anew pair of gloves and administer

[MEDICATION NAME] Insulin injection into RI #1's lower abdomen. El #2 did not wash or sanitize her hands before she put on
anew pair of gloves In an interview on 8/12/2020 at 11:34 AM, El #1, the Infection Control Preventionist was asked when a

nurse should change gloves and wash her hands during administration of PO (by mouth) medications, an inhaler and a

subcutaneous injection. El #1 replied, before the nurse administered the medications, wash hands before and after inhaler

and prior to administration of Insulin injection and put on clean gloves after washing hands. El #1 was asked should a

nurse remove her gloves, wash her hands and apply clean gloves between those routes. El #1 replied absolutely, because it

was adifferent route and different portal of transmission. When asked what the concern was with not changing gloves and

washing hands when indicated during medication administration, El #1 answered cross contamination. During an interview on
8/12/2020 at 12:35 PM, El #2, a RN was asked when she should wash her hands and change gloves during medication pass with
different routes. El #2 said she should wash hands in between changing gloves and in between different procedures. El #2

was asked did she change gloves and wash her hands during RI #1's medication pass. El #2 replied she changed her gloves but did not
wash her hands. When asked why not, El #2 stated she was nervous. El #2 was asked what the concern was with not
washing her hands when removing gloves during the medication pass. El #2 answered spread of germs.
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