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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 at aminimum, a system for preventing and controlling infections for two (Residents #3 and #4) of four residents
harm reviewed for incontinence care. 1. CNA C failed to perform hand hygiene and change gloves during incontinence care for

Resident #3. 2. CNA D failed to change gloves during incontinence care for Resident #4. These failures placed residents at
Residents Affected - Few risk for infections and cross-contamination. Findings included: 1. Review of Resident #3's MDS Assessment, dated 11/07/19,
revealed the resident was an [AGE] year-old female readmitted to the facility on [DATE]. The resident had [DIAGNOSES

REDACTED)]. She had severe cognitive impairment and required extensive assistance with her activities of daily living.
Observation on 04/03/20 at 12:07 p.m. revealed CNA C washed her hands and applied gloves after entering the room to provide
incontinence care to Resident #3. After providing the resident with incontinence care, CNA did not remove her gloves or

perform hand hygiene before touching the clean brief, the bedding, and the bed control button. Interview with CNA C on

04/03/20 at 12:36 p.m. revealed she knew she was supposed to change gloves and her wash hands when soiled and when applying a
clean brief. 2. Review of Resident #4's MDS Assessment, dated 09/01/16, revealed the resident was a[AGE] year-old female
readmitted to the facility on [DATE]. The resident's [DIAGNOSES REDACTED)]. The resident was cognitively intact and required
extensive assistance with her activities of daily living. Observation on 04/03/20 at 12:33 p.m. revealed CNA D provided
incontinence care for Resident #4 while wearing gloves. While wearing the same gloves she wore to provide incontinence

care, CNA D removed clean wipes from a wipes packet. Interview with CNA D on 04/03/20 at 12:45 p.m. revealed she used
soiled gloves when removing clean disposable wipes from the packet. 3. Interview with the DON on 04/03/20 at 3:10 p.m.
revealed the facility expected staff to wash their hands between the tasks performed during incontinence care. Review of
thefacility's current policy for peri-care, dated 07/01/16, refleced soiled gloves needed to be changed, wash hands, and

don new gloves when providing resident peri care.
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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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