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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations, staff interview, and facility policy review, the facility failed ensure proper handwashing
harm or potential for actual | procedures were followed. A Licensed Practical Nurse (LPN) on Unit 1 was observed leaving aresident room and changing
harm gloves without washing or sanitizing her hands. The findings were: On 8/25/2020 at approximately 11:10 am., a staff
member, identified as LPN # 1 was observed leaving aresident room after administering medications. LPN # 1 removed the
Residents Affected - Few gloves she wore while administering medications and put on a clean pair of gloves without washing her hands or using hand
sanitizer. When interviewed, LPN # 1 said the surveyors made her nervous and that she should have washed her hands. Also
present during the observation were RN # 1 (Registered Nurse), the Infection Control Nurse, and RN # 2, the Quality
Assurance/Staff Development Coordinator. Both RN's made the same observation, and both stated LPN # 1 should have washed
her hands before donning a new pair of gloves. Review of the facility's policy on handwashing, requested by the surveyor,
noted the following: Personnel will wash their hands to prevent the spread of infection and disease to other personnel,
residents, and visitors. Appropriate fifteen to twenty second hand washing or use of hand sanitizer will be performed:
After glove changes. During the Exit Conference at 11:35 am., the Administrator and the Director of Nursing were told

about the observation. When asked their expectation regarding gloves changes, both said the LPN should have washed her
hands before doming anew pair of gloves.
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