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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, record review and staff interview, the facility failed to provide appropriate infection control for
harm or potential for actual | one of three residents reviewed (Resident #1). The facility reported a census of 29 residents. Findingsinclude: A Minimum
harm Data Set for Resident #1 with an Assessment Reference Date of 3/27/20 showed a Brief Interview for Mental Status score of

00, indicating severe cognitive impairment. The resident had [DIAGNOSES REDACTED)]. The resident required the assistance of
Residents Affected - Few one staff with bathing. Observation on 6/15/20 at 8:50 AM, revealed Resident #1 seated in athe whirlpool chair with Staff
A, Certified Nurses Aide (CNA), and Staff B, CNA in attendance. Staff A removed gloves and sanitized her hands. Staff B

placed a standing mechanical lift sling behind the resident. Staff A used a towel without gloves and dried the resident's

backside from buttock to lower back then threw the towel onto the floor with the rest of the dirty laundry. The floor did

not contain a barrier. The resident became weak and needed to sit down. Staff A did not cleanse her hands and patted the
resident's shoulder to calm the resident down. Both CNAs again attempted to stand the resident with the standing mechanical lift.
After the resident stood, the resident urinated onto the floor. Staff A sanitized her hands and donned a pair of

gloves. Staff A obtained a package of wipes and began to clean the resident. Staff A removed wipes from the package after

each wipe to cleanse the resident. Staff A and Staff B dressed the resident and placed the resident into the wheelchair,

rolling the wheelchair through the urine. Staff B movds the standing mechanical lift out of the way to allow the resident

to leave the whirlpool room while pushing the mechanical lift through the urine with the leg strap on the floor. Staff B

picked up the leg strap and placed it onto the standing mechanical lift and moved the lift into the hallway. Staff B parked the standing
mechanical lift to the south of the whirlpool door and Staff B walked away to help another resident. Staff A

pushed the resident out of the whirlpool room into the hallway. The Director of Nursing (DON) stopped Staff A halfway down
the hall. The DON instructed Staff A to stop and clean the wheelchair wheels and when finished, clean the hallway due to

the urine on the floor from the whirlpool room. Staff A went into the whirlpool room and came out to the wheelchair with
cleanser. Staff A sprayed cleanser onto awashcloth and then cleansed the wheelchair wheels. After completion of the

cleaning of the wheelchair wheels, Staff A enter the whirlpool room and did not return to the hallway. On 6/15/20 at 10:00

AM, the DON stated she expected staff to cleanse the floor and wheelchair pedal's before leaving the whirlpool room. The DON
stated Staff A received education regarding the dirty laundry on the floor, the lack of gloves when wiping aresident's

backside, and failure to clean the floor and wheelchair wheels following an incontinent epsiode. The DON stated the

facility did not have a policy and her expectations were standards of care.
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