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F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and staff interview the facility failed to ensure staff washed their hands and changed their
gloves in accordance with standard infection protocols for one of three residents observed (Resident #1). The
 facility census was 63 residents. According to the Minimum Data Set (MDS) assessment tool dated 6/19/20, Resident #1's had
 [DIAGNOSES REDACTED]. The MDS documented the resident displayed moderately impaired cognition and required assistance of
 one staff for bed mobility, transfers, and toilet use. The MDS revealed the resident exhibited both bowel and bladder
 incontinence. During an observation on 6/24/20 at 9:30 20 AM, Staff A, certified nursing assistant (C.N.A.), assisted
 Resident #1 to the restroom and told him to place his call light on when he was finished. When Resident #1 activated his
 call light, Staff A, Certified Nursing Assistant (CNA) knocked on the door, sanitized her hands, entered the room and
 knocked on the resident's bathroom door. Staff asked the resident if he was finished and Resident #12 replied yes. Staff A, donned
gloves, assisted the resident to stand, cleansed the resident's bottom with wipes. Staff A then dispensed into the
 palm of their hand while still wearing a soiled glove and proceeded to rubbed the on the resident's bottom. Staff A removed their
gloves, sanitized their hands, pulled up the resident's pants, assisted him back to his chair, gave resident his call light, opened his
window and then washed their hands and left the room. In an interview conducted on 6/24/20 at 10:00 AM
 the DON verified after perineal care, staff should remove their gloves, wash their hands, and don new gloves prior to
 applying lotion to a resident's clean skin.
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