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F 0677

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide care and assistance to perform activities of daily living for any resident who is
 unable.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure two of four sampled residents (Residents
 2 and 3) were provided assistance with personal hygiene tasks, such as shaving, which resulted in Residents 2 and 3 having
 overgrown facial hair. This failure had the potential to cause low self-esteem and embarrassment for both residents.
 Findings: During a review of Resident 2's Admission Record (AR), the AR indicated Resident 2 was admitted   to the facility with
multiple diagnoses, including a fracture of an unspecified lumbar vertebra (spine) and muscle wasting and atrophy.
 During a review of Resident 2's Minimum Data Set (MDS, an assessment tool used to guide care), dated 10/18/19, the MDS
 indicated Resident 2 had intact cognition. The MDS also indicated Resident 2 needed the extensive assistance of at least
 one staff member for personal hygiene and grooming. During a review of Resident 3's AR, the AR indicated Resident 3 was
 admitted   to the facility with multiple diagnoses, including [MEDICAL CONDITION] and chronic pain. During a review of
 Resident 3's MDS, dated [DATE], indicated Resident 3 had moderately impaired cognition. The MDS also indicated Resident 3
 needed extensive assistance of at least one staff member for personal hygiene and grooming. During a concurrent observation and
interview on 1/23/20, at 9:15 a.m., in Building 2, with Residents 2 and 3, Resident 2 was seen wearing clean clothes,
 sitting in a wheelchair across from the Nursing Station, and had overgrown facial hair. When asked about his facial hair,
 Resident 2 rubbed his face and smiled but was unable to express himself because of a language barrier. Resident 3 was also
 seen with overgrown facial hair. Resident 3 stated he needed help shaving. During an interview on 1/23/20, at 9:20 a.m.,
 with Licensed Vocational Nurse 1 (LVN 1), LVN 1 stated, These residents (Residents 2 and 3) need to be shaved. LVN 1
 indicated Certified Nursing Assistant 1 (CNA 1), who was responsible for shaving these two residents, was giving a shower
 at this time. During an interview on 1/23/20 at 9:45 a.m., with the Director of Staff Development (DSD), DSD stated
 grooming, including shaving, should be done during the morning care. DSD indicated Residents 2 and 3 should have been
 shaved before leaving their rooms that morning. During an interview on 1/23/20, at 10:30 a.m., with CNA 1, CNA 1 indicated
 she did not shave Residents 2 and 3 that morning but would shave them later. CNA 1 stated she would not like it if she came out in
public not groomed nicely. The facility's policy and procedure (P&P) titled, Shaving the Resident, dated 11/12,
 indicated it was the policy of the facility, to ensure that residents are clean and well-groomed daily, and that unwanted
 facial hair is removed to improve appearance and morale. The facility's P&P titled, Resident Care, Routine, dated 11/12,
 indicated, Perform grooming tasks for those residents unable to function independently. These tasks usually include daily
 shaving for male residents during morning care.

F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to follow standard infection prevention and control
 practices when: 1. Licensed Vocational Nurse 2 (LVN 2) did not wash her hands between glove changes during treatment of
 [REDACTED]. 2. Certified Nursing Assistant 2 (CNA 2) removed the trash from the isolation room with her bare hands. These
 failures had the potential to spread illnesses and infections to other residents, staff, and visitors to the facility.
 Findings: 1. During an observation on 1/23/20 at 11:20 a.m., an isolation cart was seen outside of the room of a resident
 on isolation precautions. The room's resident, Resident 4, was in bed behind a privacy curtain while LVN 2 was performing a wound
dressing change. LVN 2 removed her soiled gloves, went to the isolation cart outside of the room and retrieved some
 dressing supplies, donned a new pair of gloves, returned to the resident, and resumed the dressing change, all without
 washing her hands. After the dressing change was completed, LVN 2 removed her gloves then washed her hands. During an
 interview on 1/23/20, at 11:40 a.m., with LVN 2, LVN 2 stated, I should wash my hands every time I remove and put on a new
 pair of gloves. 2. During an observation and concurrent interview on 1/23/20, at 11:50 a.m., CNA 2 was seen inside the room of a
resident on isolation precautions and wearing Personal Protective Equipment (PPE, protective clothing, helmets,
 goggles, or other garments or equipment designed to protect the wearer's body from injury or infection). While still in the isolation
room, CNA 2 touched and removed the trash from one bin and put it in another bin using her bare hands. During an
 interview on 1/23/20, at 12:15 p.m., with the Director of Staff Development (DSD), DSD indicated staff should wash their
 hands before and after wearing gloves. DSD stated, It is part of infection control and prevention. During a review of the
 facility's policy and procedure (P&P) titled, Enhanced Standard Precaution, dated 1/10/19, the P&P indicated, Hand hygiene
 is the single most important precaution to prevent the transmission of infection from one person to another.During care,
 change gloves after having contact with infective material (i.e., fecal material or would drainage which may contain high
 concentrations of microorganisms). Change gloves when moving from one site to another (i.e., oral care, dressing
 change).Hand hygiene should be performed before donning and after removal of gloves each time gloves are used. During a
 review of the facility's P&P titled, Gloves, Wearing (Non-Sterile), dated 1/10/19, the P&P indicated, Hands must be washed
 every time gloves are removed.
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